
 

 

The Single Plan Of Care Approach 
 Manual for Parents 

Working Together for Kids and Teens with Multiple Special Needs 
 

What is the Single Plan of Care Approach? 

It’s all about focusing a team on the needs of your child and family.  Professionals from Network Partner 
organizations work together with you, in a Child and Family Team, to set goals based on your family’s visions and 
develop a Single Plan of Care. Network Partners include schools, hospitals, rehab providers, social and community 
services agencies that are likely already working with your child and providing you with services. 
 
Single Plan of Care processes and new tools, including a shared electronic record and common assessments, 
reduce the need for you to tell your child’s story over and over again.  Professionals from many different 
organizations who work with your child can share clinical information, coordinate services and work together to 
monitor your child’s progress through all the stages of their development. 
 

Your Manual 

This manual will help you be an active participant in your Child and Family Team.  You provide critical information 
to help your Team set and prioritize goals.  You also play an essential role in the development and delivery of your 
child’s Single Plan of Care - a comprehensive and coordinated plan that will be adjusted and revised as your child 
grows and develops. Some handy forms have been included to help you keep important information organized 
and at your fingertips.  We’re looking forward to working together with you and your child. 
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 Overview of the 

  Single Plan Of Care Process  

 CFI: Child & Family Interview IPAS: Initial Plan of Assessment and Services 
TAS:  Team Assessment Summaries SPOC: Single Plan of Care 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Family provides additional information for Shared Electronic Record and 
identifies 2 alternate dates for IPAS meeting 

Single Plan of Care meeting for all Child & Family Team members 

Professional Team members document Team Assessment Summaries (TAS) 
in child’s Shared Electronic Record.  Parents receive copy of TAS 

Network ACCESS Service Navigator, Single Plan of Care Coordinator or 
Team Lead contacts family to: 

 conduct or update CFI 
 obtain or update Consent 

Notifies Team members re child transitioning to Single Plan of Care 

Single Plan of Care Coordinator or Team Lead confirms date of IPAS 
meeting and Single Plan of Care meeting with family 

Single Plan of Care Coordinator or Team Lead conducts IPAS meeting with 
family.  Parents receive copy of IPAS 

Parents receive copy of child’s Single Plan of Care from Single Plan of Care 
Coordinator or Team Lead 

Team members update Shared Electronic Record.  Team meeting for 
professionals to brief on process, roles and responsibilities and identify 

potential Single Plan of Care meeting dates 

Communication to Team re: Family Visions 
and Single Plan of Care meeting date 

Communication to Team re: Single Plan of Care 
meeting agenda, etc. 

Professionals document Single Plan of Care 
in child’s Shared Electronic Record 

Monitoring of 
goals attainment 
from the Single 

Plan of Care 



 Overview of the 

  Single Plan Of Care Process  

 Working Together for Kids and Teens with Multiple Special Needs 
 

 
 
DEFINITIONS – STEPS TO A SINGLE PLAN OF CARE 
 
Child and Family Interview (CFI): 

 Provides an assessment of your child and family’s needs at home, at school and in your community.  
Information gathered functions as a common assessment framework for the team.   

 Gives each team member a common understanding of the overall strengths and needs of your child 
and family. Team members use this information as they investigate or assess areas within their 
expertise. 

 The CFI is meant to be a “living” document.  Adjustments and updates are done at the beginning of 
each Single Plan of Care cycle by the Single Plan of Care Coordinator or Team Lead, in consultation 
with you. 

 
Initial Plan of Assessment and Services (IPAS): 

 Assists your family to determine the focus of your child’s Single Plan of Care for the next 6 to 12 
months.    

 Your vision statements are used by the team to guide goal setting and the development of treatment 
plans.  

 The initial IPAS meeting can be conducted either face-to-face or over the telephone with you.  This 
meeting is generally conducted by a Single Plan of Care Coordinator.  Subsequent IPAS meetings are 
conducted by a Single Plan of Care Coordinator or a Team Lead. 

 
Team Assessment Summaries (TAS): 

 All relevant clinical and educational information aligned with achieving your family’s visions must be 
shared amongst team members ahead of the Single Plan of Care meeting.  This prepares everyone at 
the Single Plan of Care meeting to focus efforts on working together to problem solve and create 
integrated goals focused on achieving your family’s visions. 

 
Single Plan of Care (SPOC): 

 The Single Plan of Care meeting is all about bringing you and your team together to collectively 
design goals and activities focused on achieving your family’s visions.  Single Plan of Care meetings 
happen at a frequency that matches your child’s progress.  At a minimum, annual Single Plans of 
Care are expected.  

 It is expected that your team will share clinical and educational information PRIOR to the Single Plan 
of Care meeting via the Team Assessment Summary (TAS) rather than at the meeting.  This affords 
the time to develop integrated goals as a team. 

 Single Plans of Care are generally comprised of three goals with many integrated activities to ensure 
goal achievement.  

 

















Working Together for Kids and Teens with Multiple Special Needs

GettingA TeamUp AndRunning
Working with Sebastienis Anita’s first experiencewith a
SinglePlanof Care. Shesaysalthoughthere wasa learning
curve that took a little time, the processwaseasyto learn.
Shealso feels the additional time spent on team meetings
and communicationaddsincrediblevalue– to Sebastien,to
hisparentsandto all the professionalsworkingon the team.
Judy Andersen, a service coordinator who coaches
Sebastien’s team, has worked on dozensof SinglePlansof
Care. ShesaysAnita’s observationsare sharedby many of
the professionalsshe’s workedwith.

Accordingto Judy,initiating the SinglePlanof Caretakesno
more than three hours. Time is spent bringing the team of
professionalstogether so everyone can understand each
other’s rolesand becomefamiliar with the way peopleneed
to interact andcollaboratetogether. Shesaysthe hour spent
in the SinglePlanof Careplanningmeeting,with the child’s
parents participating, is when the big payoff starts. “In my
experience,the goals and activities you develop together
create a more integrated plan that actually focuses

everyone’s efforts. Asa result, eachminute you spendwith
that child and family hasmaximumimpact on achievingthe
family’s goals.”

Judy also states that the shared electronic record is an
invaluabletool that allows professionalteam members to
track movement toward goals and communicatewithout
actually having to contact each person on the team.
Although not everyonehas accessto the electronic record
yet, Judysaysthat those that do are up and running after
one trainingsession. “It takesme about 10 minutesto enter
a clinicalnote. And that 10 minuteshelpseveryoneon the
teamstayup-to-the-minuteon progressthat’s beenmade.”

Sebastien’s mom Anne sums up her experiencewith the
SinglePlanof Careapproachthis way, “It’s the bestway to
get communicationgoing and get everyonelined up behind
the goals we’ve set together. We’re so thankful and
grateful for Sebastien’s team. I don’t know where we’d be
without all these incredible people looking at what’s next
for Sebastien.”

1. Anne and Alex Cairns, Sebastien’s Parents
2. Judy Andersen, Service Coordinator/Team Coach, YRDSB/CTN Service Coordinator
3. Erica Brooks, Teacher, YRDSB
4. Sandi Cole, Student Services Coordinator, YRDSB
5. Penny Diamantopoulos, Case Manager, Central CCAC
6. Teri Rubinoff, Special Education Consultant, YRDSB
7. Lori Hall, School Principal, YRDSB
8. Elena Zannella-Latino, Health Assistant, YRDSB
9. Ann Lovett, Teacher of the Deaf, Student Services, YRDSB
10. Zahra Mawji, Occupational Therapist, YRDSB/CTN OT services
11. Anita Nunn, PT/OT Support Services, YRDSB
12. Vanessa Pellow, Physiotherapist, YRDSB/CTN PT services
13. Erin Robb, Speech-Language Pathologist, YRDSB
14. Andrea Visconti, Speech-Language Pathologist, YRDSB/CTN ACCS Services

SEBASTIEN’S TEAM

YRDSB: York Region District School Board PT/OT:Physiotherapy/Occupational Therapy
CCAC: Community Care Access Centre ACCS: Augmentative Communication Consultation Services
CTN:  Children’s Treatment Network

Sebastien’s Single Plan of Care

Sebastien is a student at John McCrae Public School in Markham who has complex needs. His parents and his team of professionals
are using the Network’s Single Plan of Care approach to heighten their ability to work together and provide Sebastien with a
comprehensive, coordinated plan that supports him at school, at home, and at play.

There are currently hundreds of parents and professionals across the Network using this integrated team approach. The experience
gained from working with each child and family helps us to learn more about how to integrate services and increase collaboration.
We get more insight on how best to address challenges and improve the process and tools so more families can benefit from a single
plan of care.

For more information about Children’s Treatment Network or the Single Plan of Care approach visit www.ctn-simcoeyork.ca

Teacher Erica Brooks leads Sebastien and his 
gal-pal Harleen in a rousing version of the 
“Speckled Frog” hand puppet sing-a-long.
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 Working Together for Kids and Teens with Multiple Special Needs 
 

Consent to Share Information and Use  

the Shared Electronic Record 

Overview 

In order to take a team approach to your child’s care and build a comprehensive Single Plan of Care, it is essential 
that all of the professionals working with your child are able to share clinical information, coordinate services and 
monitor progress.   
 
Your Consent allows them to use your child’s Shared Electronic Record to document and view information in a 
secure and confidential manner while allowing your Child and Family Team to build on past progress and 
experience. 
 
At this point in time, you should have already been contacted by one of your service providers or a Children’s 
Treatment Network professional to provide Consent for professionals working with your child to share 
information and use the Shared Electronic Record.   

 

What You Need to Know / Do 

 Everything you need to know about Consent is included in the Consent & Privacy Guide for Families (included 
in this Manual).  

 Your Consent, whether verbal or written, is documented in your child’s Shared Electronic Record.  Please 
assist us to keep your information up-to-date and accurate by following the instructions noted on the last 
page of the Consent & Privacy Guide for Families. 

 If you have not yet provided Consent for information sharing, or have any questions about Consent and 
Privacy, please discuss this with a member of your Child and Family Team OR contact Network ACCESS toll 
free at 1-866-377-0286 and they will assist you. 

  

Reference Material in this Manual 

 Family Consent & Privacy Guide and Consent Form 















 

 

Child and Family Interview (CFI) 

Working Together for Kids and Teens with Multiple Special Needs 
 

Overview  

The Single Plan of Care Approach starts by ensuring everyone on your Child and Family Team has a common 
understanding of your unique situation.  In order to develop a comprehensive and coordinated plan of care, it is 
essential that everyone working with you know about your child’s developmental and treatment history as well 
as your child and family’s strengths and needs.   

The information you provide during the Child and Family Interview is documented in your child’s Shared 
Electronic Record. With your Consent, this information is shared by the professionals on your Child and Family 
Team.   It provides a common assessment framework for your Team and helps professionals focus efforts on 
your child and family’s needs - at home, in school and at play. 

 

What You Need to Know 

 At this point in time, you should have already participated in a Child and Family Interview.  It is usually 
conducted over the phone by a Service Navigator from Network ACCESS or you may have been interviewed by 
your Early Interventionist, Family Resource Worker or Case Manager.  

 These skilled clinicians guided you through a series a questions designed to gather the information about your 
child’s developmental and treatment history, current services, strengths and areas of need or concern. 

 You also identified the service providers working with your child who should be included in your Child and 
Family Team and provided Consent for these professionals to share information and use your child’s Shared 
Electronic Record.  

 If you have not participated in a Child and Family Interview, please discuss this with a member of your Child 
and Family Team, Single Plan of Care Coordinator or Team Lead 

 

What You Need to Do 

 You will receive a printed copy of your Child and Family Interview within one month of the interview. Please 
read it carefully to ensure it is complete and accurate. Provide as much information as you are comfortable 
sharing: all tid-bits are valuable. 

 The information collected through the initial Child and Family Interview can be modified or added to at any 
time.  Contact your Single Plan of Care Coordinator or Team Lead when you wish changes to be made in your 
child’s Shared Electronic Record. 

 Your Single Plan of Care Coordinator or Team Lead will alert other team members when there are updates to 
your child’s record, but a family reminder when you are working with a team professional is always helpful. 



 
 

 

Your Child and Family Team 

Working Together for Kids and Teens with Multiple Special Needs 
 

 

Identifying Your Child and Family Team 

Professionals from Network Partner organizations who provide services for your child are members of your Child 
and Family Team. Network Partners consist of a wide range of publicly funded agencies including schools, 
hospitals, rehab providers and community service organizations. (See Children’s Treatment Network Brochure for 
a complete list). However, you may also be using the services of physicians, specialists, or private practitioners 
who may not be members of the Network.   
 
It is recommended that you identify ALL professionals working with your child so they may be listed as Child and 
Family Team members in your child’s Shared Electronic Record.   This will ensure that the full array of providers 
you interact with can share information and contribute to the development and delivery of your child’s Single Plan 
of Care. 
 
During your Child and Family Interview and throughout Single Plan of Care process, you are asked to provide the 
names and agency affiliations of professionals working with your child so they can be listed as members of your 
Team in your child’s Shared Electronic Record.   Your Consent is required for Team members to share the 
information contained in your child’s record.  Only those Team members affiliated with a Network Partner agency 
and the additional team members you identify will be given this authorization.  
 
Contact your Single Plan of Care Coordinator or Team Lead if there are additional Team members or changes to be 
made to your child’s record. 

 

Child and Family Team Member Roles and Responsibilities 

Teamwork is at the heart of your child’s Single Plan of Care.  Communication, trust and a commitment to work 
together to achieve your family’s visions are foundations for all Child and Family Teams.  Understanding your role 
and responsibility - as well as the role and responsibility of each Team member - will help everyone stay on track 
and on target for achieving those goals. 
 
Your Child and Family Team include members of your family and the various professionals who work with your 
child.  A Single Plan of Care Coordinator or a Single Plan of Care Team Lead has been designated to help 
coordinate everyone’s efforts and be your first line of contact for questions, information or any support your may 
need. 

 

What You Can Expect from Your Role on Your Child and Family Team 

 To be an active and valued member of your Team 

 To provide ongoing input into defining and developing your visions for your child and family 

 To be informed and asked for Consent to share your personal information with the Team 

 To participate in the development of meaningful goals and activities for your child and family 

 To participate in your child’s plan and treatment 

 
  



 
 

 

Your Child and Family Team 

Working Together for Kids and Teens with Multiple Special Needs 
 

 

Task / Responsibility 
Single Plan Of Care 
Coordinator or 
Team Lead 

Family Member 
Professional 
Team Member 

Work together to identify the family’s visions and 
prioritize goals during the Initial Plan of Assessment and 
Services (IPAS) 

X X  

Main contact for the family and professional Team 
members 

X   

Provide parents with printed copies of information from 
the child’s Shared Electronic Record 

X   

Contact the child’s school and physician to discuss the 
Single Plan of Care process and coordinate participation 
in the child’s plan 

X  X 

Conduct assessments and document Team Assessment 
Summaries (TAS)  in the child’s Shared Electronic Record  

X  X 

Provide information to Team members who do not have 
access to the child’s Shared Electronic Record 

X   

Schedule Team meetings (IPAS, Single Plan of Care)  X   

Work together to lead Team meetings  X X  

Work together to develop integrated goals that reflect 
the family’s visions 

X X X 

Ensure the child’s Single Plan of Care is documented and 
monitored 

X  X 

Work together to ensure the child’s Shared Electronic 
Record is continuously updated with current Team, 
treatment and goal information  

X X X 

 

Reference Material in this Manual 

 Our Child & Family Team – Family Reference Sheet 

 Teamwork Skills:  Being an Effective Group Member 
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OUR CHILD AND FAMILY TEAM 
(Family Reference Sheet) 

Child or Youth’s Name Date of Birth Shared Electronic Record Number 

   

 

CHILD & FAMILY TEAM MEMBERS 

Name Organization/Agency Occupation / Specialty Phone Email Notes 
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LOCAL SITES LOCATIONS 

YORK REGION 
York Resource Centre/Richmond Hill Area  
 13175 Yonge St., Richmond Hill, ON  L4E 0G6 
 Tel:  905-773-4779   Fax:  905-773-7090 
 Toll Free:  1-877-719-4795 
 Local Team Facilitator:  Rhonda Jacobson  
 rhonda.jacobson@ctn-simcoeyork.ca 

Georgina Area   
 R.L. Graham Public School Room 103  
 70 Biscayne Blvd., Keswick, ON  L4P 3M8  
 Tel:  905-476-0202   Fax:  905-476-0900  
 Local Team Facilitator:  Andrea Harrison-Hercun 
 andrea.harrison-hercun@ycdsb.ca 

Markham Area  
 50 McIntosh Drive, Suite 239 
 Markham, ON  L3R 9T3  
 Tel:  905-946-7966    Fax:  905-305-7440 
 Local Team Facilitator:  Rhonda Jacobson  
 rhonda.jacobson@ctn-simcoeyork.ca 

Vaughan Area  
 9401 Jane St, 3rd Floor, Suite 301 
 Maple, ON  L6A 4H7 
 Tel:  905-417-6045 
 Local Team Facilitator:  Terry Wilson  
 terry.wilson@yrdsb.edu.on.ca 

Newmarket/Bradford Area 
 Southlake Regional Health Centre 
 Rehabilitation Services – 1st Floor 
 596 Davis Drive, Newmarket, ON  L3Y 2P9 
 Tel:  905-895-4521  ext 6651 
 Local Team Facilitator:  Helen Fowler  
 helen.fowler@york.ca 

 

 

  

 

 

 

SIMCOE COUNTY 
Simcoe Resource Centre/Barrie Area  
 Common Roof, 165 Ferris Lane, Barrie, ON  L4M 2Y1 
 Tel:  705-719-4795 ext 318   Fax:  705-726-2870 
 Local Team Facilitator:  Leanne Weeks 
 leanne.weeks@ctn-simcoeyork.ca 

Alliston Area   
 233 Church Street, Alliston, ON  L9R 2B7 
 Tel:  705-728-9090  ext 47134    Fax:  705-435-4070 
 Local Team Facilitator:  Debbie Bushby 
 bushbyd@rvh.on.ca 

Midland Area  
 230 Aberdeen Blvd., Midland, ON  L4R 5N4 
 Tel:  705-527-7022 ext 332 
 Local Team Facilitator:  Angela Paylor 
 appaylor@osmh.on.ca 

Collingwood Area  
 YMCA, 200 Hume Street, Collingwood, ON  L9Y 4E8   
 Tel:  705-446-3080 
 Local Team Facilitator:  Jennifer Phillips  
 jrphillips@osmh.on.ca 

Orillia Area (Location Pending) 
 Tel:  705-326-2214 ext 234 
 Local Team Facilitator:  Paul Leishman 
 pleishman@osmh.on.ca 

Newmarket/Bradford Area 
 Southlake Regional Health Centre 
 Rehabilitation Services – 1st Floor 
 596 Davis Drive, Newmarket, ON  L3Y 2P9 
 Tel:  905-895-4521  ext 6651 
 Local Team Facilitator:  Helen Fowler  
 helen.fowler@york.ca 

 Francophone Team – York Region and Simcoe County 
 Tel:  705-725-9755 ext 213   Fax:  705-725-1955 

Local Team Facilitator:  Julie Bellehumeur 
 jbellehumeur@lacle.ca 

 



  

 Teamwork Skills: 
      Being An Effective Group Member 
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Children’s Treatment Network views parents as integral members to their child’s service team.  For small groups 
to function effectively in a course context, members must attend to both the climate within their group and the 
process by which they accomplish their task. Critical to a healthy climate and an effective process are strong 
communication skills. Below you will find the basic characteristics of effective communicators, plus tips to help 
members with group climate and process.  As a key member to this team, you can help shape the climate, process 
and communication of your team. 
 

Communication Skills 

To function successfully in a small group, members need to be able to communicate clearly on intellectual and 
emotional levels.  
 
Effective Communicators: 

 Can explain their own ideas 
 Express their feelings in an open but non-threatening way 
 Listen carefully to others 
 Ask questions to clarify others’ ideas and emotions 
 Can sense how others feel based on their nonverbal communication 
 Will initiate conversations about group climate or process if they sense tensions brewing  
 Reflect on the activities and interactions of their group and encourage other group members to do so as well 
 
Regular open communications, in which group members share their thoughts, ideas, and feelings, is a must for 
successful group work. Unspoken assumptions and issues can be very destructive to productive group functioning. 
When members are willing to communicate openly with one another, a healthy climate will emerge and an 
effective process can be follows. 
 

Skills for a Healthy Group Climate 

To work together successfully, group members must demonstrate a sense of cohesion. Cohesion emerges as 
group members exhibit the following skills: 
 
Openness: Group members are willing to get to know one another, particularly those with different interests and 
backgrounds. They are open to new ideas, diverse viewpoints, and the variety of individuals present within the 
group. They listen to others and elicit their ideas. They know how to balance the need for cohesion within a group 
with the need for individual expression. 
 
Trust and self-disclosure: Group members trust one another enough to share their own ideas and feelings. A sense 
of mutual trust develops only to the extent that everyone is willing to self-disclose and be honest yet respectful. 
Trust also grows as group members demonstrate personal accountability for the tasks they have been assigned. 
 
Support: Group members demonstrate support for one another as they accomplish their goals. They exemplify a 
sense of team loyalty and both cheer on the group as a whole and help members who are experiencing 
difficulties. They view one another not as competitors but as collaborators.  
 
Respect: Group members communicate their opinions in a way that respects others, focusing on “What can we 
learn?” rather than “Who is to blame?” 
 



  

 Teamwork Skills: 
      Being An Effective Group Member 
 

Centre for Teaching Excellence --http://cte.uwaterloo.ca     

Skills for an Effective Group Process 

Besides knowing how to develop a healthy group climate, members also need to know how to function so that 
they are productive and accomplish their tasks effectively. An effective process will emerge as members exhibit 
these skills: 
 
Individual responsibility and accountability: All group members agree on what needs to be done and by whom. 
Each member then determines what he or she needs to do and takes responsibility to complete the task(s). They 
can be held accountable for their tasks, and they hold others accountable for theirs.  
 
Constructive Feedback: Group members are able to give and receive feedback about group ideas. Giving 
constructive feedback requires focusing on ideas and behaviours, instead of individuals, being as positive as 
possible, and offering suggestions for improvement. Receiving feedback requires listening well, asking for 
clarification if the comment is unclear, and being open to change and other ideas.  
 
Problem Solving: Group members help the group to develop and use strategies central to their group goals. As 
such, they can facilitate group decision making and deal productively with conflict.  
 
Management and Organization: Group members know how to plan and manage a task, how to manage their 
time, and how to run a meeting. For example, they ensure that meeting goals are set, that an agenda is created 
and followed, and that everyone has an opportunity to participate. They stay focused on the task and help others 
to do so too. 
 
Knowledge of Roles: Group members know which roles can be filled within a group (e.g., facilitator, idea-
generator, summarizer, evaluator, mediator, encourager, recorder) and are aware of which role(s) they and 
others are best suited for. They are also willing to rotate roles to maximize their own and others’ group learning 
experience.  
 

 



 
 
 

 

Initial Plan of Assessment and 

Services (IPAS) 
 

Working Together for Kids and Teens with Multiple Special Needs 
 

Overview 

Your family’s visions are at the centre of your child’s Single Plan of Care.  They form the common framework that 
all team members use to set goals and develop treatment plans. Your family’s visions will determine the direction 
and focus of your child’s Single Plan of Care for the next 6 to 12 months. 
 
The IPAS meeting is all about helping you identify the visions that will drive your child’s plan.  Your Single Plan of 
Care Coordinator or Team Lead will meet with you (either face-to-face or over the telephone) and assist you to 
create vision statements that the Team will use to base their goals. Your family’s vision statements will be 
documented in your child’s Shared Electronic Record for all Team members to review and use.  

 

What You Need To Know / Do 

Prior to the IPAS Meeting 

 Spend some time thinking about what changes you would like to see for your child and family over the next 6 
to 12 months … the areas where you would like your family and your Team to put their energy and focus. 

 Gather reports, contact information for any other professionals working with your child and family, and any 
written information that you would like to share with the professionals on your Child and Family Team.  

 Your Single Plan of Care Coordinator or Team Lead will be in contact with you to book your IPAS meeting. 
 

The IPAS Meeting 

 Work with your Single Plan of Care Coordinator or Single Plan of Care Team Lead to describe the changes you 
would like to see and they will assist you to develop vision statements.   These visions will be documented in 
the Shared Electronic Record and identified as your priorities for your child.  The professionals on your Child 
and Family Team will align their work efforts with your family’s visions.   

 Give reports, written documents and contact information for any other professionals working with your child 
and family to your Single Plan of Care Coordinator or Team Lead.  They will ensure that this information is 
filed in your child’s Shared Electronic Record. 

 Discuss any additional areas of concern - areas where you feel your child or your family may need additional 
support, resources or information.   

 Set the Single Plan of Care Meeting date based on the potential dates provided by the Team. 
 

Following the IPAS Meeting 

 The IPAS will be documented in your child’s Shared Electronic Record.  You will receive a printed copy of the 
IPAS from your Single Plan of Care Coordinator or Team Lead within one month of the meeting. Save the IPAS 
document in your Manual for Parents.  

 

Reference Material in this Manual 

 Sample Vision Statements 

 Sample Initial Plan of Assessment and Services 



   
   Single Plan of Care  
 

 

Sample Vision Statements (for 6-12 months) 
 
Communication 

 We want John to be able to tell others what he needs.  

 Bill will begin to use words more often when communicating with us.  

 Joe will consistently use his communication device at home and in school and around the community. 

Transition 

 Bill will be happy as he begins attending grade school. 

 Bill will transition from secondary school to an adult program that will be meaningful to him.   

 Mary will be content and comfortable in her new group home.  

Education 

 John will have a meaningful program at school so that he learns life skills for his independence.   

 Tim will graduate from high school with a high school diploma.   

 Bob will have support at school so that he is able to stay in school and participate in the classroom 

program.   

 Sue will attend integrated classes with her peers.   

 The school environment will be safe for my child and have plans in place to ensure this. (safety 

plan/medical plan) 

 My child will be able to attend post secondary education. 

Respite 

 Our family will have respite care for our child so that we have enough support to go on community 

outings together. 

 We will find respite care for our child so that my husband and I can have time together.   

Mobility 

 Beth will move independently within the classroom and at home without adult support.   

 Bill will independently walk onto the stage to accept his high school diploma.  

 Sue will be able to get around her community independently (could include road safety, public 

transportation, etc.). 

Self-Care 

 Cathy will be independent in toileting.  

 Sue will be able to dress herself. 

 Tom will be able to feed himself. 

Health 

 My baby will make steady developmental progress so that she does not fall behind her peers and we will 

be well supported while doing so.  

 Doug’s health will become and remain stable.  

 Sam will be comfortable and free from pain. 



   
   Single Plan of Care  
 

 

Sample Vision Statements (for 6-12 months) 
 

Social/Recreation 

 Tom will participate in social activities at school. 

 Sue will participate in social activities in the community. 

 Dillon will attend summer day camp in his community. 

 Beth will have friends.  

Behaviour 

 That I can take Bob into my community without temper tantrums.  

 That my child can remain in school without being sent home because of his behaviour.  

Accessibility 

 That our family home is accessible for my child. 

 Our family will have an accessible vehicle for our child. 

Vocational  

 Bob will gain work experience through his school program. 

 Nancy will get a summer job.  

Family Functioning 

 We will be better equipped to parent our child’s behaviour so it is not so overwhelming. 

 We will begin to deal with our sense of grief/loss. 
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Client #:   
906569

 Name:   
CHRISTINE TEST TEST

 Date of Birth:   
18 FEB 03

 
 

Initial Plan for Assessments and Services 
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Initial Child and Family Vision #1: Date 03 OCT 11
 

Client w ill be able to communicate her w ants in social context
 

Initial Child and Family Vision #2: Date 03 OCT 11
 

Client w ill participate in social and recreational opportunities in the community
 

Initial Child and Family Vision #3: Date 03 OCT 11
 

Client's physical status w ill be maintained and pain free
 

Initial Child and Family Vision #4: Date 03 OCT 11
 

Client w ill have a hobby other than w atching TV that is age appropriate and fun
 

Initial Child and Family Vision #5: Date 03 OCT 11
 

Client w ill learn to fall asleep on her ow n bed
 

 

Service Coordination Summary: 

  

Team lead summary for parent discussion on Oct 3rd. Client is an 8 year old

 w ho attends public school. Mom idicates that she w ould like client to be able

 to communicate, especially w ith peers and friends to support her social 

participation. In regards to summer camps and recreation, it has been 

 

 

 

1. Initial Area of Concern or 
Identified Need 

Communication
 

Initial Actions Recommended Augmentative team look at communication strategies to support peer inter
 

Family Date Service Discussed with Family  03 OCT 11
 

Family in Agreement Yes
 

 

Agency Name YRDSB
 

Date 
Notified 

 

Team 
Member 

Sara Koke
 

 

 

2. Initial Area of Concern or 
Identified Need 

Social and Recreation Opportunities
 

Initial Actions Recommended Referral to inclusive Recreation Program
 

Family Date Service Discussed with Family  03 OCT 11
 

Family in Agreement Yes
 

 

Agency Name YSSN
 

Date 
Notified 

 

Team 
Member 

Vanessa Karklins
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Client #:   
906569

 Name:   
CHRISTINE TEST TEST

 Date of Birth:   
18 FEB 03

 
 

3. Initial Area of Concern or 
Identified Need 

Lifespan Planning
 

Initial Actions Recommended Referral to Brief Family Support
 

Family Date Service Discussed with Family  03 OCT 11
 

Family in Agreement Yes
 

 

Agency Name YSSN
 

Date 
Notified 

 

Team 
Member 

Brief Family Support
 

 

 

4. Initial Area of Concern or 
Identified Need 

Othopaedic Management
 

Initial Actions Recommended PT,OT, Dr. Jethw a, Botox Clinic, develop coordinated plan
 

Family Date Service Discussed with Family  03 OCT 11
 

Family in Agreement Yes
 

 

Agency Name YRDSB/DACS/Botox
 

Date 
Notified 

 

Team 
Member 

Kim Woodland, Bill Frampt
 

 

 

5. Initial Area of Concern or 
Identified Need 

Sleep Program
 

Initial Actions Recommended Discuss w ith Kim Woodland
 

Family Date Service Discussed with Family  03 OCT 11
 

Family in Agreement Yes
 

 

Agency Name YRDSB
 

Date 
Notified 

03 OCT 11
 

Team 
Member 

Kim Woodland
 

 

 

6. Initial Area of Concern or 
Identified Need 

 

Initial Actions Recommended 
 

Family Date Service Discussed with Family  
 

Family in Agreement 
 

 

Agency Name 
 

Date 
Notified 

 

Team 
Member 

 

 

 

7. Initial Area of Concern or 
Identified Need 

 

Initial Actions Recommended 
 

Family Date Service Discussed with Family  
 

Family in Agreement 
 

 

Agency Name 
 

Date 
Notified 

 

Team 
Member 

 

 

 

8. Initial Area of Concern or 
Identified Need 

 

Initial Actions Recommended 
 

Family Date Service Discussed with Family  
 

Family in Agreement 
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Client #:   
906569

 Name:   
CHRISTINE TEST TEST

 Date of Birth:   
18 FEB 03

 
 

Agency Name 
 

Date 
Notified 

 

Team 
Member 

 

 

 

9. Initial Area of Concern or 
Identified Need 

 

Initial Actions Recommended 
 

Family Date Service Discussed with Family  
 

Family in Agreement 
 

 

Agency Name 
 

Date 
Notified 

 

Team 
Member 

 

 

 

10. Initial Area of Concern or 
Identified Need 

 

Initial Actions Recommended 
 

Family Date Service Discussed with Family  
 

Family in Agreement 
 

 

Agency Name 
 

Date 
Notified 

 

Team 
Member 

 

 

 

 

Tentative Date for Single Plan of Care Meeting:    
 

 



 

 

The Single Plan Of Care Meeting 

 

Working Together for Kids and Teens with Multiple Special Needs 
 

Overview 

The Single Plan of Care meeting brings your entire Child and Family Team together so that you can problem solve 
and create the integrated goals and plans that are focused on achieving your family’s visions.   
 
This meeting is different from most conferences where professionals typically share their individual clinical 
findings.  Instead, this information is shared with all Child and Family Team members PRIOR to the Single Plan of 
Care meeting.   Each Team member contributes to a shared clinical summary known as the Team Assessment 
Summaries (TAS), which is posted in your child’s Shared Electronic Record.  By reviewing this information ahead of 
time, Team members come to the meeting prepared to work together to PLAN as a Team. 
 
Family members are key participants in setting goals. You provide critical input as to the priority and feasibility of 
goals presented by the Team and share responsibility for goal setting and attainment.   
 
Single Plan of Care meetings should take place at a frequency that matches your child’s progress, with a minimum 
of an annual Single Plan of Care meeting expected.   

 

What You Need To Know / Do 

Prior to the first Single Plan of Care Meeting 

 You should receive a copy of the Team Assessment Summaries (TAS) document no later than one week 
before the Single Plan of Care meeting.  It will be provided by your Single Plan of Care Coordinator or Team 
Lead.  If you have questions or concerns about what is documented, contact the relevant team member 
directly and/or your Single Plan of Care Coordinator or Team Lead.  

 Provide any written information that you would like to share with your Child and Family Team to your Single 
Plan of Care Coordinator, Team Lead or any Team member. They will arrange for it to be posted in your 
child’s Shared Electronic Record. 

 Review your family visions. They will form the framework for the Team’s goal setting. If there has been a 
change in your visions, inform your Single Plan of Care Service Coordinator or Team Lead PRIOR to the 
meeting.   

 
During the first Single Plan of Care Meeting 

 Your Single Plan of Care Coordinator or Team Lead acts as a facilitator to support the Team to develop an 
integrated Single Plan of Care for your child and family. 

 You will work together with all your Team members, to review visions, set goals and plan activities designed 
to achieve these goals.  

 Individual Team members (professionals or family members) will take primary responsibility for monitoring 
progress made against each activity/goal.  

 You will be asked to provide verbal consent for programs, interventions and/or activities as identified in the 
Single Plan of Care.   

 Collectively, ALL Team members will determine the best way to communicate between meetings.  Note that 
therapists cannot share confidential clinical information through e-mail correspondence with you.  But you 
can arrange to set up phone meetings to discuss your child’s progress. 

 Your Team will also decide how often Single Plan of Care Meetings should take place. At a minimum, meetings 
should be held at least once a year. 

 



 

 

The Single Plan Of Care Meeting 

 

Working Together for Kids and Teens with Multiple Special Needs 
 

Post Single Plan of Care Meeting 

 Your Single Plan of Care will be documented in your child’s Shared Electronic Record.  Your Single Plan of Care 
Coordinator or Team Lead will send you a copy of the plan within one month of the meeting.  Please review it 
carefully and check for accuracy. 

 Your Single Plan of Care Coordinator or Team Lead will review all notes made in your child’s record.  You 
should speak with them at least every few months to discuss progress made and identify any new issues or 
concerns. 

 

Reference Material in this Manual 
 Sample Team Assessment Summaries (TAS) 

 Sample Single Plan of Care Meeting Agenda 

 Single Plan of Care Attendance Sheet 
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Team Assessment Summaries 

Finish Cancel
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Initial Child and Family Visions 

Initial Child and Family Vision #1: Date 03 OCT 11
 

Client w ill be able to communicate her w ants in social context
 

Initial Child and Family Vision #2: Date 03 OCT 11
 

Client w ill participate in social and recreational opportunities in the community
 

Initial Child and Family Vision #3: Date 03 OCT 11
 

Parents w ill have a greater understanding of the adult system of support
 

Initial Child and Family Vision #4: Date 03 OCT 11
 

Client w ill have a comprehensive plan for orthopaedic management
 

Initial Child and Family Vision #5: Date 03 OCT 11
 

Client w ill learn to fall asleep on her ow n bed
 

Summary of Assessment Findings 

Team Member 1: Name:   
Bill Frampton

 Role:   
Physiotherapist

 

  Date:   
04 OCT 11

   

Christine’s physical status has been relatively stable. Christine’s leg/hip

 spasticity can interfere w ith dressing and diapering. Botox helps to reduce 

tightness. Should the Botox become ineffective, Christine may be a candidate

 for hip reconstructive surgery. This requires monitoring. Positioning and

 

 

  

Team Member 2: 
Name:   

Kim Woodland
 Role:   

Occupational Therapist
 

  
Date:   

04 OCT 11
 

  

Continuing to investigate different w alkers and standers to support Christine’s

 hips and posture. With better positioning the use of Christine’s arms and hands

 may become more functional to allow  her to activate sw itches for communication and

 

 

  

Team Member 3: 
Name:   

Sara Koke
 Role:   

Augmentative Communications Specialist
 

  
Date:   

04 OCT 11
 

  
  



 

 Single Plan of Care - TAS 
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Christine is now  using a sw itch to consistently indicate yes/no. The team has

 been trialing various placements of sw itches on her tray. Christine’s reach is

 limited due to the spasticity of her dominant right hand. In addition, w hen 

placed w ithin reach, Christine’s ability to exert enough pressure to detonate

 

 

Team Member 4: 
Name:    Role:   

Educator
 

  
Date:   

04 OCT 11
 

  

Christine continues to access a modified curriculum. The focus of her learning

 has been around her communication system and her understanding of basic 

concepts such as: taking turns, colours, numbers, alphabet recognition, early

 rhyming and categorization. Christine is w ell liked by her peers. We w ould like

 

 

  

 

 

 
 



 

 Single Plan of Care Meeting Agenda  
 (Use to take your own notes) 
 

   Working Together for Kids and Teens with Multiple Special Needs 
 

 
Date:  ______________________ 
 
Client:  ______________________ 
 
 
 
 
Agenda: 1)   Welcome and Introductions 
 
 

2) Brief Overview of Children’s Treatment Network and Single Plan of Care Process 
 
 

3) Review of Family Visions 
 
 
 
 
 

4) Team Assessment Summaries—Questions and Comments 
 

 
 
 
 

5) Goals and Activities 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

6) Set Date for Follow-Up Meeting 



 

 Single Plan of Care Meeting Attendees 
 

 

    Working Together for Kids and Teens with Multiple Special Needs 
 

 
 
 

Client:  ___________________________ DOB:  ______________________ 
 
SPOC Meeting Date:  ________________   SPOC Meeting Location:   ______________________ 

 
 
 

SERVICE PROVIDER/ 
TEAM MEMBER 

TITLE/DISCIPLINE PHONE NUMBER E-MAIL ADDRESS 

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 



 

 

Your Single Plan Of Care  

Working Together for Kids and Teens with Multiple Special Needs 
 

Overview 

Your Single Plan of Care guides the work of your entire Child and Family Team for a 6 to 12 month period.  The 
goals that you and your Team identified are: 

 Aligned with your family visions 

 Measurable  

 Monitored against timelines, as agreed upon at the Single Plan of Care meeting 
 

The overall goal is to help your child and family achieve your visions by ensuring all Team members and the 
services they provide to your child are continually focused on making progress toward your family’s visions.  You 
and your Team will revise your Single Plan of Care as goals are met and your child and family’s needs or visions 
change.  

   

What You Need To Know 

Your Single Plan of Care Coordinator or Team Lead will give you a copy of the Single Plan of Care document within 
one month of the Single Plan of Care meeting.  Your Single Plan of Care document will include:  

 Your visions for your child and family 

 A list of the goals developed at the Single Plan of Care meeting, aligned with your family visions 

 A list of the names of Team members who have primary responsibility to ensure that each individual goal is 
achieved (for some goals, this may be a family team member) 

 A list of activities that will assist your child and family in meeting these goals, as discussed at the Single Plan of 
Care meeting 

 
Progress will be updated in your child’s Shared Electronic Record.  Please advise your Single Plan of Care 
Coordinator or Team Lead about any changes you see that are important for the Team to know about.  They can 
document this information in your child’s record so Team members can make adjustments, as necessary. 
 
The Child and Family Team determines when the next Single Plan of Care meetings will occur based on expected 
goal attainment.  As a parent/guardian you can request your Team meet before the next scheduled meeting if 
there are substantial changes that you need addressed.  

 

What You Need To Do 

Review your Single Plan of Care on a regular basis as a reminder of goals, activities and next steps.  You should 
contact your Single Plan of Care Coordinator or Team Lead if: 

 You have questions about the plan 

 Your goal(s) have been reached 

 You have information that you wish to share with the Team 

 You have seen no changes with your child within the time suggested 

 You are having difficulty working on these goals/activities 

 There are changes with your child’s health and/or diagnosis 

 There are significant changes in your family situation and you may need additional support  

 Your family’s visions have changed 

 You wish to change the time schedule for the next Single Plan of Care Meeting 

 

Reference Material in this Manual 

 Sample Single Plan of Care Template
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Date Single Plan of Care Meeting was held to develop the Plan: 
 

Are there any changes to the Child and Family Vision Statements? 
  Yes      No 

If Yes, revise Child and Family Vision Statements below 
 

Child and Family Visions 

Child and Family Vision #1: Date Vision Established: 03 OCT 11
 

Client w ill be able to communicate her w ants in social context
 

 

Goals Activities 

Goal 1 

Christine w ill be able to communicate

    

 

Domain: 
 

Goal Lead 
(role): 

Speech and Language Pathologist
 

Date Set: 03 OCT 11
 

Status: 
 

Comments:  
 

Activity 1A 

PODD choice system w ill be used to 

    

Activity 
Lead: 

SLP to dev
  

Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1B 

Training the PODD system at home an

    

Activity 
Lead: 

SLP
  

Date Set: 
  

Status: 
 

Comments: 
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Activity 1C 

20 choice activities need to be identif

    

Activity 
Lead: 

EA and Par
  

Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1D 

Check seating system and stander o

    

Activity 
Lead: 

OT
  

Date Set: 
  

Status: 
 

Comments: 

  

 

Child and Family Vision #2: Date Vision Established: 03 OCT 11
 

Client w ill participate in social and recreational opportunities in the community
 

 

Goals Activities 

Goal 1 

Christine w ill participate in a multiple w

    

 

Domain: 
 

Activity 1A 

Investigate various acquatics progra

    

Activity 
Lead: 

Incl Rec
  

Date Set: 
  

Status: 
 

Comments: 
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Goal Lead 
(role): 

Family
 

Date Set: 03 OCT 11
 

Status: 
 

Comments:  
 

 

 
Activity 1B 

Attend an information session for SL

    

Activity 
Lead: 

Parent
  

Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1C 

Purchase of an adapted life jacket

    

Activity 
Lead: 

OT & Paren
  

Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1D 

Teach Christine about sw imming less

    

Activity 
Lead: 

Mom (Teac
  

Date Set: 
  

Status: 
 

Comments: 
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Activity 1E 

Provide pool/sw im vocabulary and in

    

Activity 
Lead: 

SLP
  

Date Set: 
  

Status: 
 

Comments: 

  

 

Child and Family Vision #3: Date Vision Established: 03 OCT 11
 

Client's physical status w ill be maintained and pain free
 

 

Goals Activities 

Goal 1 

Christine has a comprehensive plan f

    

 

Domain: 
 

Goal Lead 
(role): 

Physiotherapist
 

Date Set: 03 OCT 11
 

Status: 
 

Comments:  
 

Activity 1A 

Christine to attend a neuromotor clinic

    

Activity 
Lead: 

Parent/PT
  

Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1B 

Christine to attend a Botox clinic appo

    

Activity 
Lead: 

Parent/PT
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Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1C 

Stretching exercises to maintain flexi

    

Activity 
Lead: 

PT
  

Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1D 

Acquatics program is attended as pe

    

Activity 
Lead: 

Parent/SPO
  

Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1E 

Gym program at school to be adapted

    

Activity 
Lead: 

OT
  

Date Set: 
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Status: 
 

Comments: 

  

 

Child and Family Vision #4: Date Vision Established: 03 OCT 11
 

Client w ill have a hobby other than w atching TV that is age appropriate and fun
 

 

Goals Activities 

Goal 1 

Christine w ill learn to cut paper 

independently w ith adapted scissors

so that she can create a paper chain

of more than 10 links long for her 

Xmas tree

    

 

Domain: 
 

Goal Lead 
(role): 

Occupational Therapist
 

Date Set: 
 

Status: 
 

Comments:  
 

Activity 1A 

Hand strengthening exercises to be 

developed by the OT and to be 

done at school and home

    

Activity 
Lead: 

OT
  

Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1B 

Scissor options to be trialed for 

acceptance/tolerance and 

effectiveness

    

Activity 
Lead: 

Teacher w
  

Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1C 

Colour choices could be built in to 

PODD as per goal #1
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Activity 
Lead: 

EA
  

Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1D 

Positioning/seating in Christine’s 

chair and stander should be 

review ed for optimal upper 

extremity stabilization + training of 

    

Activity 
Lead: 

OT
  

Date Set: 
  

Status: 
 

Comments: 

  

 

Child and Family Vision #5: Date Vision Established: 03 OCT 11
 

Client w ill learn to fall asleep on her ow n bed
 

 

Goals Activities 

Goal 1 

Christine w ill fall to sleep in her ow n

bed each w eek night w ithin a half 

an hour of lying her dow n by end of

December

    

 

Domain: 
 

Goal Lead 
(role): 

 

Date Set: 
 

Status: 
 

Activity 1A 

Provide Christine some control over 

bed time routine: Introduce story 

book and music choice for bed as 

per Goal #1 PODD

    

Activity 
Lead: 

SLP
  

Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1B 
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Comments:  
 

Ensure that Christine is w ell 

positioned for comfort by follow ing 

OT’s positioning suggestions

    

Activity 
Lead: 

Parent (OT
  

Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1C 

Follow  a consistent routine: Book, 

lights out w ith music, mom leaves; 

no hanging around

    

Activity 
Lead: 

Parent/SPO
  

Date Set: 
  

Status: 
 

Comments: 

 

 
Activity 1D 

Follow  behavior program outlined 

by team

    

Activity 
Lead: 

Parent/SPO
  

Date Set: 
  

Status: 
 

Comments: 

  

 

Consent 

Child and Family agree with the Single Plan of Care and consents to the implementation of the Single Plan of 
Care   



  

 Single Plan of Care Template 
 

   Working Together for Kids and Teens with Multiple Special Needs 
 

as described   Yes     No 

Comments:    

Consent to share information has been updated and signed   Yes    No 

Comments:    
 

SPOC Meeting 

Form completed by:   
Jenny Cook

 

Agency:   
Central CCAC

 Date completed:   
03 OCT 11
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Sharing Information About Your Child: Profile

playing store

writing

basketball

gardening

drama/plays

talking on the phone

ordering my own food

vacuuming and cleaning

buying things by myself

shopping

cooking

baseball

road hockey

swimming

reading

music

soccer

walking

horseback riding

other

computer

crafts

playing cards

Name: Date:

the library

the movies

the bank

the mall

the park

shopping

the corner store

restaurants

the “Y”

visit friends

other :

Places I like to go

I like to go to:

escalators

knives/cutting

steps/stairs

hot pots/pans

uneven ground

scissors

new terrain

other things:

Things I find difficult

I have difficulty with:

to wipe, flush, and wash with soap

what I was asked to do

to brush ALL my teeth

to use my lists

that I should not hug people

to finish my chores before I go out

to wash my WHOLE body when I bathe

other things:

Things I have to remember

Sometimes I forget:

Other

Things I like to do

I like:
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Our Family Vision Statement

The family vision statement can help you make decisions for your child and family. It gives
continuity and direction.

Use the following questions to get you started. Refer to pages 23–27 in the User‘s Guide.

1.What are your greatest dreams for your child?

2.What are your greatest fears for your child?

3.Think and talk about your basic family values (e.g., to have your child accepted for who he
or she is)

4.What are your goals for your child? (e.g., playing with other children in the neighbourhood,
going to summer camp, living on his or her own, having friends)

5. How do you like to be treated by one another in your family? (e.g., with respect, respect
our privacy, etc.)

© CanCh i ld 2001, CanCh i ld Centre for  Disab i l i ty  Research
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Preparation Notes For Meeting

Q:What is going well at school; what do you like?

Q:What challenges are you having; what don‘t you like?

Q:What questions do you want to ask?
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Phone Call Record Sheet

√ Date / Time Person,Title, Organization Phone Number / Fax

Notes:

Notes:

Notes:

Notes:

Notes:
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Date Who/Where Purpose Plans/Next Steps Follow up?

Appointment Log
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