          


Section I ~ POC Information and Identification
Male  FORMCHECKBOX 

Female  FORMCHECKBOX 

Married  FORMCHECKBOX 

Single  FORMCHECKBOX 

Widowed  FORMCHECKBOX 

Primary Language:


Primary Means of Communication:

Does this Participant receive General Relief (GR) funds?       FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
Does client reside in an Assisted Living Home?       FORMCHECKBOX 

Yes        FORMCHECKBOX 
No
Contact Information ( Self / Spouse / Family or other Legal Representative 
Name:




Role/Relationship:

Work-Phone:


Home-Phone:

Cell-Phone:

Email:

Participant’s Emergency Contact

Name:




Relationship:

Work-Phone: 


Home-Phone:            
Cell-Phone:

Email: 

Section II ~ Diagnosis & Medical
Primary Diagnosis:  






Secondary Diagnosis: 

Significant changes since last POC?
Specify any significant changes in Participant’s health/behavior in the last year that might impact service levels/delivery.  Also include description of scheduled or anticipated surgeries and/or procedures:

Emergency Response and Back Up System
List the protocols, such as, Comfort One and other information regarding emergency protocol that is necessary to note for the client record and for service providers to be aware of.
Section III ~ Care Concerns & Information for Service Providers
Section IV ~ Summary Services
Complete the following regarding services.  NOTE: These services should communicate the strengths, needs, desires and plans for the Participant in such a manner that a new provider or staff could pick up the document and use it as a working tool to provide uninterrupted services. 

	SIH Services
	Provider Agency & Contact Phone#
	Service Frequency

(per week or month, etc.)
	Anticipated Start Date

	Case Management
	
	
	

	Chore
	
	
	

	Respite
	
	
	

	Extended Respite
	
	
	

	Supplemental Services
	
	
	


	Non-SIH Services
	Provider Agency & Contact Phone#
	Service Frequency

(per week or month, etc.)
	Anticipated Start Date

	Adult Day Services
	
	
	

	Personal Care Assistance
	
	
	

	Home-Delivered Meals
	
	
	

	Congregate Meals
	
	
	

	Assisted Transportation
	
	
	

	Unassisted Transportation
	
	
	

	Hospice
	
	
	

	Other Support Services
	
	
	

	
	
	
	


Section V ~Other Services

List all other services currently utilized by the Participant; regardless of funding mechanism.  Examples include but are not limited to: other support services, support groups, community/social programs, volunteer supports, and family supports. 

Section VI ~ Care Team - as applicable  

List members regularly involved with the care of the participant and their role.  For example, client, legal representative, family, OT, PT, and other specialists.

	Name
	Role
	Phone
	Notes

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Section VII ~ Grant Funded POC Agreement

This Individualized Plan of Care has been carefully planned and coordinated with the active involvement of the Participant served.  Necessary personnel and the Participant served will be involved in the evaluation of this plan’s continuing appropriateness.

I, or any member of my team, may request another meeting at any time during the next 12 months to make changes to this plan. Unless otherwise stated, I am in agreement with this Plan of Care as written.

	Participant Signature                                         Date                              Legal Representative                 Date

	

	SIH Grant Case Manager                                           Date                       
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