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Consumer Direction Skilled Level Care Plan 

Participant’s Name Care Plan Start Date Care Plan Coverage 
Period 

Name of Hired RN/LPN 
 

    

Primary Conditions: 
 
 
 
 
 
 

Safety Measures Precautions  

 
 

 

 
 

 

 
 

 

 
 

 

 

Daily skilled needs/interventions and process to carry out 
tasks: 
 

Needs/Intervention Process  

 
 

 

 
 

 

 
 

 

List any medical devices used to treat or prevent 
exacerbation of a medical condition 

 
 

 

 
 

 

 

    

Medications to be administered: 
Dose/frequency/Route 

Medication Dose Frequency Route 

    

    

    

    

    

    
 

Durable Medical Equipment (DME) and Supplies used 

DME  Supplies Amount  

    

    

    

    

    

    
 

Restrictive Activities: 

☐ Lifting                                     ☐____________ 

☐PO Intake                                ☐____________  

☐ Weight bearing                     ☐____________  

☐No restrictions                       ☐  ___________ 
 

Functional Limitations: 

☐Amputation                                    ☐Legally Blind 

☐Bowel/bladder (incontinence)    ☐Endurance 

☐Contracture                                    ☐ Paralysis 

☐Dyspnea with minimal exertion  ☐Speech 

☐Other, specify: ______________   
  

Nutritional Requirements:  List Allergies and what to do for allergic reactions: 
 

Additional Information that is pertinent to care needs (Request the medication administration record and treatment record 

from physician and attach to this care plan): 
 

 
 
 
Parent/Legally Responsible Person’s Signature____________________________________ Date________________ 
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