13.4 Example of complementary therapies care plan

RACS name:

Resident name:

Resident DOB:

Relevant medical history:
Issue or concern:
Planned intervention or care remedy

	Date
	Issue or concern
	Care or remedy
	Evaluation or outcome

	
	
	
	


Complementary therapies practitioner

Discipline of practitioner

Signature ___________________________________________
General Practitioner

I acknowledge that the above therapy is to be implemented for this resident and am able to take it into consideration in my medical management of the resident.

Name
Signature



       Date
