



· Check for existing care plans (do not duplicate)

· Check eligibility

· Identify and discuss benefits of a care plan with patient

· Inform the patient of costs (if any) they will incur for the preparation of the care plan

· Inform patient of the need to discuss the care plan with other providers

· Give opportunity for the patient to specify any information that he/she wants conveyed to or withheld from other providers

· Obtain and record patient consent to care plan

· Prepare for care plan appointment

· make patient appointment and ensure adequate time is allocated

· include a carer at appointment, if appropriate

· arrange trained interpreter, if necessary

· check supplies of equipment, forms and assessment tools needed

· consider need to obtain updated information from current service providers and check willingness to participate in care plan



· Develop list of diagnoses/problems

· Complete a biospsychosocial assessment and identify patient needs

· Establish goals agreed with the patient in relation to problems/needs

· Plan care to meet identified goals

· Identify providers who can best meet patient’s specific needs

· Contact providers to discuss care plan and obtain their agreement to provide services; document agreement in plan



· Prepare a written care plan summary and keep with patient’s record

· Communicate outcomes and recommendations arising from the care plan to patient and/or carer

· Give patient a copy of the plan

· Provide each of the health care providers with a copy of the relevant part of the plan identifying their tasks and the goals of the patient

· Schedule date for review to assess achievement of stated goals – add this to recall system

· Finalise Medicare Benefits Schedule claim after all steps have been completed
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