
	


	Self-administration Support Plan


	Name:
	     
	Date:
	     


	 FORMCHECKBOX 

Assessment of Self-administration Skills Completed

	Individual must demonstrate competence in all areas in order to be considered self-administrating.


	Supports Needed:

	 FORMCHECKBOX 

Takes pills from pill bottles

	 FORMCHECKBOX 

Medication ‘pill-organizer’

	 FORMCHECKBOX 

Medication Chart (Individual places check mark on chart or calendar when medication is taken.)

	 FORMCHECKBOX 

Prompts needed

	 FORMCHECKBOX 

In person when:
	     

	 FORMCHECKBOX 

Aids, Timer, Watch, etc:
	     

	 FORMCHECKBOX 

Other:
	     

	
	     

	
	

	How is Self-administration of Medication Monitored?

	 FORMCHECKBOX 

Observe each time medication is taken

	 FORMCHECKBOX 

Check medication ‘pill-organizer’

	 FORMCHECKBOX 

Periodic pill count

	 FORMCHECKBOX 

Review of individual’s medication chart or calendar

	 FORMCHECKBOX 

Other:
	     

	
	     

	
	

	What system will be used if the individual is unable to accurately self-administer for a period of time?

	 FORMCHECKBOX 

Staff will administer medication from labeled bottles or blister pack cards

	 FORMCHECKBOX 

Medication ‘pill-organizer’ will be checked (Note how often)
	     
	

	 FORMCHECKBOX 

Other:
	     

	
	

	Describe plan to help individual regain independence in self-administration:

	     

	     

	     

	     

	     

	     


	     
	
	     

	Individual’s Signature
	
	Date

	     
	
	     

	Case Manager’s Signature
	
	Date

	     
	
	     

	Program Director’s Signature
	
	Date


