Adult Day Health Care Program





Revised 6.25.18
Care and Discharge Plan Meeting
Date:__________________

Registrant Name:__________________________________________ Record #______________

Staff/Registrant/Family/Representative Review:

	NAME/SIGNATURE
	TITLE/DEPARTMENT


	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Potential for remaining in the community:   Good___
Fair___
Poor___

Probability of transfer/discharge within next 180 days:

Probable___

Possible___

Not Probable___

Probable need of added services (explain) _____________________________

Scheduled days of attendance: Sun___ M___    T___    W___    TH___    F___   Sat____
Transportation requirements: Van___
Ambulette___

Walks___         Other___
Registrant and/or representative received copy of care plan       Yes____       No____
