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Medical Summary Part I Pediatric Care Plan

Child’s Name Nickname DOB ‘H‘
- -
/N
Parent Caregiver Relationship
Address
Home Phone Blocked? Q¥ QN Best Time to Reach E-mail
Mother Alternate Phone Father Alternate Phone
Emergency Contact Phone Relationship
Emergency Contact Phone Relationship
Health Insurance/Plan Identification #
Diagnoses Emergency Planz (O Yes (ONo  Complexity Level
Primary 1CD9 Primary 1CD9
Secondary 1CD9 Secondary ICD9
Secondary 1CD9 Secondary ICD9
Allergies/Reaction
Medications/Dose
rcre Phone Fax E-Mail
Specialist/Specialty Clinic/Hospital Phone Other Fax, E-mail, Etr.
#1
#2
#3
AN
Nursing Service/Respite Phone =07
IS
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IMPLEMENTATIO|
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Specialized Emergency Information

Child's Name Nickname

Common Presenting Problems/Findings with Specific Suggested Managements
See specialist letter(s) attached.

Problem #1
Presenting Signs & Symptoms

Suggested Diagnostic Studics

Treatment Considerations

Problem #2

Presenting Signs & Symptoms

Suggested Diagnostic Studics

Treatment Considerations

Problem #3

Presenting Signs & Symptoms

Suggested Diagnostic Studies

Treatment Considerations

Comments on Child, Family, or Other Specific Medical Issues

Physicia.nf?mvidcr Signarure

Print Name Above

Family/Guardian Signature Giving Consent for Releasc of this Information Print Name Above
to the Emergency Room
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Care Plan Part II: Child Description

Child’s Name Nickname DOB

Child’s Assets & Strcngr}ns

Vital Sign Basines

Ht Wt Temp

Challenges Chedk all that apply, please cxplain on lines below.

[ Behavioral ¥ Hearing/Vision 17 Physical Anomalies
M Communication [ Learning [ Sensory
[ Feed & Swallowing [ Orthopedic/Musculoskeletl [ Stamina/Fatiguc

Other

[ Respiratory
W Other
0 Other

Procedures to Be Avoided

Foods to Be Avoided

Activities to Be Avoided

Prior Surgeries/Procedures

Date Date
Date Date
Date Date

Most Recent Labs/Diagnostic Studies

Labs EEG
EKG
X-Rays
Drug Levels C-Spine
Other
Other
MRI/CT

NATIOMAL CENTER FOR
@ P MEDICAL HOME

IMPLEMENTATION





Care Plan Part II: Child Description (cont.)

Equipment/Appliances/Assistive Technology Please check all that apply and use the lines below to explain.

[ Gastrostomy B Nebulizer [ Monitors: (v') EApnca D O2 ¥ Crutches
P Cardiac ¥ Glucose

[ Trachcostomy [ Adaptivc Scating [ Wheelchair [ Walker

[ Suction [ Communication Device [ Orthotics [ Other

School System/Child Care

Contact Person/Role

Phone

Family Information

Caregivers

Siblings

Other Important Facts

Special Circumstances/Comment/What You Would Like Us to Know

Parent /Carcgiver Signature & Date Primary Care Provider Signature & Date

Developed by the Center for Medical Home Improvement/Dartmouth Hitchcode Clinic-Concord NATIONAL CENTER FOR

[=:) MEDICAL HOME
IMPLEMENTATION
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SharedCarePlan

https://www.sharedcareplan.org/HomePage.aspx





Welcome to Your Personal Health Record

What is the Shared Care Plan?

The Shared Care Plan is a free, easy-to-use, Personal Health Record that lets you keep track of vital
health information in case of an emergency. You can also share this information with your family,
physicians and other people you feel should have access to this information. For more information
about the Shared Care Plan, please visit www.SharedCarePlan.org or call (360) 756-6840 or (888)
503-6843.

Electronic Shared Care Plan

If you would like to have an electronic Shared Care Plan housed on a secure Website please go to
www.SharedCarePlan.org/signup. There, the information you enter online will be accessible to you and
the people you specify from any Web ready computer around the world. The information can also be
printed out as needed There is also a pocket-sized summary that will easily fit in a wallet which is
especially useful when traveling.

Critical Information Available in an Emergency

The SCP is a place to record key information that medical personnel need access to in an emergency.
If you carry your SCP with you or let your emergency contact know where it is, the information is
available to emergency personnel. This means that even if you are unable to communicate, your critical
information is still available to health care professionals.

How can I make the most of my Shared Care Plan?

Fill out as much information as you can in your Shared Care Plan. If there are things you don’t know,
ask for that information from your clinic(s) at your next visit. Bring a copy of your Shared Care Plan with
you to all of your health care appointments. Ask your Care Team members (anyone such as doctors,
nurses, therapists, pharmacists, care-givers, family or friends who help you in your journey towards
better health) to look at your Shared Care Plan for a current picture of your health and to help you keep
the information accurate, up-to-date, and complete. You can also work together to define problems, set
priorities, establish goals, create treatment plans, and solve problems. Also, keep a copy of your
Advance Directives (if you have these) with your Shared Care Plan at all times. This way your wishes
will be known and the legal documents immediately available in the case of an emergency.

How can | get another copy of this paper version of the Shared Care Plan?

You can find downloadable versions of the Shared Care Plan online in both Microsoft Word and Adobe
PDF formats. There is also an English/Spanish version available. Go to www.SharedCarePlan.org for
more information.

How do 1 put this booklet together?

The paper Shared Care Plan is designed to be printed double-sided and folded like a booklet although
you can print it regularly as well. Refer to your printer's documentation for specific instructions.
Generally, you select File and then Print. In the print dialog box, choose “odd pages” next to the word
“Print:” After the pages have printed, flip them over and print the even pages this time. Fold the printed
pages in half to form a booklet. You may have to select “Reverse pages” for one of these steps.





@‘ Shared Care Plan for , page __ of

Care Team

Emergency Contacts
Your Emergency Contact is the person you would like called first should you have an emergency. Your Backup
Emergency Contact is the person you would like called if your primary Emergency Contact is unavailable.

Contact Name Phone Number Alternate Phone Number

Emergency Contact

Backup Emergency Contact

Care Team Members
Care Team Members are people and/or organizations who help you manage your health. Anyone who you feel
has a role in your health care can be part of your Care Team.

Appointments Name Phone # Fax # Role/Description Comments

Insurance Providers
Record here any insurance policies you use for your health care.

Type of Insurer | Carrier Name | Policy Number | Group Number | Phone Number Address

Primary Medical

Secondary
Medical

Prescription
Drug

CONFIDENTIAL
9





%‘ Shared Care Plan for , page __ of

About Me

I want the person working with me to know...

This section is for you to record important details about your health and life that will help health care
professionals understand your needs.

This is the most important information you need to know about me:

I have challenges with: 0O Vision 0©OHearing © Speech © Mobilty o Transportation o© Other

My primary language is: 0 English o Espafiol o Other
I need a translator: O Yes o No
Comments
My blood type is: 0O+ oO- oA+ a A- o B+ o B- o AB+ o AB-
I have special dietary needs: O Yes o No
Comments
My religion/spirituality impacts my health care: oYes o No
Comments
I have: o Advance Directives o POLST o Power of Attorney
Comments
I live: 0O Alone o With a partner/spouse o With family o Other
o With others o In assisted living O In a nursing home
Comments
I learn best by: o0 Reading 0 Being spoken to o Being shown
O Listening to tapes O Seeing pictures/videos o Other
Comments
I have access to the Internet: o Yes o No
Comments

Additional information

CONFIDENTIAL
10





@‘ Shared Care Plan for , page __ of

Diagnhoses

My Chronic and Long-Term Diagnoses
This is a list of all the conditions you have been diagnosed with and are managing.

Date

Diagnosis Description Diagnosed

Diagnosed By Comments

CONFIDENTIAL
11






@‘ Shared Care Plan for , page __ of

Next Steps

Where I am — My concerns
This section helps you identify the types of problems or concerns you are currently facing as you manage your
health. Sharing your concerns helps your Care Team assist you with Next Steps.

o0 My ability to manage my chronic condition(s) O Emotional Issues O Spiritual support

0 Thinking/memory problems O Financial issues O Access to health care
0o Family issues o End of life issues o Other

Details

Where | want to be — Life goals
A Life Goal is a motivating reason you are working toward better health.

Completed Goal Description

O

How I'm getting there — Next steps
Next Steps are small, short-term steps that you are ready and willing to take towards obtaining your life goals.

Completed | Date Description

i Step:

i Action:
m Action:
i Step:

m Action:
m Action:
i Step:

m Action:
i Action:

Be sure to reward yourself along the way!

CONFIDENTIAL
12






@‘ Shared Care Plan for , page __ of

Health Log

Health Indicators
This is the place to record health indicators such as blood pressure, cholesterol and weight, the goal values
that you want to reach or maintain and to monitor them over time.

Indicator: Goal: Comments:

Date Value Comments Date Value Comments
Indicator: Goal: Comments:

Date Value Comments Date Value Comments
Indicator: Goal: Comments:

Date Value Comments Date Value Comments
Indicator: Goal: Comments:

Date Value Comments Date Value Comments

CONFIDENTIAL
13






@‘ Shared Care Plan for , page __ of

Medications

Prescribed medications
These are medications that a health care professional has advised you to take, including medications, vitamins
and supplements available over-the-counter.

g;atret Pres;;ibed Genea[ri]ca(SBtrraerrl%)thName Bireciions Use % BILIDIN

O
Comments:

O
Comments:

O
Comments:

O
Comments:

O
Comments:

O
Comments:

O
Comments:

O
Comments:

O
Comments:

O
Comments:

O
Comments:

CONFIDENTIAL
14






@‘ Shared Care Plan for

Additional Medications
Add here any other medications that you are taking and that no health care professional has advised you to
take, including herbal supplements, vitamins, etc.

, page ___ of ___

. . -

Start | Prescribed Generic (Brand) Name Directions Use lg_) slLID
Date By and Strength o)

O
Comments:

O
Comments:

O
Comments:

O
Comments:
Discontinued Medications
This is a list of all medications that you are no longer taking.
Start Stop Generic (Brand) Name . . Reason
Date Date B and Strength RILGEIENE — Discontinued
Comments:
Comments:
Comments:
Comments:
Comments:

CONFIDENTIAL
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@‘ Shared Care Plan for , page __ of

Reactions

Allergies/Intolerances
These are substances (drug, food, or otherwise) that cause a bad reaction when you take, inhale or in some

way come in contact with them.

Substance Date Occurred Type Documented By Reaction

Contraindications
These are substances (both drugs and food) that interact badly with your condition or medications that you are

already taking.

Substance Reason Documented By

CONFIDENTIAL
16





@‘ Shared Care Plan for , page __ of

History

Procedures and Surgeries
Here you can keep track of any procedures and surgeries you have had. These can range from a biopsy to a
cat scan to a mammogram.

Description Date Admitted Comment

CONFIDENTIAL
17






@‘ Shared Care Plan for , page __ of

Hospital Visits
Here you can keep track of any hospital visits you have had. Include visits to the emergency room and longer
in-patient stays for observation and so forth, but you do not need to duplicate stays listed under surgeries.

Description Date Admitted Comment

Immunizations

Immunizations are vaccines taken to prevent illness. It is important to keep a record of these in case you are
ever exposed to a serious contagious disease.

Vaccine Dose #in Series Date Vaccine Dose #in Series Date

CONFIDENTIAL
18
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Children’s Health Foundation
http://www.ch-alliance.org/foundation.aspx

Contact : Resa Bradeen
rbradeen@ch-alliance.org

20





Pediatric Care Plan practice Sie fame:

and Patient Summary Office Phone:
ICE FaxX:

Office Hours:

Weekend appointments available for urgent
needs, call the office number above.

24 hours per day/365 days per year:

On-Call Staff is Available: Call the office
number above.

Call 911 for medical emergencies!

Practice Logo

Child’s Name: Date:

Date of Birth:

Primary Care Pediatrician:

Pediatric Care Coordinator:

Other Pediatric Care Team Members:

Specialist Physician(s) Role: Phone: Follow-up Due:

Child’s Care Summary:

Ongoing Medical
Diagnoses:

Allergies:

Medications:

Equipment/Appliances/
Assistive Technology:

Emergency Information
to Know:

Your next follow-up appointment Date is: with provider:

“oa cHiLoREN's HeaLTH foundation

Your pediatrician’s partner in Child Health Care Quality 21





Pediatric Care Plan and Patient Summary

© Keep up the Good Work!

GOALS:

TO DO:

Child/ Parent/ Family:

Pediatric Care
Coordinator or Team:

Pediatrician:
Other:

Community Resources/ Referrals:

“oﬂ CHILDREN'S WEALTH foundation 22
Your pediatrician’s partner in Child Health Care Quality





My Care Plan

Child’s Name: Date:

Your Pediatric Care Team: Provider: ADHD Coordinator:

Your next follow-up appointment for ADHD is:

School Information:

School Name; Grade Level:

Key Teacher Contact Name:

Email Address: Phone: Fax:

Other Specialists:

Specialist: Role: Phone: Follow-up Due:

© Keep up the Good Work!

You are doing well at home and school by doing the following:
] Taking your medication regularly
] Completing assignments on time and turning them in
] Missing few days of school or other activities
] Scheduling regular maintenance appointments with your Pediatrician Care Team
[ other:

GOALS: What improvements would you most like to see?

] Remember to take medication
] Remember to complete planner
] Complete assignments on time
Cl Turnin assignments on time

[ Increase time listening to others
] Eating healthy meals

[ Miss fewer days of school

[ other

o 23
QT cuwrens v foundation

Your pediatrician’s partner in Child Health Care Quality





Medication Information:

Medication:

1. Time am/pm | Time am/pm | Time am/pm
Dose 1 mg Dose 2 mg Dose 3 mg

2. Time am/pm | Time am/pm | Time am/pm
Dose 1 mg Dose 1 mg Dose 1 mg

Common Side Effects: decreased appetite, sleep problems, transient stomachache, transient headache, behavioral rebound
Call your doctor immediately in any infrequent side effects occur: weight loss, increased heart rate and/or blood pressure,
dizziness, growth suppression, hallucinations/mania, exacerbation of tics and Tourette syndrome (rare)

Further Evaluation/Treatment Needed:

[ school evaluation/testing
] Psychological evaluation/testing referral:

] Teacher consultation
] Follow-up Parent VVanderbilt given
] Follow-up Teacher Vanderbilt given to parent __ or faxed to school

] Behavioral Modification/Counseling referral:
[ other:

Additional Resources and Strategies:

] Community Resources/Referrals:

[ cHADD: CHADD.org or Phone number: 800/233-4050
[ other:

“oﬂ cHILDREN'S HEALTH foundation

Your pediatrician’s partner in Child Health Care Quality
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Woodburn Pediatrics

2050 Progress Way
Woodburn, OR 97071
(503) 981-5348
Contact: Rhoda Jantzi
rhoda.jantzi@woodburnpediatric.com

25





Woodburn Pediatric Clinic
2050 Progress Way
Woodburn, OR 97071-9764
Phone: (503) 981-5348
Fax: (503) 981-0423

Saritha Seru MD

Name/Nombre: Child MV_Test Birth Date/Fecha de nacimiento: 10/26/1999

Pre-Visit Phone Call Date & Time of Contact -Llamada antes de la visita- Dia en que usted hablé:
Spoke with: - Hablo con:

Contact Info Updated: - Informacion de contacto al dia?

Language - Lenguaje: _ English - Ingles __ Spanish - Espaiiol ___ Other/Otro

Ongoing Medical Diagnosis - Diagnostico medico en curso: »

E,
2.
3.

%

Family Concerns - Preocupaciones familiares: What do you want the person working with you & your child to
know? - Qué quiere que la persona con quien esta trabajando sepa?

Specialist - Especialistas Next Visit - Proxima visita Up to Date? -Al dia?

1.

B B

26





Referral to: Tuvo alguna refencia a: Shriners Doernbecher Legacy Providence
Other/Otro

Recent Dental Visit? - Tuvo alguna visita dental reciente?
Recent Hospitalization? - Tuvo alguna hosptializacion reciente?
Recent Emergency Visit? - Tuvo alguna visita al hospital de emergencia reciente?

Procedures/Surgery/ Planned Hospitalization in next 30 days? - Tiene procedimientos, cirugias u
hospitalizaciones planeadas en los préximos 30 dias? __ No __ Si

Details - Detalles:

Missed Appointments at Woodburn Pediatric Clinic? - Perdié alguna cita con Woodburn Pediatric Clinic?

Missed Appointments with Specialist? - Perdi6 alguna cita con algun especialista?

Equipment/Appliances/Assitive Technology/Supplies Needed: - Equipo/Aparatos/Asistencia en
Tecnologia/Suministros Necesarios:

Active Medicines: -Medicinas actuales: \_/

Medication Name Sig Comment

Prilosec (compounded) 2mg/mL ORAL SUSP Rx. ProviderTest ZMvipa MD
Tylenol 325 mg Tab take 1 tablet (325MG) by oral route every 4 hours as neededRx.
Karen Johnson MD

Advil 100 mg Tab take 2 tablet (200MG) by oral route every 4 - 6 hours as needed
with food

Allergies: - Alergias:

Allergen/Ingredient Brand Reaction:

Carbamazepine Carbamazepine Gi Problems

Services - Servicios:

_ Physcial Therapy - Terapia Fisica
_ Speech Therapy - Terapia de Lenguaje
___ Ocupational Therapy - Terapia Ocupacional

Early Intervention - Intervencién Temprana

27





__ Special Education - Educacion Especial
____IEP Plan de Intervencién

___ Counselor - Consejeria ____Other - Otro:

Community Agencies/Resources Involved and/or Referred to: - Agencias en la Comunidad/Recursos
Involucrados v/o Referencias a:

__ Women, Infant & Children - WIC - Mujer, Infante, & Nifio
__ Department of Human Services - DHS - Departamento de Recursos Humanos
__ Willamette Education Services District - WESD - Servicios Educativos del Distrito de Willamette

___ Parent Child Interactive Therapy - PCIT - Terapia Interactiva Para Padres e Hijos

____Cacoon _ Mental Health -Salud Mental
___ Babies First - Bebés Primero __Social Security -SSI - Seguro Social
____ Head Start __ Transportation - Transportacion

DD Services Servicio de Discapacidades del Desarrollo

___Family Building Blocks Other - Otro

Care Coordination - Coordinacion de Servicio:

Well Child Exam up to date? - Tiene el examen fisico al dia?

Immunization up to date? - Tiene las vacunas al dia?

GOALS Set in Collaboration with Patient/Family: - METAS hechas en colaboracién con el paciente/familia:

Self Care/Chronic Illness Care - Auto manejo/Cuidado de enfermedades cronicas:

Preventive Care - Cuidado preventivo:

TO DO: - COSAS PARA HACER:

Child/Parent/Family: - Nino/Padre/Familia
Care Coordinator or Team - Coordinacién de cuidado 6 de equipo:
Provider - Proveedor 6 Dr:

Other Follow Up/Expectations/Referrals - Otro/Expectativa de seguimiento/Referencias:

28






Childhood Health Associates of Salem

891 23rd Street Northeast
Salem, OR 97301
(503) 364-2181
Contact — Elizabeth Peasley
elizabethp@childhoodhealth.com

29





1 / Childhood Health Associates
Pedlatr;c Care Plan 891 23rd Street NE, Salem, OR 97301

1 Office Phone: 503-364-2181
and Patzent Summary Office Fax: 503-364-0364
Office Hours: M-F 8am-8pm, Sat 10am-2pm

Weekend appointments available for urgent needs,
call the office number above.
24 hours per day/365 days per year:
On-Call Staff is available: Call the office number above.
Call 911 for medical emergencies!

Date: 07/31/2012

Child's Name: Questl Test

Date of Birth: 01/01/2001

Primary Care Physician: Kenneth M Carlson, MD
Pediatric Care Coordinator:

Other Pediatric Care Team Members:

Specialist Physician(s): Role: Phone: Follow-up Due:
Referral/Consult -

Dr. Douglas Skarada Otolaryngology (503) 581-1567

Kenneth M Carlson, MD Usual Caregiver Pediatrics
Referral/Consult Physical

OHSU CDRC Medicine and Rehabilitation 503-494-8312

Child's Care Summary:

Ongoing Medical Diagnosis:

Title Onset Date Modified Date Note Status
Asthma, mild

persistent (493.90)* 07/31/2012 Active
Allergy:

Title Onset Date Modified Date Note Status
No Known Drug

Allergi 06/30/2010 Active

Active Medications:

Equipment/Appliances/Assistive Technology:

Emergency Information to Know:

Your next follow-up appointment Date is: with provider:

30





Child/Parent/Family:

Pediatric Care Coordinator or Team:

Pediatrician:

Other:

31






Hillsboro Pediatrics

445 East Main Street
Hillsboro, OR 97124
(503) 640-2757
Contact — Cindy Donley
CDonley@hillsboropediatrics.com

32





Patient Name:
Primary Language:
Insurance:

Parent/Guardian Name:

Address:

Phone Number: (home):
Parent/Guardian Name:

Address:

Phone Number: (home):

Emergency Contact:
e Name:
e Phone Number:

Patient’s PCP
HPC Care Coordinator:

Office Phone Number: (503)640-2757

9753

Patient Medical Summary

Group #

(cell):

(cell):

Office Address: 445 E. Main St, Hillsboro, OR 97123

Chronic Health Conditions/Problem List:

PWNR

Past Hospitalizations/Surgeries/Reason/Date:

PWNR

Allergies:

Medications:

nhkwnNpe

Consultant/Specialty/Phone #/Last Visit Date:

33

o N W;m

© NP,

RN

Date of Birth:
Ethnicity:
ID#

(work)

(work)

Hillsboro Pediatric Clinic LLC
Phone # (503)640-2757
Office FAX Number: (503)640-





oukwe

Community Resources:

School:

Mental Health:

Home Care Nursing:
Developmental Services:
PT:

oT:

Speech:

Vision:

CSD Caseworker:
Medicaid Caseworker:
Other:

Home Care Equipment:

Company Name:

__Port type:

__Feeding pump/supplies

__GT/GI type: size:
__Formula/nutritional supplement (type):

__Trach tube type: size
__Suction machine/supplies

__Vent/Type:

__02 stationary/portable

__02 oximeter

34

Phone:
Phone:
Phone:
Phone:
Phone:
Phone:
Phone:
Phone:
Phone:
Phone:
Phone:

Phone:

cuffed? yes/no
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Example of Goals for the Care Plan

Asthma
Examples of Patient Goals
1. Carry albuterol canister with child or near her at all times, including having 1 at school.
2. Try best to void all allergens that trigger their asthma, ie. Smoking, dust, mold, etc...
3. Learn and memorize the asthma action plan, so it can be utilized when needed. Keep a copy at home
and at school.
4. Exercise 60 minutes/day-develop a consistent exercise regimen. Do the best that they can-remind child
of this. Know when medication is needed!
5. Take medicine as needed and daily if scheduled daily inhaler.
Examples of Family Goals
1. Stop smoking and reduce/eliminate allergens in home, if this is applicable
2. Know what to do when asthma symptoms develop-know the asthma action plan. Keep a copy in each
major room in the home.
3. Make sure child is taking medication as ordered.
Examples of Provider Goals
1. Have family and child keep an asthma diary (how asthma is doing and what is triggering asthma
symptoms)-have them bring this with them to visit.
2. Educate child and family on how to use nebulizers, inhalers, and meds.
3. Discuss and review asthma action plan with each visit.
Examples of Care Coordinator Goals
1. Link family with support resources or referrals for asthma specialists within 1 month, if needed.
2. Make sure child is getting yearly flu shot. Child is coming for flu shot in 1/2013 and asthma re-call
appointment.
BMI
Examples of Patient Goals
1. Engage in 60 minutes of physical activity per day. Have the pt. do the best that the pt. can-working up
to this goal.
2. Make healthier food choices-go to choosemyplate.gov and find ways to lessen portion size and make
healthier choices.
3. Join a sports team at school or in the community that will increase physical activity.
4. Decrease screen time (watching television and playing on the computer) to less than 2 hours per day.
Change to video games that involve dancing or moving around.
Examples of Family Goals
. Act as a role model for nutrition and physical activity-exercise with their child as much as possible.
. Do not use food or television as rewards.
. Eat together as a family as much as possible.
. Limit screen time to less than 2 hours today, have the child play outside and/or involve child in sports.
. Limit eating out; make it more a “special” event. 1 time per week.
. Promote the child to drink more water and limit juice. Encourage low fat milk, over 2 years old.
7. Keep a diary of exercise, diet, and/or BP’s as suggested by care provider. Utilize pedometer as ordered.
Examples of Provider Goals
1. Monitor weight, BMI and risk factors at each visit. Order necessary labs.
2. Promote use of pedometer and encourage at least 10,000 steps per day.
3. Educate the patient family how to incorporate healthier choices and provide resources that the family
can seek out for education.
4. Have the patient make a diary of daily activity and BP’s, bring with each visit.
Examples of Care Coordinator Goals
1. Provide resources and educational handouts related to exercise, diet, and healthy life choices within 2
weeks of visit.
2. F/U with family within 2 weeks of visit to see how the child is doing.
References:

Medicalhomeportal.org
Massgeneral.org

O uhs WN B
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3. Refer to needed therapies within 1 month.

Depression
Examples of Patient Goals
1. Take meds as ordered (if ordered). Do not abruptly stop them!
2. Involve self in activities pt. enjoys, 20-60 minutes daily, ie sports, music, hanging out with friends
3. For every “sad feeling,” think of a “good feeling.” Keep a diary of this and bring to MD/NP visits.
Examples of Family Goals
1. Be positive at home, validate the child’s feelings when child’s efforts fail.
2. Have family time, spend at least 2-3 dinners per week eating together at the table. Do at least 1 family
activity per week.
3. Make sure child is going to counseling sessions as scheduled, pt. and family.
Examples of Provider Goals
1. Reassure pt. you are there as a resource if they need to talk-give contact info you want them to have.
2. Contact pt. yourself in 2 weeks to F/U with patient’s progress.
Examples of Care Coordinator Goals
1. F/U with family within a few days (3-5 days) following appt to see how patient is doing.
2. Initiate family contacts, create on-going process for families to determine what level of care-
coordination they want (give office, care coordinator, direct, and referral numbers).
3. Speak with school counselor to coordinate academic needs within 1 month. Have counselor check on
child.
4. Provide online resources the child can go to online for assistance.

PTSD

Examples of Patient Goals
1. Patient will engage in therapy sessions that are provided and use those interventions as suggested by
therapy in home and school settings.
2. Patient will take medication (if any) as ordered, without skipping doses.
3. Become involved in group activities, such as sports, music, camps.

Examples of Family Goals
1. Keep the child involved in routine, scheduled family activities, such as organizing family trips.
2. Help the child make short-term and long-term goals towards school, life plans, and activities. Make
goals that the family can work on as a whole. Work with the school counselor to assist in making these
goals. Meet with the counselor after diagnosis to make a plan for school.
3. Be a good role model towards establishing positive behaviors and thinking in the home.
4. Make sure child is taking meds as ordered by MD (if ordered).

Examples of Provider Goals
1. Provide resources that family can obtain for understanding PTSD and how it affects the child’s life.
2. Work with a mental healthcare provider to organize a treatment plan for the child. Follow-up with the
healthcare provider every couple months.
3. Suggest the child become involved in Cognitive Behavioral Therapy (CBT) and/or play therapy with a
mental healthcare provider.

Examples of Care Coordinator Goals
1. Provide resources for patient and family that will help them cope and manage this diagnosis.
2. F/U with family 2 weeks after initial diagnosis to see how pt. and family are doing.
3. Work along with school counselor to organize a treatment plan through the school. F/U with
counselor every couple months.
4. Provide necessary referrals and setting for CBT within 1 month of diagnosis.

References:
Medicalhomeportal.org
Massgeneral.org
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ADHD

Examples of Patient Goals
1. Take medication as ordered by provider.
2. Engage in activities, recreational or competitive sports, or camp activities.
3. Complete activities suggested by provider, family, and/or therapist.

Examples of Family Goals
1. Reward immediately following a desired behavior (small treats, stickers, inexpensive toys). For
undesirable behavior, take away a privilege (screen time, time-outs) immediately following behavior.
2. Become educated about ADHD, understand the facts/myths of diagnosis, the causes of behaviors,
behavior management, and knowing when to praise/discipline.
3. Make sure patient’s meds are refilled, refills are made on time, and meds are at school.
4. Have designated family time, eat meals together as much as possible, and engage in family activities
(hikes, picnics).
5. Keep meals and schedules at home as routine as possible.

Examples of Provider Goals
1. Recognize and validate the difficulties the parents are facing with patient and facilitate healthy coping
through information and knowledge of community resources
2. Monitor patient’s medication dosing; follow up with B/P’s and weight and side effects. Make sure
patient is having their follow up appointments as needed

Examples of Care Coordinator Goals
1. Family to call back to Care Coordinator if there are any questions or concerns
2. Link family with support groups, resources and referrals for ADHD within one month of appointment

References:
Medicalhomeportal.org
Massgeneral.org
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The Children’s Clinic

Portland Pediatric Clinic
Peterkort Centre 1
9555 SW Barnes Rd., Suite 301
Portland, OR 97225
503.297.3371

Tualatin Pediatric Clinic
Meridian Park Medical Plaza 2
19260 SW 65th Ave., Suite 340

Tualatin, OR 97062
Contact — Heather O’Leary
holeary@childrens-clinic.com
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1 Aﬁh‘D Med Refill Phone Note: Adolescent XX Test

Caller | Relationship| R4 Doctor David Armsby MD
Phone 1 Phone 2
! Do not leave message ~ Do not leave message
"7 parent/patient consents verbally to be part of the PCPCH with TCC: ©  Yes (PCPCH) ” No (PCPCH)
« Consent received by: =
Allergies: Current Problems: Current Medicatione:
[Z’ ABDOMINAL DISTENSION (ICD-787.3) ALBUTEROL SULFATE 0.083 % NEBU
IRON DEFICEENCY (ICD-280.9) (ALBUTEROL SULFATE) one as directed q 4-6
| hour pm wheezing
1 - 4
1 Weight 32.25 (09/17/2012 1:49:28 PM)
Name and dose of
Medications being refilled:
Effectiveness of Meds:
Side Effects
Sleep Disturbance ©~  Yes “  No
Appetite Disturbance ©  Yes ~  No
Zoning Out ©  Yes " No
Goals: [

Successes: [ Other
Other:

" Pickup When:

" HomeAddress
Mailto: - Other

home plant
Home Address: Portland, OR 97229

[« ]

g |
U[EHLMEUEILI[E R e [€ D]

Date of last Med Ck or CPX:
Taken by and at:

Provider Notes:

by and at:

Disposition:

by and at:

(Prev Form (CtrisPgUp) | [ 11 rorm (Civ-punn)|
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Nurse Intake
Parent/patient consents verbally to be part of the PCPCH with TCC: ©  Yes (PCPCH)

Consent received by:

ALBUTEROL SULFATE 0.083 % NEBU (ALBUTEROL SULFATE) one as directed g 4-6 hour pm wheezing

Medication List:

Current Medications:

Effectiveness of Current Meds:

No (PCPCH)

Accompanied By:[

ENEEWE

[<D]

Comments:
Side Effects:
Sleep Disturbance ©  Yes No
Appetite Disturbance ~  Yes “~  Ne
other: E
Nurse Signature: =
Physician Review
Chief Complaint/Concerns
today: v
Behavioral issues @
— School
Home Report: 4
P B Report: E
Enrolled in special classes? =~ Yes "1 No
Ongeing Communication with teachers? ©  Yes ©  No
Goals: )
Successes:| Other 4|
Other Comment.
Personal/Family Health History Risk Assessment
Cardiac Risk Factors? =~  VYes No
If yes, specify:
Other Risk Factors? ©  Yes No
If yes. specify —
Behavioral Health Involvement? = Yes No
If YES, who? and Phone#:
if NO, was behavior health provider follow up recommended? ~  Yes " Neo
\What was the date of the last visit?
Return to Clinic in:[ >

Add 0-4 yr Asthma First Evaluation form ]

Add 5-11 yr Asthma First Evaluation form ]

Add 12+ yr Asthma Firet Evaluation form ]
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