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	Plan Details

	Service User Name
	

	Address


	

	Name of Person Co-ordinating Plan
	

	Names of people who have contributed to the plan
	

	Service User/Representative’s involvement in developing the plan
	

	Date Plan Completed

(review 6 monthly)
	


	Personal/Intimate Care Area (identified as requiring support in Assessment)
	Specify in detail how different tasks are to be conducted in ways which have been identified to be the least intrusive for the person or preferred by the person themselves, such as particular materials used
	The individual’s preferences and wishes with regards to the person supporting them with their intimate/personal care needs (consider gender, age and culture issues)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Important Areas to Address:
What should happen in the absence of key staff?

_______________________________________________________________________________________________________________________________________________________________

Are there any specific communication issues to ensure are in place when providing personal/intimate care?
_______________________________________________________________________________________________________________________________________________________________

Where should this personal/intimate care plan be kept (only key staff providing the support should have access)?

_______________________________________________________________________________________________________________________________________________________________
How were these guidelines developed and how did you decide the ways in which the support is given?

_______________________________________________________________________________________________________________________________________________________________
If risk areas have been identified during the assessment have these been addressed and where are these risk assessments kept?
_______________________________________________________________________________________________________________________________________________________________

Signed – Service User/Representative ______________________

Signed – Plan Co-ordinator _______________________________
Personal and/or Intimate Care Needs Plan














