Children with Special Health Care Needs

Coordinated Care Plan

Patient:  __________________________________________
CSHCN Page 2


Patient Name: __________________________________________     DOB: ___________  Date: __________
Primary Diagnosis _________________________________________________________________________  

Secondary Diagnosis _______________________________________________________________________

Medical/Surgical History: ___________________________________________________________________

__________________________________________________________________________________________

Specialists following: _______________________________________________________________________

Medication allergies: _______________________________________________________________________

	Current medications/dose/frequency:

1. ____________________________________________________________________________________

2. ____________________________________________________________________________________

3. ____________________________________________________________________________________

4. ____________________________________________________________________________________

5. ____________________________________________________________________________________

6. ____________________________________________________________________________________




	Medical:
	Treatment Recommendations
	Referrals /Recheck date

	
	Medication side effects
	
	

	
	Hearing loss
	
	

	
	Visual Problems
	
	

	
	Musculoskeletal 
	
	

	
	Sleeping Disorder
	
	

	
	Constipation
	
	

	
	Toilet Training
	
	

	
	Other:
	
	


	Developmental:
	Treatment Recommendations
	Referrals/Recheck date:

	
	Feeding 
	
	

	
	Weight 
	
	

	
	Height 
	
	

	
	Immunizations due?
	
	

	
	Well child visit due?
	
	

	
	Other:
	
	


	Behavioral Health:
	Treatment Recommendations
	Referrals/Recheck date:

	
	ADD/ADHD
	
	

	
	Depression
	
	

	
	Anxiety
	
	

	
	Bipolar 
	
	

	
	Borderline Personality
	
	

	
	Schizophrenia
	
	

	
	Aggression
	
	

	
	Oppositional defiant
	
	

	
	Other:
	
	


	High Risk Behaviors:
	Treatment Recommendations
	Referrals/Recheck date:

	
	Alcohol
	
	

	
	Drugs
	
	

	
	Tobacco
	
	

	
	Sexually active
	
	

	
	Other:
	
	


	Dental:
	Treatment Recommendations
	Referrals/Recheck date:

	
	Recent dental check
	
	

	
	Caries/periodontal disease
	
	

	
	Other:
	
	


	Social:
	Treatment Recommendations
	Referrals/Recheck date:

	
	Safety 
	
	

	
	Financial 
	
	

	
	Home environment
	
	

	
	Community resources
	
	

	
	Other:
	
	


	Equipment or Special Treatments:
	Treatment Recommendations
	Referrals/Recheck date:

	
	Crutches/walking devices
	
	

	
	Prosthetics/orthotics
	
	

	
	Wheelchair
	
	

	
	Nebulizer
	
	

	
	Oxygen
	
	

	
	Monitor:_______________
	
	

	
	Tube feedings
	
	

	
	Infusion/injections
	
	

	
	Home health
	
	

	
	Physical therapy
	
	

	
	Occupational therapy
	
	

	
	Speech therapy
	
	

	
	Radiation therapy
	
	

	
	Chemotherapy
	
	

	
	Other:
	
	


	Other: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


PCP Signature: ____________________________________________________________________________

Please fax a copy of the completed form to 800-461-3234

Attention: Pauline Burrell @ Molina Healthcare.
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