
CARE PLAN MEETING SUMMARY 

Resident’s Name: ______________________________________    Date: __________ 

Reason for meeting:  Quarterly  Annual  Significant Change 

Nursing notes 

Dietary notes:  Weight from previous quarter _________ Current weight ___________  

Dietary changes:  Yes No     Date of change_____________ Reason for change___________ 

Resident’s preferences 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Social services notes: ________________________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Therapy notes:  PT               OT               ST               Restorative 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Resident/Family requests/complaints: __________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Signature(s) of attendees:           Date(s): 

  

  

  

  

  

  

  
 

Resident/family requests a copy of care plan:   Yes No 


	Residents Name: 
	Date: 
	Dietary notes Weight from previous quarter: 
	Current weight: 
	Date of change: 
	Reason for change: 
	Residents preferences 1: 
	Residents preferences 2: 
	Residents preferences 3: 
	Residents preferences 4: 
	Residents preferences 5: 
	Residents preferences 6: 
	Residents preferences 7: 
	Social services notes 1: 
	Social services notes 2: 
	1: 
	2: 
	3: 
	Therapy notes PT 1: 
	Therapy notes PT 2: 
	Therapy notes PT 3: 
	Therapy notes PT 4: 
	Therapy notes PT 5: 
	Therapy notes PT 6: 
	Therapy notes PT 7: 
	ResidentFamily requestscomplaints 1: 
	ResidentFamily requestscomplaints 2: 
	ResidentFamily requestscomplaints 3: 
	ResidentFamily requestscomplaints 4: 
	ResidentFamily requestscomplaints 5: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Date8_af_date: 
	Date9_af_date: 
	Date10_af_date: 
	Date11_af_date: 
	Date12_af_date: 
	Date13_af_date: 
	Date14_af_date: 
	Check Box15: Off
	Check Box16: Off


