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INDIVIDUALIZED CARE PLAN (NON-MEDICAL)

CLIENT INFORMATION
Client Name: __________________________________________
Date of Birth: ___________________
Address: ______________________________________________
Emergency Contact: ____________________________________
Relationship: __________________________________________
Phone: ________________________________________________

START OF SERVICES
Start Date: __________________________
Care Plan Review Date: ________________

POSSIBLE SERVICE SCHEDULE
Days of Service: _______________________________________
Hours of Service: ______________________________________



CARE NEEDS SUMMARY
(Brief description of client condition and support needs – non-medical)







AUTHORIZED SERVICES
(Check all that apply and specify details)
Personal Care
☐ Bathing Assistance
☐ Grooming
☐ Dressing
☐ Toileting Assistance
Notes:



Companionship
☐ Conversation
☐ Activities
☐ Supervision
Notes: 



Meal Support
☐ Meal Preparation
☐ Feeding Assistance
☐ Grocery Assistance
Notes: 




Household Support
☐ Light Housekeeping
☐ Laundry
☐ Organization

Notes: ________________________________________________
Transportation
☐ Medical Appointments
☐ Errands
☐ Social Activities
Notes:



Medication Reminders (Non-Medical Only)
☐ Verbal Reminders Only
Notes: 



CLIENT PREFERENCES
Preferred Caregiver Gender: ☐ Male ☐ Female ☐ No Preference
Language Preference: __________________________________
Special Requests: 




SAFETY & RISK FACTORS
(Check all that apply)
☐ Fall Risk
☐ Mobility Issues
☐ Memory/Cognitive Concerns
☐ Requires Supervision
☐ Other: ____________________________________________
Safety Instructions: 






HOME ENVIRONMENT
☐ Pets in home
☐ Smoking in home
☐ Security considerations: _____________________________


CARE INSTRUCTIONS (IMPORTANT)
(Detailed instructions caregivers must follow)








RESTRICTIONS (DO NOT PERFORM)
(Clearly define what caregivers are NOT allowed to do)







SUPERVISOR NOTES











CLIENT ACKNOWLEDGMENT
I understand that TriUne Care 333 provides non-medical home care services only and agree to the care plan outlined above.
Client/Responsible Party Signature: ________________________
Date: ___________________

AGENCY APPROVAL
Supervisor Name: _______________________________________
Signature: ____________________________________________
Date: ________________________________________________
NEXT REVIEW DATE: __________________________
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