OPTIONS /AAAD WAIVER PROGRAM 
RESOURCE ONE MEDICAL STAFFING 

BRINGING COMPASSIONATE CARE TO THE HOME HEALTH COMMUNITY



	I the member receiving services certify and approve that the services /visit/hours shown are correct and have been performed with my approval.
	I certify that the hours shown represent my total hours worked on this assignment, and that they were properly verified by the client or by an authorized representative.

	    _____________________________________________

X CLIENT PRINT 
X______________________________________________

   CLIENT SIGNATURE
HOME-MAKER HOURS/SERVICES
	X_______________________________________________

  EMPLOYEE PRINT 
X_______________________________________________

  EMPLOYEE SIGNATURE
PERSONAL CARE HOURS/SERVICES 

	DATE:                                                        DAY:

	DATE:                                                         DAY:

	TIME ARRIVED:                                       □ AM       □ PM         
                                                 
	TIME ARRIVED :                                     □ AM           □ PM

	TIME DEPARTED                                    □ AM       □ PM         
	TIME DEPARTED :                                  □ AM           □ PM

	
	


 (PLEASE CHECK ALL SERVICES WERE PROVIDED)
	Bathing
□ Assist Shower/Tub-23
□ Bed Bath-23
Toileting/Elimination
□ Assist-89

□ Incontinent-82

□ Empty Catheter-81
Housekeeping Assistance
□ Mopping-37

□ Dusting-36

□Wipe countertops-33
	Housekeeping Assistance
□ Laundry-31

□ Clean bedroom--30

□ Clean bathroom-35

□ Make bed-30

□ Change linens-30

□ Clean kitchen-34
□ Vacuum/Sweep-38

□ Trash Removal-39

□ Clean /living area-33


	Hygiene
□ Hands washed -23
□ Face clean -23
□ Assistance after                                                                                                               toileting/bathroom-82
GROOMING
□ Hair Care-24

□ Mouth Care-20

□ Skin Care-24


	TRANSFERING
□ Reposition 2 hours-94
□ Range of Motion-
□ Walks/ assistance-11
□ Hoyer lift-96

□ Balance-95

GROOMING
□ Assist with dress-21

□ Shave-20

□ Nail Care-25

	ERRANDS 
□ Grocery shopping-10
□ P/U prescriptions-13
□ Shopping/Errands-13
□ Accompany to MD-15

Nutrition

□ Cook/Serve meal--41

□ Assist meal/Fluids-40


	  DESCRIPTION OF WHAT OCCURRED ON SHIFT - CONDITION AND LOCATION OF CLIENT UPON ARRIVAL AND DEPARTURE -    DOCUMENT EVERY HOUR ON WHAT SPECIFICALLY IS BEING DONE. (PLEASE USE A BLACK INK PEN AND PLEASE PRINT) DAILY NARRATIVE BLACK INK ONLY

	TIME-CHART 
EACH HOUR                                                                                   

	

	

	

	

	

	

	

	

	

	EMPLOYEE NAME (PRINT) 


	PATIENT










DATE


	 
                                 CONTINUATION NOTES FOR MEDICAID WAIVER PROGRAM 

                                        DESCRIPTION OF WHAT OCCURRED ON SHIFT - CONDITION AND LOCATION OF CLIENT UPON ARRIVAL AND DEPARTURE – 
TIME-CHART 

EACH HOUR

	

	

	 

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


MEDICAID WAIVER PATIENT	 						


  NAME __________________________________________________________________      DATE: ______________SUPV INT: _______________








DPH 03/19/2018

