INDIVIDUAL CARE PLAN
Child’s Name:____________________________
Classroom_______________ DOB:__________________

Identified Concern:__________________________________________________________________________
Instructions, Strategies, Responsibilities and Follow-up/Monitoring/Modifications from the following parties involved in the development, implementation, and monitoring of the plan

	Responsible Party
	Instructions/ Responsibilities/Strategies
(Include Date)
	Follow-up/Monitoring/

Modifications

(Include Date)

	Primary Care/Dental Provider

Name:

Phone:


	
	

	Parent/Guardian

Name:

Phone:


	
	

	Health Manager

Name:

Phone:


	
	

	Nutrition Consultant

Name:

Phone:


	
	

	Cafeteria Staff

Name:

Phone:


	
	

	Teaching Staff

Name:

Phone:


	  
	

	Family Advocate

Name:

Phone:


	
	

	Other 
	


	


What to do in case of emergency:_______________________________________________________________

__________________________________________________________________________________________

Health Manager’s Signature_________________________ Parent‘s Signature___________________________

Date of Original Plan: ________________________    Review Date (s): ____________        _______________

INDIVIDUAL CARE PLAN

PROGRESS NOTES

Child’s Name:____________________________
Classroom_______________ DOB:__________________

(Include date and your initials as part of your documentation) 
	Date
	Notes
	Initials

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


INDIVIDUAL CARE PLAN (Other Format)
Child’s Name:____________________________
Classroom_______________ DOB:__________________

Identified Concern:__________________________________________________________________________

Instructions, Strategies, Responsibilities and Follow-up/Monitoring/Modifications from the following parties involved in the development, implementation, and monitoring of the plan

Date: _________ Primary Care/Dental Provider will: _______________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Date: _________ Parent/Guardian will: _________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Date: _________ Health Manager will: __________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Date: ________ Nutrition Consultant will: _______________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Date: ________ Cooking Staff will: ____________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Date: ________Teaching Staff will: ____________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Date: _______ Family Support staff will: ________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Date: _______ Other Staff ( ----------------) will: ___________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

Monitoring and Follow-up/Progress made: _______________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

What to do in case of emergency:_______________________________________________________________

Health Manager’s Signature_________________________ Parent‘s Signature___________________________

Date of Original Plan: ________________________    Review Date (s): ____________        _______________

