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Team Meeting Minutes &Plan of Care Review
Zone: ______   Date: _________

[bookmark: _GoBack]Child’s Name: _____________________________________________	DOB: ____________________
UNIQUE#: _______________________ICD-10: ___________CONIF Units: _______ CONIP Units________
SC Name: ______________________________________	PSP: __________________________________
SC Name: ______________________________________	Consult(s): ____________________________
Summary of progress:
Questions for our team:                                                                                                                                                                                                                            
Strategies and Suggestions:



Team Members
________________________    ___________			________________________    ___________
NAME, Title							NAME, Title			
________________________    ___________			________________________    ___________
NAME, Title							NAME, Title			
________________________    ___________			________________________    ___________
NAME, Title							NAME, Title			
________________________    ___________			________________________    ___________
NAME, Title							NAME, Title			
________________________    ___________			________________________    ___________
NAME, Title							NAME, Title			
________________________    ___________			________________________    ___________
NAME, Title							NAME, Title			

Reviewed on _______________   by __________________________ and __________________________
		            Date			     Caregiver				       PSP
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HEALTH PLANNING COUNCIL

of Southwest Florida, Inc.
CONNECTING THE COMMUNITY WITH HEALTH RESOURCES




