	Client’s Name:

	Medicaid ID #:



ATTACHMENT A:  RN ASSESSMENT AND SERVICE PLAN

Describe Needed Care

	Service 
	Service
	Min/Service
	   Frequency
	
	Week Total
	Due to

	Nail Care
	
	
	  
	
	
	

	Oral Care
	
	
	
	
	
	

	Hair Care
	
	
	
	
	
	

	Shaving
	
	
	
	
	
	

	Bathing
	
	
	
	
	
	

	Bowel & Bladder
	
	
	
	
	
	

	Dressing
	
	
	
	
	
	

	Medications
	
	
	
	
	
	

	Meal Prep
	
	
	
	
	
	

	Consuming Meals
	
	
	
	
	
	

	Housekeeping
	
	
	
	
	
	

	Laundry
	
	
	
	
	
	

	Shopping
	       
	
	
	
	
	

	ASWT

(Total Minutes)
	       
	
	
	
	
	

	Daily Average
	
	
	
	
	
	


Additional pages needed to describe the client’s dependency needs.  The assessing R.N. must sign and date all attachments.


M.D. notified of non-compliance with medication.










Registered Nurse’s Signature and Date
