
Cork/Kerry - Interagency Care Plan 

 

Interagency Care Plan - Cover Sheet 

  

Service User Details:  

Service User 

Name: 

. 

D.O.B.                                                 /   /    

  

Address:   

   

   

  

Telephone:    

Case Manager:   

Agency:   

Date of first 

contact: 

               /                     /         

Agreed Review 

date: 

               /                     /         

  

Checklist:   

 Assessment Complete 

 Release of Consent for Information Form Signed 

 Referral Form. 
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Interagency Care Plan - Action Sheet (ctd.) 

Service User Details  

Service User Name:   

D.O.B.   /   /    

    

Drug and Alcohol Use: 

State actions to be undertaken By whom? When? 

1       

2       

3       

4       

Outcome to Date:   

  

       

Physical and Psychological Problems: 

State actions to be undertaken By whom? When? 

1       

2       

3       

4       

Outcome to Date:   

  

 

Social Supports: 

State actions to be undertaken By whom? When? 

1       

2       

3       

4       

Outcome to Date:   
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Legal Problems: 

State actions to be undertaken By whom? When? 

1       

2       

3       

4       

Outcome to Date:   

 

 

 

Accommodation Supports 

State actions to be undertaken By whom? When? 

1       

2       

3       

4       

Outcome to Date:   

  

 

 

 

Risk Assessment: 

State actions to be undertaken By whom? When? 

1       

2       

3       

4       

Outcome to Date:   

  

Date:                /                     /         

  

Signed (Service user):   

Signed(Case Manager):   
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Interagency Care Plan -Review Sheet 

Service User Details:  

Service User Name:    

D.O.B.  /  /   

Present: 

1   2   

3   4   

5   6   

7   8   

  

Location:    

 Item Outcome 

1    

2     

3     

4     

5     

6     

Date:                /                     /         

  

Signed (Service user):   

Signed (Case   
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Manager): 

 

 

 

 

Interagency Care Plan - Case Manager Transfer Form 

  

Previous Case Manager:   

Agency:   

Newly Agreed Case Manager:   

Agency:   

  

I am satisfied with the manner in which this review has been conducted and with the 

agreements that have been reached with my involvement and/or on my behalf. 

Service User Signature (if 

present):   

  

Previous Case Manager   

New Case Manager:   

  

Date:                   /                     /         

 

 

 
 


