Form Version:6/8/2022
	[bookmark: WAC_10355][bookmark: NEGOTIATED_CARE_PLAN]ADULT FAMILY HOME RESIDENT NEGOTIATED CARE PLAN (NCP)
[bookmark: How_use_form]Negotiated Care Plans are unique to each resident. You are required to develop the NCP by using the resident assessment. The NCP must include a list of the care and services to be provided, with details on the resident’s preferences and choices, and how services will be delivered to accommodate these preferences and choices. 





























WAC 388-76-0355.  You must ensure the initial NCP is developed and completed within 30 days of your resident’s admission. You must involve the resident, their family (if the resident agrees), personal representative (if there is one), any professionals involved in their care, any person the resident requested, and their case manager (if there is one) when developing the NCP. The negotiated care plan is reviewed and agreed to, signed, and dated by the resident/representative and AFH provider/representative. 


[bookmark: WAC_10360]WACs 388-76-10360, 













[bookmark: WAC_10370][bookmark: WAC_10375]388-76-10370, 




388-76-10375

Instructions:





Place your mouse over this BLUE TEXT for instructions on how to use this form.  Hover the mouse over the blue text throughout the document for WAC references and tips. 

	


PROVIDER’S NAME: Click here to enter Provider’s Name. 

	RESIDENT’S NAME:
 Click here to enter the Resident’s Name.  It will automatically be added to the footer and repeated on every page.
	TODAY’S DATE: 
Click or tap to enter a date.
	MOVED IN DATE:
Click or tap to enter a date.
	DATE COMPLETED:
Click or tap to enter a date.
	DATE DISCHARGED:
Click or tap to enter a date.

	DATE OF BIRTH:
Click or tap here to enter text.
	AGE:
Click or tap here to enter text.
	RESPONSIBLE PARTY (1):
 Click or tap here to enter text.
RELATIONSHIP (Guardian, DPOA, Family, etc.): Click or tap here to enter text.
ADDRESS/EMAIL:
Click or tap here to enter text.
	RESPONSIBLE PARTY (2):
 Click or tap here to enter text.
RELATIONSHIP (Guardian, DPOA, Family, etc.):
 Click or tap here to enter text.
ADDRESS/EMAIL:
Click or tap here to enter text.

	
PRIMARY LANGUAGE:
Click or tap here to enter text.

	
	

	[bookmark: allergies]ALLERGIES: Click or tap here to enter text.
	HOME PHONE:
 Click or tap here to enter text.
	CELL PHONE:
Click or tap here to enter text.
	HOME PHONE:
Click or tap here to enter text.
	CELL PHONE:
Click or tap here to enter text.

	☐ ADVANCED DIRECTIVES:  Specify Types: Click or tap here to enter text.
☐ POLST FORM:
	☐ LEGAL DOCUMENTS:  Click or tap here to enter text.
	PHARMACY:
 Click or tap here to enter text.
Phone: Click or tap here to enter text. 
FAX:  Click or tap here to enter text.

	PHYSICIAN/MEDICAL GROUP (1):
 Click or tap here to enter text.
Phone: Click or tap here to enter text. 
FAX:  Click or tap here to enter text.
	PHYSICIAN/MEDICAL GROUP (2):
 Click or tap here to enter text.
Phone: Click or tap here to enter text. 
FAX:  Click or tap here to enter text.
	DENTIST/DENTAL GROUP:
 Click or tap here to enter text.
Phone: Click or tap here to enter text. 
FAX:  Click or tap here to enter text.

	[bookmark: _Hlk101772550]CURRENT MEDICAL STATUS/DIAGNOSIS/


[bookmark: health_indicators]HEALTH INDICATORS:
Click here to enter Resident’s current medical status and health indicators


MEDICAL HISTORY:
Click here to enter Resident’s medical history.


	SPECIALITY NEEDS

	☐ DEMENTIA/COGNITIVE ISSUES:
	Comments:  Click or tap here to enter text.

	☐ MENTAL HEALTH:
	Comments: Click or tap here to enter text.

	☐ DEVELOPMENTAL DISABILITY:  
	Comments: Click or tap here to enter text.

	EMERGENCY EVACUATION

	Is resident willing to participate in evacuation drills?  YES ☐   NO ☐
	If NO, estimate how long you think it would take to evacuate the resident and how you came to this estimate. 
Click or tap here to enter text.

	ASSISTANCE REQUIRED: 
☐   NONE – RESIDENT IS INDEPENDENT: Resident is physically and mentally able to evacuate the home after one verbal cue and does not require the assistance of another individual or use of a mobility aid.
☐  ASSISTANCE REQUIRED:  Resident Is not physically or mentally capable of getting out of the house without assistance from another individual, mobility aids, or multiple cues.
EVACUATION INSTRUCTIONS: 
Click or tap here to enter text.

	COMMUNICATION:
SPEECH/HEARING/VISION
	RESIDENT STRENGTHS AND ABILITIES
PREFERS TO DO INDEPENDENTLY
	ASSISTANCE REQUIRED
WHO WILL PROVIDE, WHEN, AND HOW

	☐ Problems with Speech?
Describe: Click or tap here to enter text.
Equipment: Click or tap here to enter text.
	Strength and Abilities
Speech: Click or tap here to enter text.

Hearing: Click or tap here to enter text.

Vision: Click or tap here to enter text.

Phone: Click or tap here to enter text.


Comprehension:
How resident makes self-understood: Click or tap here to enter text.

How resident understands others: Click or tap here to enter text.
	





Assistance Required 
Speech:
WHO: Click or tap here to enter text.
WHEN/FREQUENCY: Click or tap here to enter text. 
HOW: Click or tap here to enter text.

Hearing: 
WHO: Click or tap here to enter text.
WHEN/FREQUENCY: Click or tap here to enter text. 
HOW: Click or tap here to enter text.

Vision: 
WHO: Click or tap here to enter text.
WHEN/FREQUENCY: Click or tap here to enter text. 
HOW: Click or tap here to enter text.

Phone: 
WHO: Click or tap here to enter text.
WHEN/FREQUENCY: Click or tap here to enter text. 
HOW: Click or tap here to enter text.

Click here to add any additional information.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.

	☐ Problems with Hearing?
Describe: Click or tap here to enter text.
Equipment: Click or tap here to enter text.
	
	

	☐ Problems with Vision?
Describe: Click or tap here to enter text.
Equipment: Click or tap here to enter text.
	
	

	Ability to Use the Phone
☐ Independent ☐ Assistance Needed ☐ Dependent
☐ Resident has own phone, number: Click or tap here to enter text.
	
	

	Preferred Language: Click or tap here to enter text.



	
	



	MEDICATION MANAGEMENT
Check all that apply
	RESIDENT STRENGTHS AND ABILITIES
PREFERS TO DO INDEPENDENTLY
	ASSISTANCE REQUIRED
WHO WILL PROVIDE, WHEN, AND HOW

	☐ MEDICATION ALLERGIES: Click or tap here to enter text.
☐ Resident needs more than one kind of mediation assistance-need indicated below
Describe: Click or tap here to enter text.
☐ Resident is prescribed psychopharmacologic medications – see behavior section for strategies and modification to address symptoms addressed by this/these medications

Meds are order by: Click or tap here to enter text.
Meds are delivered by: Click or tap here to enter text.
[bookmark: Pharm_pack]☐ Pharmacy Packed: Click or tap here to enter text.

Pharmacy: Click or tap here to enter text.
Contact Numbers/Information: Click or tap here to enter text.

	See Medication Administration Record (MAR)/Medication Log for current medications, dosage, frequency, and route
Click or tap here to enter text.



	[bookmark: Rx_self_ad]☐ SELF-ADMINISTRATION 
	

Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.


	
Assistance Required
Click or tap here to enter text.

Monitoring/Reporting adverse reactions, significant changes and/or concerns: Click or tap here to enter text.

	☐ Equipment:  Click or tap here to enter text.
	
	

	☐ Oral
☐ Topical
☐ Eye drops/ointment
☐ Inhalers
☐ Keeps Meds locked in room/lockbox or agreed upon secure location
☐ Sprays
☐ Injections
☐ Allergy Kits
☐ Topical
☐ Other: Click or tap here to enter text.
	
	

	[bookmark: Rx_self_ad_with_assist]☐ SELF-ADMINISTRATION W/ ASSISTANCE
	Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

	


Assistance Required
Describe reason resident needs this amount of medication assistance:
Click or tap here to enter text.

#1 - Click here to add a type of medication that will need assistance, such as: Oral Medications, Inhaler, Topical, Eye Drops, etc.
WHO: Click here to indicate who will be helping with this task.
WHEN/FREQUENCY: Click here to add when assistance is needed and how often. 
HOW: Click here to add how the assistance will be provided.

#2 - Click here to add a type of medication that will need assistance, such as: Oral Medications, Inhaler, Topical, Eye Drops, etc.
WHO: Click or tap here to enter text.
WHEN/FREQUENCY: Click her to add when assistance is needed and how often. 
HOW: Click here to add how the assistance will be provided.

#3 - Click here to each a type of medication that will need assistance, such as: Oral Medications, Inhaler, Topical, Eye Drops, etc.
WHO: Click or tap here to enter text.
WHEN/FREQUENCY: Click her to add when assistance is needed and how often. 
HOW: Click here to add how the assistance will be provided.
Monitoring/Reporting adverse reactions, significant changes and/or concerns: Click or tap here to enter text.
#4 - Click here to add a type of medication that will need assistance, such as: Oral Medications, Inhaler, Topical, Eye Drops, etc.
WHO: Click or tap here to enter text.
WHEN/FREQUENCY: Click her to add when assistance is needed and how often. 
HOW: Click here to add how the assistance will be provided.
 
Click here to add additional medications or information.

Follow the 7 Rights of Medication Administration every time:
1. Right Resident
2. Right Medication
3. Right Dose
4. Right Route
5. Right Time
6. Right to Refuse
7. Right documentation/MAR

	☐ Equipment:  Click or tap here to enter text.
	
	

	☐ Oral
☐ Topical
☐ Eye drops/ointment
☐ Inhalers
☐ Other: Click or tap here to enter text.
☐ Sprays
☐ Injections
☐ Allergy Kits
☐ Topical
☐ Other: Click or tap here to enter text.
	
	

	[bookmark: Rx_Admin]☐ MEDICATION ADMINISTRATION 
	Strengths and Abilities
Click or tap here to enter text.
 
	
[bookmark: WAC_246_840_910]
Assistance Required
Describe reason resident needs this amount of medication assistance: 
Click or tap here to enter text.

#1 - Click here to add a type of medication that will need to be administered, such as: Oral Medications, Inhaler, Topical, Eye Drops, etc.
WHO: Click here to indicate who will be administering the medication.
WHEN/FREQUENCY: Click here to add when administration is needed and how often. 
HOW: Click here to add how the administration will be provided.

#2 - Click here to add a heading for each type of medication that will need assistance, such as: Oral Medications, Inhaler, Topical, Eye Drops, etc.
WHO: Click here to indicate who will be administering the medication.
WHEN/FREQUENCY: Click here to add when administration is needed and how often. 
HOW: Click here to add how the administration will be provided.

#3 - Click here to add a heading for each type of medication that will need assistance, such as: Oral Medications, Inhaler, Topical, Eye Drops, etc.
WHO: Click here to indicate who will be administering the medication.
WHEN/FREQUENCY: Click here to add when administration is needed and how often. 
HOW: Click here to add how the administration will be provided.

#4 - Click here to add a heading for each type of medication that will need assistance, such as: Oral Medications, Inhaler, Topical, Eye Drops, etc.
WHO: Click here to indicate who will be administering the medication.
WHEN/FREQUENCY: Click here to add when administration is needed and how often. 
HOW: Click here to add how the administration will be provided.
 
Click here to add additional medications or information.

Follow the 7 Rights of Medication Administration every time:
8. Right Resident
9. Right Medication
10. Right Dose
11. Right Route
12. Right Time
13. Right to Refuse
14. Right documentation/MAR
Monitoring/Reporting adverse reactions, significant changes and/or concerns: Click or tap here to enter text.

	[bookmark: RN_DEL]☐ Requires Nurse Delegation

RN Delegator
· Name: Click or tap here to enter text.
· Phone: Click or tap here to enter text.
· FAX:  Click or tap here to enter text.
· Email: Click or tap here to enter text.
	
	

	☐ Equipment:  Click or tap here to enter text.
	
	

	☐ Oral
☐ Topical
☐ Eye drops/ointment
☐ Inhalers
☐ Allergy Kits
☐ Other: Click or tap here to enter text.
☐ Sprays
☐ Injections
☐ Allergy Kits
☐ Topical
☐ Suppositories
☐ Other: Click or tap here to enter text.


	
	

	


Medication Plan When Resident is not in the AFH
	Strengths and Abilities
Click or tap here to enter text.
	Assistance Required
Click or tap here to enter text.

	








Medication Refusal Plan
	Strengths and Abilities
Click or tap here to enter text.
	Assistance Required
Click or tap here to enter text.



















	TREATMENTS/PROGRAMS/THERAPIES
	RESIDENT STRENGTHS AND ABILITIES
PREFERS TO DO INDEPENDENTLY
	ASSISTANCE REQUIRED
WHO WILL PROVIDE, WHEN, AND HOW

	Health Issue to Monitor: 
	









Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

Click or tap here to enter text.



	






Assistance Required
Click or tap here to enter text.

#1 – Click here to add which Treatment/ Program/ Therapy you need to plan for.
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

#2 – Click here to add which Treatment/ Program/ Therapy you need to plan for.
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

#3 – Click here to add which Treatment/ Program/ Therapy you need to plan for.
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

#4 – Click here to add which Treatment/ Program/ Therapy you need to plan for.
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

Click here to add additional information if needed.
Suggestions when Monitoring/Reporting adverse reactions, significant changes and/or concerns: Click or tap here to enter text.

	☐ Oxygen Use 
Click to add Vendor contact information.
☐ Pain
☐ Dialysis 
Click to add Vendor contact information.
☐ Weight Loss/Gain
☐ Blood Thinners 
☐ INR/LAB
Click to add Vendor contact information.
☐ Vital Signs
☐ Blood Glucose Monitoring
☐ Delegation for Treatments/Therapies
Click or tap here to enter RN Delegated Tasks.
☐ Hospice
Click to add Vendor contact information.
	
	

	Programs Resident Requires/Attends:
	
	

	[bookmark: Home_Health]☐ Home Health

Click to add Vendor contact information.
[bookmark: ADH]☐ Adult Day Health

[bookmark: Other_treat]☐ Other:  Click or tap here to enter text.

☐ Other: Click or tap here to enter text.
☐ Other: Click or tap here to enter text.
	
	

	Physical Enablers:
Click or tap here to enter text.
	Strengths and Abilities
Click or tap here to enter text.
	







Assistance Required
Click or tap here to enter text.

	TREATMENT/PROGRAM/THERAPY REFUSAL PLAN
	Strengths and Abilities
Click or tap here to enter text.
	Assistance Required
Click or tap here to enter text.

	




	PSYCH/SOCIAL/COGNITIVE STATUS
	RESIDENT STRENGTHS AND ABILITIES
PREFERS TO DO INDEPENDENTLY
	ASSISTANCE REQUIRED
WHO WILL PROVIDE, WHEN, AND HOW

	[bookmark: sleep_disturb]☐ 
Sleep disturbance
	


Strengths and Abilities
Describe Behaviors – be specific:
#1 - Behavior/Symptom: Click here to add the name of the Behavior/Symptom.
Description: Enter a description of the behavior/symptom
Resident Strategies: Enter strategies the resident uses to address the behavior/symptom.

#2 - Behavior/Symptom: Click here to add the name of the Behavior/Symptom.
Description: Enter a description of the behavior/symptom
Resident Strategies: Enter strategies the resident uses to address the behavior/symptom.

#3 - Behavior/Symptom: Click here to add the name of the Behavior/Symptom.
Description: Enter a description of the behavior/symptom
Resident Strategies: Enter strategies the resident uses to address the behavior/symptom.





#4 - Behavior/Symptom: Click here to add the name of the Behavior/Symptom.
Description: Enter a description of the behavior/symptom
Resident Strategies: Enter strategies the resident uses to address the behavior/symptom.

Click here to add additional Behaviors/Symptoms or information as needed.
	


Assistance Required
Describe specific non-medication (behavioral/environmental) interventions to address the symptoms:

#1 - Behavior/Symptom: Click here to add which Behavior/Symptom you are addressing.
WHO: Click here to enter who will assist with the behavior strategy
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

☐ * Psychopharmacological Medication prescribed to address behavior  If yes, list medication and describe symptom for each medication  (for example Lorazepam – for Anxiety) 
Click here to add medication and symptom/behavior.
☐Staff strategies/environmental modifications to address behavior Click or tap here indicate staff intervention/environmental modifications.

#2- Behavior/Symptom: Click here to add which Behavior/Symptom you are addressing.
WHO: Click here to enter who will assist with the behavior strategy
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

☐ * Psychopharmacological Medication prescribed to address behavior  If yes, list medication and describe symptom for each medication  (for example Lorazepam – for Anxiety) 
Click here to add medication and symptom/behavior.
☐Staff strategies/environmental modifications to address behavior Click or tap here indicate staff intervention/environmental modifications.

#3 - Behavior/Symptom: Click here to add which Behavior/Symptom you are addressing.
WHO: Click here to enter who will assist with the behavior strategy
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

☐ * Psychopharmacological Medication prescribed to address behavior  If yes, list medication and describe symptom for each medication  (for example Lorazepam – for Anxiety) 
Click here to add medication and symptom/behavior.
☐Staff strategies/environmental modifications to address behavior Click or tap here indicate staff intervention/environmental modifications.


#4 - Behavior/Symptom: Click here to add which Behavior/Symptom you are addressing.
WHO: Click here to enter who will assist with the behavior strategy
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

☐ * Psychopharmacological Medication prescribed to address behavior  If yes, list medication and describe symptom for each medication  (for example Lorazepam – for Anxiety) 
Click here to add medication and symptom/behavior.
☐Staff strategies/environmental modifications to address behavior Click or tap here indicate staff intervention/environmental modifications.

Click here to add additional Behaviors/Symptoms or information as needed.

[bookmark: Safety_plan]☒ Safety Plan (if needed)
Click or tap here to enter text.

Monitoring/Reporting adverse reactions, significant changes and/or concerns: Click or tap here to enter text.

NOTE: If resident becomes a danger to themselves or others, caregiver is to call 911 immediately.

	Memory Impairment
[bookmark: Mem_Imp_short]☐ 








Short-term) ☐ 


Long-term
	
	

	[bookmark: Imp_dec_making]☐ 

Impaired decision making
	
	

	[bookmark: Disrupt_behav]☐ 


Disruptive behavior
	
	

	[bookmark: Assaultive]☐ Assaultive
	
	

	[bookmark: Resistive]☐ Resistive
	
	

	[bookmark: depression]☐ Depression
	
	

	[bookmark: anxiety]☐ Anxiety
	
	

	[bookmark: Disorientation]☐ Disorientation
	
	

	[bookmark: wandering]☐ Wandering in home
	
	

	[bookmark: exit_seek]☐ Exit seeking
	
	

	[bookmark: Hallucinations]☐ 









Hallucinations - If checked, describe: Click or tap here to enter text.
	
	

	[bookmark: Delusions]☐ 






Delusions - If checked, describe: Click or tap here to enter text.
	
	

	[bookmark: Ver_agit_agress]☐ Verbally agitated/aggressive
	
	

	[bookmark: Physical_agitated][bookmark: Inappropriate_behavior]☐ Physically agitated/aggressive
	
	

	☐ Inappropriate or unsafe behavior
	
	

	[bookmark: Suicidal_Ideation]☐ Suicidal Ideation 
	
	

	☐ Other: Click or tap here to enter text.
	
	

	☐ Other: Click or tap here to enter text.
	
	

	☐ Other: Click or tap here to enter text.
	
	

	☐ Other: Click or tap here to enter text.
	
	

	[bookmark: WAC_10463]☐ *Requires psychopharmacological medications. 











WAC 388-76-10463

 ☐ Behavioral Health Support Crisis Plan (See attached crisis plan)
	
	

	DSHS Specialized Behavioral Programs:
☐ Meaningful Day
☐ Expanded Community Services
☐ Specialized Behavior Services
Mental Health Provider/Program
Contact info: Click or tap here to enter text.
	
	

	Narrative (optional) – What does a typical day look like? 




	Left Alone
	RESIDENT STRENGTHS AND ABILITIES
PREFERS TO DO INDEPENDENTLY
	ASSISTANCE REQUIRED
WHO WILL PROVIDE, WHEN, AND HOW

	Ability of Resident to Be Left Unattended
	Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

	Assistance Required
Click or tap here to enter text.

Monitoring/Reporting, significant changes and/or concerns: Click or tap here to enter text.



	UNIVERSIAL PRECAUTIONS
	RESIDENT STRENGTHS AND ABILITIES
PREFERS TO DO INDEPENDENTLY
	ASSISTANCE REQUIRED
WHO WILL PROVIDE, WHEN, AND HOW

	☐ Always
[bookmark: Sp_prec]☐ Special Precautions: Click or tap here to enter any special precautions such as COVID.
☐ Alternative method for visitation Click or tap here to enter text.
☐ Resident is safe to have sanitizer or disinfectant wipes left out for caregiver and client use. 
[bookmark: vaccinated]☐  Resident has been/or is up to date on  vaccinations 
Click here to enter which vaccinations the resident has had.
☐ Resident shares the following medical equipment: Click or tap here to enter text.
☐ Other: Click or tap here to enter text.


	Click here to enter text. Be sure to address each checked/identified item.
	Caregiver will always use latex/plastic gloves when in contact with any secretions to prevent spread of infection.  Thorough hand washing with soap will be done before and after gloving.  Gloves will be put on and discarded at the end of each task. If the AFH provider orders these gloves they can be paid for through the medical coupon.

Click or tap here to enter text.

Monitoring/Reporting, significant changes and/or concerns: Click or tap here to enter text.






	ACTIVITIES OF DAILY LIVING
	RESIDENT STRENGTHS AND ABILITIES
PREFERS TO DO INDEPENDENTLY
	ASSISTANCE REQUIRED
WHO WILL PROVIDE, WHEN, AND HOW

	Resident functional limitations that impact ADL functioning: 
Click or tap here to enter text.

	MOBILITY
In room & immediate living environment:
☐ Independent  ☐ Assistance Needed  ☐ Dependent

Outside of immediate living environment (including outdoors):
☐ Independent  ☐ Assistance Needed  ☐ Dependent

☐ Risks for falls
☐ Fall prevention plan: Click or tap here to enter text.
[bookmark: WAC_10685_10401]☐ 






Resident chooses bedroom door lock
Equipment/Supplies/Procedures: Click or tap here to enter text.
Limitations: Click or tap here to enter text.

	

Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

Evacuation addressed under Evacuation Plan 
	
Assistance Required
Click or tap here to enter text.

WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

Click here to add any additional information if needed.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.

	BED MOBILITY/TRANSFER
Transfer includes moving between bed, chair, wheelchair, standing position – excludes to/from bath/toilet
☐ Independent  ☐ Assistance Needed  ☐ Dependent

☐  Skin care required due to inability to position self: 
Click or tap here to enter text.
Equipment/Supplies: Click or tap here to enter text.

☐Turning and Repositioning needed - Frequency: Click or tap here to enter text.

☐  Safety assessment, alternatives explored; how to keep resident safe:  Click or tap here to enter text.
☐  Risks for falls: Click or tap here to enter text.
☐  Fall prevention plan
☐  Enablers
☐  Enabler Risk Assessment: Click or tap here to enter text.
☐  Nighttime care needs
Click or tap here to enter text.
	

Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

	



Assistance Required
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

Click here to add any additional information if needed.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.

	EATING
☐ Independent  ☐ Assistance Needed  ☐ Dependent

☐ Special Diet/Supplements: Click or tap here to enter text.
☐ Eating Habits:Click or tap here to enter text.
☐ Food Allergies: Click or tap here to enter text.
☐ Equipment/Supplies/Procedures: Click or tap here to enter text.

Limitations: Click or tap here to enter text.

	


Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

	


Assistance Required
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

Click here to add any additional information if needed.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.

	TOILETING/CONTINENCE ISSUES
☐ Independent  ☐ Assistance Needed  ☐ Dependent
Frequency/How Often: Click or tap here to enter text.

☐ Bladder Incontinence 
☐ Bowel Incontinence
☐ Skin care due to bowel/bladder incontinence

Equipment/Supplies/Procedures: Click or tap here to enter text.
Limitations: Click or tap here to enter text.

	




Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

	





Assistance Required
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

Click here to add any additional information if needed.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.

	DRESSING
☐ Independent  ☐ Assistance Needed  ☐ Dependent

Equipment/Supplies/Procedures: Click or tap here to enter text.
Limitations: Click or tap here to enter text.

	


Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

	


Assistance Required
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

Click here to add any additional information if needed.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.

	PERSONAL HYGIENE
☐ Independent  ☐ Assistance Needed  ☐ Dependent

☐ Oral Hygiene: Click or tap here to enter text.
☐ Own teeth
☐ Partials
☐ Dentures
☐ Flossing
☐ Brushing
☐ Soaking
☐ Hair Care: Click or tap here to enter text.
☐ Menses Care: Click or tap here to enter text.
Equipment/Supplies/Procedures: Click or tap here to enter text.
Limitations: Click or tap here to enter text.

	
Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

	




Assistance Required
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

Click here to add any additional information if needed.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.

	BATHING
☐ Independent  ☐ Assistance Needed  ☐ Dependent

How often: Click or tap here to enter text.
Equipment/Supplies/Procedures: Click or tap here to enter text.
Limitations: Click or tap here to enter text.

	
Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

	




Assistance Required
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

Click here to add any additional information if needed.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.

	BODY CARE 
☐ Independent  ☐ Assistance Needed  ☐ Dependent

[bookmark: Foot_care]☐ 
Foot Care: How Often: Click or tap here to enter text.
☐ 
Diabetic Foot Care Click here add additional information.
☐ Nail Care
☐ 

Range of Motion
☐ Skin Care - How Often: Click or tap here to enter text.
☐ Skin Problems 
Describe: Click or tap here to enter text. 
☐ Dressing Changes: How Often: Click or tap here to enter text. 

☐ Home Health Agency: Click or tap here to enter text.
☐ Nurse Delegated

Equipment/Supplies/Procedures: Click or tap here to enter text.
Limitations: Click or tap here to enter text.

	




Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

	

Assistance Required
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

Click here to add any additional information if needed.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.



	INSTRUMENTAL ACTIVITIES OF DAILY LIVING
	RESIDENT STRENGTHS AND ABILITIES
PREFERS TO DO INDEPENDENTLY
	ASSISTANCE REQUIRED
WHO WILL PROVIDE, WHEN, AND HOW

	MANAGING FINANCES
☐ Independent  ☐ Assistance Needed  ☐ Dependent

☐ Manages Finances: Click or tap here to enter text.
☐ Financial Records: Click or tap here to enter text.

Payee Name and Contact information: 
Click or tap here to enter text.


	
Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

	


Assistance Required
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

Click here to add any additional information if needed.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.

	SHOPPING
☐ Independent  ☐ Assistance Needed  ☐ Dependent

☐ Special transportation needs: Click or tap here to enter text.
How often: Click or tap here to enter text.

Equipment/Supplies/Procedures: Click or tap here to enter text.
Limitations: Click or tap here to enter text.
	
Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

	
Assistance Required
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

Click here to add any additional information if needed.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.


	TRANSPORTATION
☐ Independent  ☐ Assistance Needed  ☐ Dependent
☐ Medical services: Click or tap here to enter text.
☐ Shopping: Click or tap here to enter text.
☐ Special transportation needs: Click or tap here to enter text.
☐ Escort Required
How often: Click or tap here to enter text.
Equipment/Supplies/Procedures: Click or tap here to enter text.
Limitations: Click or tap here to enter text.
	
Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

	Assistance Required
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.
WHO: Click here to enter who will assist with the task.

Click here to add any additional information if needed.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.

	ACTIVITIES/SOCIAL
Social/Cultural considerations, traditions, or preferences
· Interests/Activities/Religious Activities:  Click or tap here to enter text.

· Social/Cultural Traditions/Preferences:  Click or tap here to enter text.

· Family/Friends/Relationships:  Click or tap here to enter text.

· Employment Support:  Click or tap here to enter text.

· Clubs/Groups/Day Health:  Click or tap here to enter text.



	
Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.

	
Assistance Required
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.
HOW: Click here to indication how the assistance will be provided.

Click here to add any additional information if needed.

Special Arrangements:  Click or tap here to enter text.

Participation Assistance:  Click or tap here to enter text.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.

	ACTIVITY PREFERENCES AT A GLANCE

	☐ Reading book and/or magazines
☐ Listening to audio books and/or podcasts
☐ Storytelling
☐ Phone conversation/visiting
☐ Reminiscing
☐ Current events
☐ Discussion group
☐ Bible study or church
☐ Visitors
	☐ Gardening
☐ Outings with family or provider
☐ Visiting zoos and/ or spending time with pets and animals
☐ Exercises/range of motion
☐ Therapeutic Walking
☐ Cooking or baking
☐ House chore activities
☐ Watching TV, movies, or favorite shows
	☐ Parties and social gatherings
☐ Arts and crafts
☐ Table games, Bingo, cards, puzzles
☐ Beauty time, beautician visit
☐ Music appreciation/therapy/singing
☐ Employment support
☐ Community Integration
☐ Other: Click or tap here to enter text.
☐ Other: Click or tap here to enter text.

	Activity Narrative:
Click or tap here to enter text.
	
	

	SMOKING
☐  Resident Smokes 
☐ Safety Concerns: Click or tap here to enter text.
☐ Smoking Policy reviewed with resident. Signed by resident and placed in their record

Storage of Cigarettes/lighter: Click or tap here to enter text.

	
Strengths and Abilities
Preferences/Choices: Click or tap here to enter text.
Strengths/Abilities:  Click or tap here to enter text.
Prefers to do independently:
Click or tap here to enter text.
 

	
Assistance Required
WHO: Click here to enter who will assist with the task.
WHEN/FREQUENCY: Click here to enter when assistance is needed and how often.

HOW: Click here to indication how the assistance will be provided.

Click here to add any additional information if needed.

Monitoring/Reporting significant changes and/or concerns: Click or tap here to enter text.

	CASE MANAGEMENT
☐ Resident receives case management

CM/CRM Name, agency, and contact information:
Click or tap here to enter text.

	Strengths and Abilities
Preferences/Choices: 
 

	CM/CRM will be contacted when: 
· The resident needs assistive device or other services to meet their needs
· When the provider need help with the care plan
· Significant changes with the condition/needs that necessitate changes with the care plan
Click or tap here to enter text.

	OTHER ISSUES/CONCERNS/PROBLEMS
Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	NEGOTIATED CARE PLAN REVIEW
	The resident will participate in their NCP development/reviews to the extent they are able.
	This NCP will be reviewed:
· After an assessment for a significant change in the resident's physical or mental condition;
· When the plan, or parts of the plan, no longer address the resident's needs and preferences;
· At the request of the resident or the resident representative; or
· At least every twelve months.
Click or tap here to enter text.





Negotiated Care Plan Review and Approval

[bookmark: _Hlk81906786][bookmark: Revision]DATE OF ORIGINAL PLAN:  Click or tap to enter a date.  Date of Review/






Revision: Click or tap to enter a date.
	
INVOLVED IN NCP DEVELOPMENT
	PERSON SIGNING/APPROVING PLAN
	SIGNATURE 
	DATE*

	☐ Resident
☐ Resident Representative
☐ Parent
☐ Health Professional
Click here to add Name/Title.
☐ Other: Click here to add Name/Title.
☐ Other: Click here to add Name/Title.
☐ Other: Click here to add Name/Title.
	PROVIDER
Click here to add name.
	

	

	
	RESIDENT
Click here to add name.
	
	

	
	RESIDENT REPRESENTATIVE
Click here to add name.
Click here to add name.
	

	

	☐ Resident verbally agreed to NCP – Date: Click or tap to enter a date.
Resident Recommendations:  Click or tap here to enter resident’s recommendations to the NCP and the plan to address them.
[bookmark: WAC_10385]☐ NCP sent to DSHS CM on Click enter date sent to HCS/DDA CM. 


WAC 388-76-10385


*Enter the date you actually read and agreed to the plan. 
Follow these brief instructions based on WAC 388-76-10355 through 388-76-10385 when developing your NCP.

Key Points for Negotiated Care Plan development:
(1) Must be developed within 30 days of admission based on the Assessment and the Preliminary Service Plan.
(2) Describes/identifies: (a) The services to be provided; (b) Who will provide the services; and (c) When and How the services will be provided.
(3) Is designed to meet the Resident’s Needs, Preferences, and Choices.
(4) Is developed with input from the Resident and/or the Resident’s Representative / Surrogate Decision Maker, appropriate professionals, and the case manager, if applicable (indicate on the signature page all parties that participated in the NCP development)
(5) Is Agreed to, Signed and Dated by the Resident and/or the Resident’s Representative / Surrogate Decision Maker, and the provider.
(6) Must be reviewed and Revised: (a) at least every 12 months; (b) upon any significant change in Resident’s physical or mental condition; and (c) upon resident request.
(7) The signed copy of the NCP must be given to the Case Manager if the Resident is receiving services (Medicaid) paid for fully or partially by the department.

Resident Name: 
Provider Name: 
Page 2
