CAPE CHILDREN’S SERVICES
SPECIAL CARE PLAN

Site:________________________________________ Session:________________

Child’s Name:_______________________________________________________

Date of Birth:_______________________________________________________

Physician Name:_____________________________ Telephone:______________

1.  Describe the child’s special need:___________________________________ __________________________________________________________________
2. Comments/Notes explaining condition: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family Advocate:_________________________________  Date: __________
Parent/Guardian Signature:_________________________Date:__________
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