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                          Multi-Disciplinary Care Plan 
 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

INITIAL CARE PLAN 

Needs /Problems                      Action 

 

_______________________     __________________________________________________________________  

 

_______________________     __________________________________________________________________  

 

_______________________     __________________________________________________________________  

 

_______________________     __________________________________________________________________  

 

_______________________     __________________________________________________________________  

 

_______________________     __________________________________________________________________  

 

_______________________     __________________________________________________________________  

 

 

 

 

 

 

 

 

 

Resident / Patient Signature: ___________________________Prof Signature: ________________________  

                                                                                                        Prof Name block:_______________________  

Rationale if Resident/Patient View/Signature not completed: ______________________________________  

__________________________________________________________________________________________   

Attach Patient Label 

Brief Description/ Summary/ Current Status 

 

 

 

 

 

 

 

 

Risk Factors 

 

Resident /Patient View 

Referral Source ( source)  

 

GP referral  

Referral from St Luke’s General Hospital   

Urgent Referral  

Self Referral  

Other Specify  

 

Sector () CWN       CWS        KKN    KKE       

KKW        Rehab         Old Age  

 

 

Date of Admission/Contact__________________  

Legal Status ()Voluntary     Involuntary      

Carlow/Kilkenny Mental Health Service 

Care Plan No._____ 
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RISK ASSESSMENT LEVEL 1 
 
                                                        
                                                              Date/Period Of Assessment:  …../…../…..Time:  ……….    

 
RISK FROM OTHERS (e.g. Abuse, Exploitation  
Details 

 

 

YES/NO UNKNOWN 

RISK TO SELF (e.g. Suicide, Self Harm )                                        
Details: 
 
  

YES/NO UNKNOWN 

RISK TO OTHERS ( e.g. Aggression, Violence ) 
Details: 
 
 

YES/NO UNKNOWN 

RISK OF NEGLECT                                           
(e.g. health, personal ) 
Details: 
 
 

YES/NO UNKNOWN 

RISK TO CHILD(REN)                                          
(e.g. Neglect, Abuse) 
Details: 
 
 

YES/NO UNKNOWN 

RISK OF PHYSICAL IMPAIRMENT                                                        
(e.g. Medical, Sensory ) 
Details: 
 
 

YES/NO UNKNOWN 

RISK OF WANDERING and/or FALLS                                                
Details: 
 

 

YES/NO UNKNOWN 

MEMORY & COGNITIVE IMPAIRMENT                                               
(eg. forgetfulness ) 
Details: 

 

 

YES/NO UNKNOWN 

CHALLENGES TO SERVICES                             
Details: 
 
 

YES/NO UNKNOWN 

SIGNIFICANT KNOWN HISTORY (including known diagnoses): 
 

 

 

  

INITIAL ASSESSMENT OF RISK (Including context, situations in which risks may occur): 
 

 

 

  

INITIAL RISK MANAGEMENT PLAN (including who is to do what ): 
 
 
 

  

SOURCES OF INFORMATION AVAILABLE 

 
 
 

  

CONTEXT OF CLIENT FOR ASSESSMENT SETTING 
 
ROLE OF CLIENT and/ or CARER IN PLAN: 
CLIENT INVOLVED:      YES/ NO                                                CARER INVOLVED:    YES/ NO 
CLIENT AGREED:         YES/ NO                                                CARER AGREED:       YES/ NO 
COMMENTS: 
 
NEED FOR RISK ASSESSMENT & MANAGEMENT  
(LEVEL 2 decided at 1

st
 MDT meeting available)             YES/ NO        MDT MEETING: 

  

Recorded By:                                                         Date: 

 

Discussed With admitting Dr:                                           Time: 

  

 

 

  

Attach Patient Label 
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CONTINUOUS MULTIDISCIPLINARY CARE PLAN 

           

               Review                                                                                                      Needs By                                     Resident/   

Date   Needs/Problems                               Action                                              Met   Whom                              Patient /  
                                                                                                                               Date                                            Carer 

                                                                                                                              /X                                            Initials 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

_____________________________________________________________________________________________ 

Patient/resident offered copy of care plan.  Accepted by patient/resident Yes   ⁯    No ⁯ 
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CONTINUOUS MULTIDISCIPLINARY CARE PLAN 

         

               Review                                                                                                      Needs By                                     Resident/   

Date   Needs/Problems                               Action                                              Met   Whom                              Patient/ 
                                                                                                                               Date                                            Carer 

                                                                                                                              /X                                            Initials 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

_____________________________________________________________________________________________ 

Patient/resident offered copy of care plan.  Accepted by patient/resident Yes   ⁯    No ⁯ 
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CONTINUOUS MULTIDISCIPLINARY CARE PLAN 

         

              Review                                                                                                      Needs By                                     Resident/   

Date   Needs/Problems                               Action                                              Met   Whom                              Patient / 
                                                                                                                               Date                                            Carer 

                                                                                                                              /X                                            Initials 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 
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______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 
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______________________________________________________________________________________________ 
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______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

_____________________________________________________________________________________________ 

Patient/resident offered copy of care plan.  Accepted by patient/resident Yes   ⁯    No ⁯ 
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CONTINUOUS MULTIDISCIPLINARY CARE PLAN 
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______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      
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CONTINUOUS MULTIDISCIPLINARY CARE PLAN 

         

               Review                                                                                                      Needs By                                     Resident/   

Date   Needs/Problems                               Action                                              Met   Whom                              Patient/ 
                                                                                                                               Date                                            Carer 

                                                                                                                              /X                                            Initials 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 
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______________________________________________________________________________________________ 
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CONTINUOUS MULTIDISCIPLINARY CARE PLAN 

         

               Review                                                                                                      Needs By                                     Resident/   

Date   Needs/Problems                               Action                                              Met   Whom                              Patient / 
                                                                                                                               Date                                            Carer 

                                                                                                                              /X                                            Initials 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 
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______________________________________________________________________________________________ 
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______________________________________________________________________________________________      

 

______________________________________________________________________________________________ 

 

______________________________________________________________________________________________      

 

_____________________________________________________________________________________________ 

Patient/resident offered copy of care plan.  Accepted by patient/resident Yes   ⁯    No ⁯ 
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Date                                                                                Profs.          Resident/  

Date            Patient View                                                                                                             Inital           Patient 

                                                                                                                                                                           Initials   

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________   

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                                                                                                                 

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________  

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________  

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________  

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                                                                                                                                                                                                                                                                                                   

__ 
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      Profs.          Resident/  

Date            Unmet   Needs                                                                                                         Inital           Patient 

                                                                                                                                                                           Initials   

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

Date            Discharge Plan                                                                                                          Profs.          Resident/                                                                                                                                                                                                      

                                                                                                                                                         Inital          Patient 

                                                                                                                                                                            Initials   

_________  _________________________________________________________________  ________  ________                                                                                          

  

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________  

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________                                                                                          

 

_________  _________________________________________________________________  ________  ________  
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    Review                                   __________________________ MDT MEETING 

1. Date _______________________      Venue_____________________________ 

2. Date _______________________      Venue_____________________________ 

3. Date _______________________      Venue_____________________________ 

4. Date _______________________      Venue_____________________________ 

5. Date _______________________      Venue_____________________________ 

6. Date _______________________      Venue_____________________________ 

7. Date _______________________      Venue_____________________________ 

8. Date _______________________      Venue_____________________________ 

9. Date _______________________      Venue_____________________________ 

10. Date _______________________      Venue_____________________________ 

11. Date _______________________      Venue_____________________________ 

12. Date _______________________      Venue_____________________________ 

13. Date _______________________      Venue_____________________________ 

14. Date _______________________      Venue_____________________________ 

15. Date _______________________      Venue_____________________________ 

 

Department Name 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

Medical                    

                 

                 

                 

                 

                 

Nursing                         

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

Addiction Services                  

Clinical Psychology                  

Family Therapy                 

Medical Secretary                 

Occupational 

Therapy. 
                

Social Work                  
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Developed By: Carlow/Kilkenny Mental Health Services Multidisciplinary Care Plan Group: Dr Frank Kelly 
(Medical), Alice Cox (Addiction Services), Tim Healy (Nursing), Irene Ryan (Nursing), Kasia Nolan 
(Nursing) Karoline Nicholson (Replaced by Teresa Napier Clinical Psychology) Anne Barrett (Social Work) 
and Solomon Nyathi (Occupational Therapy), Kasia Nolan (Nursing). 
 

 

  


