	Department of Medical Assistance Services / Local Education Agency Services
Nursing Services Plan of Care

	


	Student Name:
	     
	
	     
	

	
	Last
	
	First
	

	Medicaid/FAMIS ID#:
	   
	

	Date of POC Implementation (mm/dd/yy):  
	     
	ICD 9 Code(s):
	     
	
	     

	Medical Condition:
	     

	Goals and Objectives:
	

	1.
	     

	2.
	     

	3.
	     

	4.
	     


	Goal # addressed
(i.e., 1, 2, 3)
	Medication, Treatment or Procedure
	Dose
	Frequency
	Discontinue
	Comment

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


	Prescriber:
	     
	Primary Care Physician:
	     

	
	
	Print Name
	
	
	(Forward copy to PCP)
	Print Name
	

	RN:
	     
	
	
	
	

	
	Print Name

	
	Signature
	
	Initials
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