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KEENE HEALTH CARE PLAN

Child’s Name:
_____________

Nickname:


DOB:
___________
 

Parent/Guardian(s): 












Other Household Members (name, relationship, age): 




















PCP: 
____________



Office Phone:                   


 
Care Coordinator:                                         _

Office Phone:                              



Summary of History (brief):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Diagnosis/Problem List:

· ___________________________________________________________________________

· ___________________________________________________________________________

· ___________________________________________________________________________

· ___________________________________________________________________________

Please Describe Your Child’s:

· Language skills: 











· Self-help skills (ie. toileting, etc.): 








· Mobility (does child use wheelchair, braces, walker, etc): 





Active Issues/Special Instructions:

· ______________________________________________________________________________________________________________________________________________________

· ______________________________________________________________________________________________________________________________________________________

· ______________________________________________________________________________________________________________________________________________________

· ______________________________________________________________________________________________________________________________________________________

Sensory

	
	Screened at 

(please circle)
	Date
	Next Due

	Vision
	pcp / specialist 
	
	

	Hearing
	pcp / specialist
	
	


Allergies

	Medication
	Type of Reaction
	Medication
	Type of Reaction

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Medications

	Start Date
	Drug
	Dosage/Frequency
	D/C’d Date

(please line out)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Hospitalizations

	Date
	Reason
	Place
	Admitted by

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Surgeries/Procedures

	Date
	Procedure
	Place
	Attended by

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Specialists/Clinics

	Provider Name/

Location
	Phone #/Fax #

Email
	Reason/Services
	Next Appt. or

Next Due

	
	
	
	_______,_______,______

_______,_______,______

_______,_______,______

	
	
	
	_______,_______,______

_______,_______,______

_______,_______,______

	
	
	
	_______,_______,______

_______,_______,______

_______,_______,______

	
	
	
	_______,______,______

_______,_______,______

_______,_______,______



	
	
	
	_______,______,______

_______,_______,______

_______,_______,______



	
	
	
	_______,_______,______

_______,_______,______

_______,_______,______


Labs

	Test
	Result
	Date
	Next Due

	
	
	
	_______,_______,______ _______,_______,______

	
	
	
	_______,_______,_____________,_______,______

	
	
	
	_______,_______,_____________,_______,______

	
	
	
	_______,_______,_____________,_______,______


School & Community Services

Does your child have a school plan (ie IEP, 504, early supports & services, etc.)?

	Name/Contact Person
	Address
	Phone
	Type of Service/Frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Supplies/Equipment

	Provider Name & Address
	Phone/Fax
	Equipment Provided
	Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Upcoming Issues/Concerns:

· _________________________________________________________________________________________________________________________________________________________________________________________________________________________________

· _________________________________________________________________________________________________________________________________________________________________________________________________________________________________

· _________________________________________________________________________________________________________________________________________________________________________________________________________________________________

· _________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PCP Signature:  _________________________  Dates Reviewed:_______,_______,_______, 







       _______,_______,_______,_______,_______

Form revised 11/02

