
        MARSHFIELD AREA RESPITE CARE CENTER, INC 

        MARCC 
         P.O. Box 485  
        Marshfield, Wisconsin 54449-0485 
        715-384-8478 
 

 
PARTICIPANT PLAN OF CARE 

 
 
Name: _______________________________________ Date: _______________________________ 
 
Address:  ________________________________________________ Phone:  ______________________ 
 
Age:  _____________  Gender:  ______________________  Diagnosis:  __________________________ 
 
Caregiver:  ___________________________________________________________________________ 
 
Physician:  ___________________________________________  Adm.  Date:  _____________________ 
 
Scheduled Days of Attendance:  __________________________________________________________ 
 
Hours:  ______________________________________________________________________________ 
 

ASSESSMENT 
 
Presenting Needs:  _____________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Presenting Strengths:  ___________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Staff Comments:_______________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Next scheduled review date:______________________________________________________________ 
 
Signature:  __________________________________________________________(Caregiver / Family) 
 
       __________________________________________________________(Staff) 


