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Description of Service/Intervention:  _______________________________________________ 

Name of External Organization: ___________________________________________________ 

Service Provider’s Name & Designation: _____________________________________________ 

Service Provider’s Phone Number: _________________________________________________ 

Treatment Date: _______________________________________________________________ 

 

Nature of Treatment: 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

____________________________________________________________________________________ 
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Resident’s Response to Treatment: 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Plan of Care: 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Signature__________________________________________ 

 
Provided this signed copy of the External Healthcare Provider & Treatment Plan to the Nurse on Duty 
to file in the resident’s health record    


