REV 2/2025

Child’s Name:                                                                                  Date of Birth:                                                                                       TWIST#


 
 
	DPP-104B DCBS – Individual Health Plan


General Information:

	Date:

	Name (Child):
	DOB:
	County of Origin:
	Region:

	TWIST Case Name:
	TWIST Case Number:

	DCBS SSW:
	DCBS FSOS:

	Regional NCI:
	Nurse/Staff Completing IHP:

	Foster Parent:
	Region:
	County:

	Date of Placement:
	Type of Placement:  DCBS, PCC, Relative, PCP

	Bio Mother Name:
	Participated in IHP? 
	Bio Father Name:
	Participated in IHP?

	DCBS Custody Type:
	DCBS Permanency Plan:

	Current Medical Diagnoses (Primary Diagnosis Listed First):

	Current Medications (Name, Dosage, Route, Freq):


	Allergies:


	Hospitalizations:



Current Physical/Mental Health Care Providers:

	Name
	Specialty
	Address/Phone
	Date of most recent encounter

	
	
	
	 

	
	
	
	 

	
	 
	
	 

	
	
	
	 

	
	
	
	 

	
	
	
	 

	
	 
	
	 

	
	 
	
	 

	
	 
	
	 

	
	 
	
	 

	
	
	
	 

	
	
	
	 

	
	
	
	 

	
	
	
	 



Rehabilitative/Therapy Services:
	Service
	Status Y/N
	Provider/Contact Information
	Frequency ordered/Date last seen

	Speech
	
	 
	

	OT
	
	 
	

	PT
	
	 
	

	Home Health
	
	 
	

	DME
	
	 
	

	First Steps
	
	 
	

	Development Interventionist
	
	 
	

	Hospice/Palliative Care
	
	 
	

	Other
	
	
	


	Individual Healthcare Plan

	Diagnoses 
	Current Treatment Plan per Medical Records. Source & Date of Medical Orders.
	Additional actions needed
	Follow-up Plan include upcoming appointment dates
	Responsible Party

	Problem #1:

	
	
	
	

	Problem #2:

	
	
	
	

	Problem #3:

	
	
	
	

	Problem #4:
	
	
	
	

	Vision (annually per DCBS unless otherwise indicated) 
	
	
	
	

	Hearing (per DCBS policy)
 
	
	
	
	

	Immunizations (expiration date of current certificate)
	
	
	
	

	Nutritional/Dietary Plan:


	
	
	
	

	Weight:               Height:  
 (To be plotted on appropriate growth chart for documentation.)
	
	
	
	

	Dental 
(Date last seen/next scheduled)  
	
	
	
	

	Mental Health
 
	
	
	
	

	Developmental Assessment 
(Date of last well child exam.)
	
	
	
	


	

	

	Health Planning Conference Participants

As a member of the health management planning conference, I understand that information presented at this conference is confidential and not for public dissemination.

	


	


________________________________________
(Youth)
	




____________________________________
(Foster Parent(s))
	




______________________________________
(SSW)

	




________________________________________
(DCBS NCI)
	




____________________________________
(MCO Case Manager)
	




______________________________________
(Other)

	




________________________________________
(Other)
	




____________________________________
(Other)
	




____________________________________
(Other)


Continue Medically Complex Status: ❏Yes ❏No	Date for next IHP:_______________________


Overall Comments – (Include a statement for recommendation and reason to continue the medically complex designation or for removing designation.)









































