
Page ___ of ___  
ADULT MEDICAL DAY CARE PROGRAM SERVICE PLAN/PLAN OF CARE 

PERSONAL GOALS AND PREFERENCES 
 
 

Name: ________________________________________________  ID#: ____________________  RN Completing Plan: _____________ 

Problem(s): _____________________________________________________________________________________________________ 

Diagnosis: ______________________________________________________________________________________________________ 

Medications: ____________________________________________________________________________________________________ 

Long Term Goal(s):_______________________________________________________________________________________________ 

 
Goal 
No.  

 
Date 

 
Short Term Goal(s) 

Services, Approaches, 
Interventions 

 and Provider Type 

Amt./ 
Frequency/ 

Duration 

 
Discip.
Initials

 
Outcome 

Scores 
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
 
Outcome Scores:  7 – Goals met, all required items completed in a timely manner. 
              5 – Goals met, most required items completed. 
   3 – Goals not met, lacking several required items. Revised plan indicated in comment section. 
   0 – Goals not met, lacking in most required elements.  Alternative plan indicated in comment section. 
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  PERSONAL GOALS/PREFERENCES COMMENTS 
 
 

Name:_________________________________________________________________________________ ID#: _____________________   

Long Term Goal(s): ________________________________________________________________________________________________  

 
Goal No. 

 
Comments 
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