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PURPOSE: 
 

• To assure that each resident has a plan of care.  The plan of care is a working tool that 
provides a profile of the needs of each resident, identifies the role of each service in 
meeting these needs, and the supporting measures each service will use to accomplish the 
goals of care. 

 
PROCEDURE: 
 
1. The Care Plan Coordinator initiates a written care plan with the input from the resident, family, 

Nursing Staff, Dietary Manager, Activities Manager and the Director of Social Service and the 
resident’s physician. 

 

2. The care plan will be completed within 10 days after the MDS is transmitted. 
 

3. Each discipline will assess each resident starting from the time of admission and periodically 
thereafter. 

 

4. Resident care plans will be reviewed at least every 90 days, to ensure the timely updating of 
problems, goals, and interventions.  Specific documentation of progression or regression will 
be done in each discipline’s progress notes. 

 

5. Each resident (if appropriate) and responsible person will be invited to attend the quarterly 
care plan meetings. 

 
6. Care plans will be kept in the Care Plan Book at the Nurse’s Station. 

 
7. Care plans dated later than 18 months will be placed in the resident’s file in the filing cabinets 

in the Nurses’ Station. 
 

 


