Department of Medical Assistance Services / Local Education Agency Services

Personal Care Service Plan of Care
Nursing FORMCHECKBOX 
    Psych FORMCHECKBOX 
    PT FORMCHECKBOX 
    OT FORMCHECKBOX 
    SLP FORMCHECKBOX 
    Audiology FORMCHECKBOX 
    

Check one per discipline type
	Student’s Name:
	     
	
	     

	
	Last
	
	First

	Medicaid / FAMIS ID#:  
	     
	

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

	Medical Condition:

	     

	Goals and Objectives:

	1. 
	     

	2. 
	     

	3. 
	     


Treatment Interventions/Procedures: (Must include actual treatment/intervention/medication and frequency.  Match the treatment intervention/procedure to the appropriate goal.  May use more goals as needed.)
	Goal #

(i.e., 1, 2, 3)
	Medication, Treatment or Procedure
	Dose
	Frequency
	D/C Date
	Comment

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


	
	
	     

	Licensed Supervisor Signature, Title
	
	Date

	
	

	Printed Name
	


Note:  Supervisor must be professional of the healing arts in the type of assistance being performed.  Licensed professions include, but are not limited to the following:  RN, Psychiatrist/Psychologist/LCSW, PT, OT, SLP-ASHA certified or licensed by the Board of Audiology and SLP.  For specific supervisor qualifications, see the DMAS School Division Provider manual.
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