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LAST UPDATED:        HOLD                                                                                                                                                                     
SURNAME 

      
UMRN 

      

GIVEN NAMES 

      
BIRTHDATE 

      
SEX 

      
                                      

Child and Adolescent Health Service 
 

AMBULATORY CARE COORDINATION (ACC) PROGRAM 
INTEGRATED HEALTH CARE PLAN 

ADDRESS  

      

Parents/Carer          Home Tel:           

E mail:           Mobile phone:            

Family Composition:           

Diagnosis Brief history 

            

Problem list 

      

Immunizations    Allergies MEDICATION ALERT! 

Up to date :     Yes 
Outstanding :            

      These drug doses have not yet been 

checked with pharmacy records and 

may be incorrect (Sept 2007) 

Medication/dose Times Route Supplied by 

                        

                        

                        

                        

                        

                        

                        

                        

                        

                        

                        

                        

                        

  Hospital Admissions last 12 months Emergency presentations  last 12 months 

Hospital  Adm DC Reason  

                        

Number of presentations :        

                        Reason for presentations :  
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Review of systems 

      

 
Emergency Plan 

      

 
Aids to GP Management Plan 
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Equipment/Feeds/Consumables 

Items (Asset no.) Supplied by (name and tel) Other details 

                  

 

 Name Organisation 
Position/title 

Tel Fax Comments 

                              

                              

                              

                              

                              

                              

Medical team 
 

 

 

 

 
                             

                              

                              

                              

                              

                              

                              

                              

PMH  
professionals 

                              

                              

                              

                              

                              

                              

                              

Community 
professionals 
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Client Problem Statement:          

 

This Problem interferes with my daily activities 

      0      1         2      3      4      5      6      7      8 
 does not                slightly            definitely          often            severely 

  

Client Goal/s:            

 

My progress towards achieving this goal 

  0      1         2      3      4      5      6      7      8 
complete success      75%                 50%                 25%        no success 

IDENTIFIED ISSUES  

[INCLUDING SELF MANAGEMENT] 
MANAGEMENT AIMS INTERVENTION 

WHO IS  

RESPONSIBLE 

DATE 

REVIEWED 

PROGRESS (eg no progress, 

some progress, completed)  

                                    

Sign Off – Parent/Carer 

I ……………………………………(parent/carer name) agree that the information contained within this care plan is true and correct and currently reflects my needs for the forthcoming year. Additionally, I consent to this information relevant to 

my care will be released to my health providers. 
        Signature: …………………………………..    Date: ………/………/……… 

Sign Off – ACC nurse 

 

I ……………………………………(ACC nurse name) agree that the services prescribed within this care plan are true and correct at the time of development but are subject to review based on the patient's needs and / or my professional opinion

                 

Care Plan Review Date: ………/………/………     Signature: ………………………..…                                       Date: ………/………/……… 

 

   Distribute copies to parent/carer, relevant health care professionals, internal and external and file a copy in patient medical record.  

 

 

   © FHBHRU Flinders University 5 January 2004 

 

 



ACC Action Plan 
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Insert Patient Sticker 

Date / Time Health Issue Action Planned Outcome Outcome Achieved 
                              

                              

                              

                              

                              

                              

                              

    PMH Consultant endorsement of management plan:                                                                                           GP contacted re Management Plan:   

Review date to Assess Readiness for Discharge (tick on completion) 

3 months        6 months        9 months        12 months        15 months        18 months        21 months        

EVALUATION QUESTIONNAIRES 
Pre Interim Final Pre Interim Final 

Date:          Due:          Due:          Date:          Due:         Due:         

Sent                     Sent                         Sent                      Sent                    Sent                    Sent                  

 

PIH 

Scale 
Received             Received                 Received              

 

SERVE 

questionnaire 
Received           Received            Received         



 

 6 

 


