PLAN OF CARE (POC) FOR SCHOOL NURSING SERVICES
Student’s Name: _________________________________  School: ______________________________
                            (Last, first, middle initial)

DOB ______________   Medicaid # _______________ Grade ______ IEP Date ________
Medical Condition or Diagnosis:

__________________________________________________________________________________________________________________________________________________________________________ 

Nursing Assessment: __________________________________________________________________________________________________________________________________________________________________________

Goals & Objectives:  

Treatment/Interventions Ordered by MD, Nurse Practitioner or Physician Assistant (orders must be on file)

	Date
	Time of day
	Amount of time
	Treatment / Procedure
	Comments
	Initial

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Prescriber: __________________    Date of implementation of POC: __________________________

RN:  _____________________________________________________________________________

            (printed name)                                          (signature)                                                                                                    (Date)

Copy to Parent:    ____________________________________________________  (date)

Physician Signature not required on this form.  All medical orders on file.  
Suggested form for Plan of Care (POC) for Medicaid reimbursement of school nursing services

NC DHHS, DPH, C&Y Branch, School Health Unit, 9-08 in collaboration with DMA and DPI

