Client Care Plan

	Client UCI:
___________________
	Initial Care Plan       
Updated Care Plan 
	Next date for follow-up: _______________________                                 (Care Plans are updated at least every 6 months or as needed)

	Identified Needs/Services:
	
	

	Oral Health
	HIV Education/ HIV Risk Reduction
	Emergency Financial Assistance

	Medical Nutrition Therapy
	Partner Notification
	Food Voucher/Food Bank

	CADAP
	Mental Health/Substance Use Disorder
	Medical Transportation

	Health Insurance
	Housing/Living Situation
	Other list below under Needs/Services

	Needs/ Services 
	Specific Goals/Objectives 

	Specific Activities/ Actions/ Interventions/Referrals 

(include medical appointments)
	Timeline

(Include dates)
	Outcomes of Service /Needs (include if completed or not completed)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Clients Signature:
Date:
	                               MCM Name (Printed): 

                               MCM Signature

                              Date:
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