HEALTH ACTION PLAN


	SECTION I.  Demographic Information

	Member Name:
	     
	KanCare ID No.:
	     
	

	Address:
	     
	

	Phone:
	     
	Date of Birth:
	     
	Gender:
	
	

	Primary Language:
	     
	Race:
	
	

	

	SECTION II.  Additional Contact Information

	Parent/Foster Parent/Legal Guardian: 
	     
	

	Address:
	     
	Phone:
	     
	

	Medical Power of Attorney: 
	     
	

	Address:
	     
	Phone:
	     
	

	KanCare MCO:
	     
	

	MCO Care Manager:
	     
	

	Address:
	     
	Phone:
	     
	

	Health Home Partner:
	     
	

	Health Home Care Coordinator:
	     
	

	Address:
	     
	Phone:
	     
	

	Other Support Person:
	     
	

	Address:
	     
	Phone:
	     
	

	

	SECTION III.   Physical and Behavioral Health

	
	Provider: 
	     
	

	
	Address:
	     
	Phone:
	     
	

	
	
	
	
	

	
	Kan Be Healthy Screen:
	
	(Children only)
	Date:
	     
	
	

	
	Health Risk Assessment:
	
	Date:
	     
	
	

	
	Physical Health:
	

	
	
	Physical Health Diagnoses:
	     
	

	
	
	Height:
	     
	Weight:
	     
	Date:
	     
	
	

	
	
	Cardio:
	BP:
	     
	Date:
	     
	Diabetes:
	A1c:
	     
	Date:
	     
	

	
	
	Obesity:
	BMI:
	     
	Date:
	     
	
	LDL-c:
	     
	Date:
	     
	

	
	
	Tobacco use: 
	
	Describe current usage if yes:
	     
	

	
	Behavioral Health:
	

	
	
	Mental Health Diagnoses:
	     
	

	
	
	Depressions Screening performed:
	     
	Date:
	     
	
	

	
	
	Substance Use Disorder Brief Screen:
	
	Date:
	     
	
	

	
	
	Substance Use Disorder Assessment:
	
	Referral: 
	     
	Date:
	     
	

	
	
	Results of Screening:
	     
	

	
	
	Drug(s) of Choice:
	     
	

	
	Medication/Reconciliation:
	

	
	Medication Name
	Dosage and Frequency
	Prescribed By
	Additional Information about Medications
	

	
	     
	     
	     
	     
	

	
	     
	     
	     
	     
	

	
	     
	     
	     
	     
	

	
	     
	     
	     
	     
	

	
	     
	     
	     
	     
	

	
	     
	     
	     
	     
	

	
	     
	     
	     
	     
	

	
	     
	     
	     
	     
	

	SECTION IV.   Existing HCBS Waiver Plan of Care (If applicable)

	
	Do you have an existing HCBS Waiver Plan of Care?
	
	

	
	Plan type:
	
	

	

	SECTION V.   Advanced Directives

	
	Advanced Directives:
	
	

	

	SECTION VI.   Goals and Steps to Achieve Desired Health Outcomes (Goals must address needs and must have measurable outcome)

	
	Goal:
	     
	

	
	Steps to Achieve Goal:
	     
	

	
	
	
	

	
	Strength and Needs:
	     
	

	
	
	
	

	
	Measurable Outcome:
	     
	

	
	
	
	

	
	Start Date:
	     
	Completion Date:
	     
	

	
	Progress (date):
	     

	

	
	Goal:
	     
	

	
	Steps to Achieve Goal:
	     
	

	
	
	
	

	
	Strength and Needs:
	     
	

	
	
	
	

	
	Measurable Outcome:
	     
	

	
	
	
	

	
	Start Date:
	     
	Completion Date:
	     
	

	
	Progress (date):
	     

	

	
	Goal:
	     
	

	
	Steps to Achieve Goal:
	     
	

	
	
	
	

	
	Strength and Needs:
	     
	

	
	
	
	

	
	Measurable Outcome:
	     
	

	
	
	
	

	
	Start Date:
	     
	Completion Date:
	     
	

	
	Progress (date):
	     

	

	
	Goal:
	     
	

	
	Steps to Achieve Goal:
	     
	

	
	
	
	

	
	Strength and Needs:
	     
	

	
	
	
	

	
	Measurable Outcome:
	     
	

	
	
	
	

	
	Start Date:
	     
	Completion Date:
	     
	

	
	Progress (date):
	      


	

	

	

	SECTION VII.   Signatures

	
	
	
	     
	

	
	Completed by: 
	
	Date:
	
	

	
	
	
	     
	

	
	Completed by: 
	
	Date:
	
	

	
	
	
	     
	

	
	Completed by: 
	
	Date:
	
	

	
	
	
	     
	

	
	Completed by: 
	
	Date:
	
	

	
	
	
	     
	

	
	Completed by: 
	Other: 
	Date:
	
	

	
	
	Describe Other:      
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