Care Plan
	Person Receiving Care


	Age
	DOB

	Clients preferred Name
	

	Address


	Town

	County
	Postcode

	Phone Number(s)




	Emergency Instructions

	Name
	Relationship
	Phone

	1.

	
	

	2.

	
	

	3.

	
	

	Special Instructions





	Important contacts

	Name
	Relationship
	Contact details

	
	Doctor
	

	
	Power of Attorney if different from the named contacts above
	

	
	Social Worker, if appropriate
	

	
	Pharmacy
	



	Service Plan – Who is Responsible

	Monday
	From
	To

	Tuesday
	From
	To

	Wednesday
	From
	To

	Thursday
	From
	To

	Friday
	From
	To

	Saturday
	From
	To

	Sunday
	From
	To



	Can the clients use the telephone?
	 Yes/No

	Is the client hard of hearing?
	 Yes/No

	Is the client visually impaired?
	  Yes/No

	Does the client have mental capacity?
Dementia stage, memory issues, anxiety, depression, confusion triggers, and calming strategies
	

	Does the client use mobility aids?
Use of walkers, wheelchairs, hoists, grab rails, hospital beds, or other assistive devices.
	



	Nutrition & hydration needs ( If appropriate)
Dietary requirements, allergies, what sort of food does the client prefer, are there any issues with swallowing, and does the client need reminding to drink?

	













	Personal care preferences (If appropriate)
Privacy expectations, cultural or religious considerations, routines, and gender preferences for care.

	







	Safeguarding considerations
Known risks, reporting procedures, and who to notify if concerns arise.

	







	Financial support boundaries ( If appropriate)
What support is permitted with client money, and what is not (linked to the client money record).

	






	Services to be Performed
Laundry, Errands, Companionship, Bathing/Grooming, Light Housekeeping, Medication Support, Other

	










	What Interests does the client have?

	










	What matters most to this individual, and what do they want/need to achieve?

	










	How this care supports wellbeing and independence

	









	Medical Conditions 


	








	Medication
	Dosage
	Time
	Frequency
	Treatment For

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



	Review schedule
When the care plan will be reviewed, and who is responsible for updates.

	Date for review
	By whom

	

	



	Signatures & dates
By signing below, both parties confirm that the care plan has been explained, understood, and agreed upon

	Micro Provider
	Client

	Name

	Name

	Signature

	Signature
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