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Description automatically generated]My Age Care Referral (HCP/CSP/STRC)
The Individual Care Plan includes comprehensive information tailored to the specific needs and goals of the patient.
	Name:
	
	(Insert Photo or ID copy here.)

	Date of birth:
	____/____/____
	

	Partner/Spouse:
	
	

	Emergency contacts:
	1. Name:
	
	Mobile number:
	
	

	
	2. Name:
	
	Mobile number:
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	Address:
	
	Medicare or DVA number: 
	 

	Doctor’s name:
	
	Doctor’s contact number:
	 

	Date ICP developed:
	____/____/____
	Date of next review:
	____/____/____

	Care Team Members: 
List all allied health professionals involved in the patient's care, including their roles and contact information. Also include other healthcare providers or specialists collaborating in the patient's care (e.g. physicians, nurses and social workers).

	Name
	Role
	Contact number
	Email

	
	
	
	

	
	
	
	

	
	
	
	



	Communication

	Preferred name:
	

	Language spoken:
	

	Speech disorders:
	

	Comprehension:
	

	Specialist/Doctor:
	
	Contact number: 
	

	[bookmark: _Hlk112844708]Comments:
	









	Vision

	Sight:
	

	Glasses:
	

	Diseases/Infections:
	

	Aids (sticks/dogs):
	

	Specialist/Doctor:
	
	Contact number: 
	

	Comments:
	









	Hearing

	Aids:
	

	Ear care:
	

	Diseases/Infections:
	

	Specialist/Doctor:
	
	Contact number: 
	

	Comments:






	










	Mobility

	Ambulation:
	

	Transfers:
	

	Aids:
	

	Prosthetics:
	

	Specialist/Doctor:
	
	Contact number: 
	

	Comments:






	








	Medications – Below is a summary only. Refer to the Medication Register for full details.

	Current medications:
	

	Regime:
	☐  Morning                  ☐  Midday                      ☐  Afternoon                    ☐  Evening                       ☐  Other:

	BSL testing:
	☐  No                   	☐  Yes       If yes, frequency: _____________________

	Allergies:
	☐  No                	☐  Yes      If yes, please specify: __________________

	Asthma management plan:
	N/A

	Illnesses:
	

	Normal GP:
	
	Contact number: 
	

	Comments:






	











	Social/Emotional

	Family situation:
	

	Religion:
	

	Pastoral care:
	

	Special days:
	

	Hobbies/Interests:
	

	Pets:
	

	Community/Social:
	

	Comments:






	








	Domestic/Housekeeping (How are these tasks managed – alone or with help?)

	Shopping:
	

	Washing:
	

	Cleaning:
	

	Transport:
	

	Cooking:
	

	Gardening:
	

	Pet care:
	

	Comments:




	



	
Assessment Findings 

	Summary of assessment findings related to the patient's health condition, functional status, strengths and limitations
	





	Results of relevant assessments and evaluations conducted by allied health professionals (e.g. physical therapy, occupational therapy or speech therapy)
	







	
Goals and Objectives (Goals should be collaboratively developed with the patient, considering their preferences and priorities.)

	SMART Goals
Specific, measurable, achievable, relevant and time-bound goals related to the patient's health condition and functional abilities
	


	Short-term



	


	Long term




	





	[bookmark: _Hlk161226487][bookmark: _Hlk161226572]
Interventions and Strategies

	Detailed description of interventions and strategies aimed at addressing the patient's goals and needs
	




	Specific treatment modalities, techniques and exercises recommended by allied health professionals

	




	[bookmark: _Hlk161226434]Frequency, duration and intensity of interventions


	

	Any equipment, assistive devices or technology recommended to support the patient's participation in the therapy or activities of daily living

	



	
Progress Notes

	Documentation of the patient's progress towards goals and objectives
	




	Observations, measurements and outcomes recorded during therapy sessions or follow-up appointments
	




	Any modifications made to the care plan based on the patient's response to interventions or changes in their condition

	



	
Education and Training

	Information provided to the patient and their caregivers regarding their health condition, treatment plan, self-management strategies and home exercises
	




	Instructions on the safe use of equipment, assistive devices or mobility aids
	




	Recommendations for lifestyle modifications or behaviour changes to support the patient's overall wellbeing

	



	
Discharge Planning

	Anticipated timeline for achieving goals and transitioning out of therapy or allied health services
	




	Criteria for discharge from therapy or allied health services
	




	Referrals to community resources, support services or other healthcare providers for ongoing care and support after discharge
	




	Patient and Caregiver (If Applicable) Feedback and Acknowledgement 

	Opportunities to give feedback on my care plan, interventions and overall experience have been provided by way of a Patient Feedback Form.
Mechanisms for addressing concerns, answering questions and ensuring that my care plan remains patient-centred and responsive to my needs have been discussed.

	[bookmark: _Hlk161231401]Patient name:
	

	Signature:
	

	Date:
	



	Health United staff member name:
	

	Signature:
	

	Date:
	

	Review dates:
	___/___/______
	___/___/______
	___/___/______
	___/___/_____





Health United SD - SC T2 Individual Care Plan V1.0 (ID 211155)
© 2024 Eduworks Resources				Page 13

image1.png
HEALTH
UNITED




