
 
PATIENT CARE PLAN 

 
Patient Name: ___________________________________________                      Date: ___________________________ 
DOB: ________________________     SS#: _________________________          SC#: ___________________________                         
 
 
 
Nursing diagnosis  
 
 

Goals/ Outcome 
(short term & long term goals) 

Interventions Evaluation of short & long term 
goals &/or revision of goals/ 
interventions 

Date: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  Date: 

 


