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	SUPPORT PLAN
	




	Allergies
	Food
	

	
	Medication
	

	
	Others
	

	Alerts
	



	Personal Details

	Client Name
	

	Preferred Name
	

	Address
	

	Phone
	
	Mobile
	

	Date of Birth
	
	Marital Status
	

	Nationality
	

	Living Arrangement
	

	Medicare No.
	
	Aged Care ID
	

	NDIS Plan Approval Date
	
	Review Date
	

	NDIS Number
	

	Govt Pension Benefit
	
	CRN
	

	DVA File No. & Card Type
	

	Pharmacy Name & Phone
	

	Preferred Carer
	
	Language
	

	Religion
	
	Smoker
	   Yes  /  No

	
	

	Emergency Contact

	Name
	
	Relationship
	

	Phone
	
	Email
	

	Name
	
	Relationship
	

	Phone
	
	Email
	

	□ EPOA Copy Received









	Personal Details

	AHD/ACD
	   Yes  /  No
	Copy Received
	   Yes  /  No

	Notes
	

	Access
	   Yes  /  No
	Location/Code
	

	Parking
	□ Off street  □ Street  □ Other
	Notes
	

	Transport Arrangements
	□ Career Giver Car     □ Taxi     □ Disability Permit     □ Other

	Background Info
	

	Activities/Hobbies
	

	Pet Details
	

	Emergency Plan
	

	Response Plan to Client Not Home
	

	Client Short-Term Goals
	

	Client Long-Term Goals
	


















	Health Information

	Relevant Medical Conditions
	

	Falls Risk
	

	Behaviours & Triggers
	

	Hospital Preference
	

	Emergency Pendant
	
	Notes
	

	Medication
	Prompt Required
	   Yes  /  No

	
	Assistance Required
	   Yes  /  No  (If assistance is required, a medication list must accompany this support plan)

	
	Location
	

	GP Contact Details
	Name
	

	
	Practice
	

	
	Address
	

	
	Phone
	

	Specialist Details
	Name
	

	
	Practice
	

	
	Address
	

	
	Phone
	

	Other Allied Health Provider Details
	Name
	

	
	Practice
	

	
	Address
	

	
	Phone
	











	Client Abilities

	Mobility
	Notes
	

	
	Aids
	

	Continent
	Urine
	   Yes  /  No
	Notes
	

	
	Faecal
	   Yes  /  No
	Aids
	

	Communication
	
	Aids
	

	Hearing
	
	Aids
	

	Vision
	
	Aids
	

	Cognition
	

	Others
	



	Meal Preferences

	Food Allergies
	

	Food Likes/Dislikes
	

	Special Diet
	
	Notes
	

	Cultural Considerations
	
	Notes
	

	Swallowing Difficulty
	   Yes  /  No
	Notes
	

	Meal Instructions
	

	Breakfast
	

	Lunch
	

	Dinner
	

	Snacks
	








Client Support Plan
	Consumer Directed Support Plan

	Client Identified Care Needs
	Frequency of Services
	Agreed Action to be Taken
(solutions & strategies identified with the client)
	Visit Time, Duration & Frequency
	Responsible Person
	By When

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	














	Care Management

	Client and/or nominated representative manages all aspects of client Support Plan

	Client and/or nominated representative is consulted on all matters relating to care

	Nominated Representative Name
	


	Support Plan Acceptance

	I, _____________________________ has been involved in the development of this support Plan and agree with the goals and services outlined. <company name> has provided me the client information booklet with the chapter of Rights and Responsibilities and has explained the content to me. I have given consent for the Support Plan to be shared with people involved in the development of my plan.

I consent to <company name> contacting my Medical Practitioner and/or Pharmacy for information about my health care including medications.

I consent to <company name> holding a current photo of me on file for use in case of an emergency.

I understand and agree that if <company name> has not been advised of any health directive, clinical Support Plan treatment plan or resuscitation order, attending staff are required to follow all normal internal emergency procedures, including the provision of first aid, contacting relevant emergency services and the carer, as well as notification to the relevant office and manager. The honouring of any expectation, plan or clinical order can only take place if <company name> is made aware of the action required for each individual circumstance.

	Support Plan Start Date
	
	Support Plan Review Date
	

	Client Representative
Signature & Name
	
	Date
	

	<company name> Staff
Signature, Name & Position

	
	Date
	



	Support Plan Review Date
	

	<company name> Staff
Signature, Name & Position
	
	Date
	



□ Care needs changed significantly; please refer to updated Support Plan.
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