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Assessment Interview / Notes /Care Plan Development     Date:  	

Client Name:  ________________________________	      Preferred Name: 	
DOB: __________________ Age: __________
Address:  ___________________________________________________________________
Phone Primary: __________________________ Secondary: ___________________________
Email: ________________________________

Emergency Contact Name: _______________________________ Relationship: ___________
Phone Primary: _________________________ Secondary: ____________________________
Email: ________________________________

Advance Directives (Type/Who) _____________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Question and Task Bank:
Situation (Dx, current treatment, recommended treatment) _________________________________
________________________________________________________________________________	
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Prognosis _______________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Wishlist (what does your client hope you can do?) 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Expectations (what does your client expect that is possible to accomplish?) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Insurance challenges / constraints
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Timeline (if applicable – any deadlines, wait times, etc.) ___________________________________
________________________________________________________________________________________________________________________________________________________________



Additional: (imaging, drugs and supplements, medical records retrieval, appointments, transportation, communication with family, prescription reviews, check-ins, home safety checks, others)___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Primary Providers Name: _______________________________ Specialty: __________________
Clinic Name/Location: ______________________________________________________________
________________________________________________________________________________
Phone: __________________________ Fax: ___________________

Secondary Provider Name: ______________________________ Specialty: __________________
Clinic Name/Location: ______________________________________________________________
________________________________________________________________________________
Phone: __________________________ Fax: _____________________

Tertiary Provider Name: _________________________________ Specialty: __________________
Clinic Name/Location: ______________________________________________________________
________________________________________________________________________________
Phone: __________________________ Fax: _______________________

Other Provider Info: _______________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Primary Medical Insurance: _________________________________________________________
ID # _________________________________ Grp # ______________________________________
Pre-Auth Phone _________________________ Help Desk _________________________________

Secondary Medical Ins.: ____________________________________________________________
ID # _________________________________ Grp # ______________________________________
Pre-Auth Phone _________________________ Help Desk _________________________________

Tertiary Medical Ins.: ______________________________________________________________
ID # _________________________________ Grp # ______________________________________
Pre-Auth Phone _________________________ Help Desk _________________________________

Primary Pharmacy: ___________________________________ Phone: ______________________
Location: _________________________________________________________________________

Secondary Pharmacy: _________________________________Phone: ______________________
Location: _________________________________________________________________________

Other Pharmacy Info (special services/programs enrolled in): ________________________________________________________________________________
________________________________________________________________________________





Medication List (Names, Strength, Directions, Reason, OTC/RX) ___________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Drug Allergies: ___________________________________________________________________
________________________________________________________________________________

Food Allergies: ___________________________________________________________________
________________________________________________________________________________

Primary Rx Ins: ___________________________________________________________________
ID# __________________________________ Grp # _____________________________________
BIN ______________________ PCN _________________________ Phone ___________________

Secondary Rx Ins: ________________________________________________________________
ID# __________________________________ Grp # ______________________________________
BIN ______________________ PCN _________________________ Phone ___________________



Other ___________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Possible Add-On Services: (Customize this list for yourself!)
Prescription Review/Medication Reconciliation
Home Safety Review
Collection / Development of Advance Directives
Insurance Review (finding better plans)
Records Binder / Organization (include out of pocket cost for binder and dividers)
Medical Bill Review / Organization
Pharmacy Bill Review / Organization
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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