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Sample of Care Notes
	Daily COVID-19 Screening (7 Questions)

	NUMBER
	QUESTION
	YES
	NO
	NOTES

	1
	Does the client have a fever greater than 100F?
	
	
	

	2
	Does the client have cough/shortness of breath?
	
	
	

	3
	Does the client have runny nose or sore throat?
	
	
	

	4
	Does the client have diarrhea?
	
	
	

	5
	Has the client traveled by plane or cruise ship within and/or outside the US in the last 14 days?
	
	
	

	6
	Has the client been in contact with a person with confirmed or under investigation for COVID-19 within the last 14 days?

	
	
	

	7
	Did you clean surfaces and properly assist in disinfecting the home?
	
	
	



	General Health (7 Questions)

	NUMBER
	QUESTION
	YES
	NO
	NOTES

	1
	Did you check the overall condition of the client and alerted the supervisor for anything unusual?
	
	
	

	2
	Does the client have any new skin concerns or skin breakdowns and has it been reported to supervisor?
	
	
	

	If YES
	FOLLOW UP: Where is the skin problem?
	
	
	

	3
	Did you take client’s daily weight if required in the Care Plan?
	
	
	

	4
	Is the client experiencing increase in memory loss and has it been reported to the supervisor?
	
	
	

	5
	Has the client experienced any pain or discomfort?
	
	
	

	If YES
	FOLLOW UP: Follow up with client regarding pain/discomfort.
	
	
	

	6
	Did you help with making and going to doctor’s appointments?

	
	
	

	7
	Did you read the Client Care Plan prior to your shift?
	
	
	



	Homemaking (7 Questions)

	NUMBER
	QUESTION
	YES
	NO
	NOTES

	1
	Did you help client with dusting, vacuuming, and mopping their living area or space?
	
	
	

	2
	Did you do the laundry?
	
	
	

	3
	Did you help client with dishwashing and returning clean dishes to cabinets and drawers?
	
	
	

	4
	Did you make the bed and change with clean linens?
	
	
	

	5
	Did you ensure client area is tidy, clean, and organized?
	
	
	

	6
	Did you empty garbage and take trash out?
	
	
	

	7
	Did you clean and keep bathrooms tidy?
	
	
	



	Medication Management (8 Questions)

	NUMBER
	QUESTION
	YES
	NO
	NOTES

	1
	Does the client need assistance with medications?
	
	
	

	2
	Is the client able to handle their medications independently?
	
	
	

	3
	Does the client prepare their own medication box?
	
	
	

	4
	Does the client need assistance with filling their medication box?
	
	
	

	5
	Do you have any concerns about client’s medications such as overdosing or underdosing?
	
	
	

	6
	Did you speak to your supervisor regarding your concerns about client’s medications?
	
	
	

	7
	Does client have enough medications, and do they need assistance to call pharmacy for refill?
	
	
	

	8
	Did you help with pet care such as walking the dog and emptying the cat litter?
	
	
	



	Nutrition and Hydration (9 Questions)

	NUMBER
	QUESTION
	YES
	NO
	NOTES

	1
	Client is able to eat independently?
	
	
	

	2
	Client is able to prepare their own meals?
	
	
	

	3
	Client need assistance with meal preparation?
	
	
	

	4
	Client has enough food in the pantry and refrigerator?
	
	
	

	5
	Client need assistance with grocery shopping?
	
	
	

	6
	Client is able to eat well balanced diet with caregiver’s help?
	
	
	

	7
	Caregiver educated client with proper diet and nutrition?
	
	
	

	8
	Did you encourage hydration if no fluid limitation was ordered?
	
	
	

	9
	Did client have a bowel movement on your shift?
	
	
	


 
	Safety and Fall Prevention (10 Questions)

	NUMBER
	QUESTION
	YES
	NO
	NOTES

	1
	Has the client fallen since the last visit?
	
	

	

	If YES
	TASK: Follow up with client regarding recent fall (+ 1 Days)
	
	
	

	2
	Did the client fall on your shift?
	
	
	

	3
	Did you call supervisor and report fall?
	
	
	

	4
	Is your client high risk for falling?
	
	
	

	5
	Did you take some actions to reduce the risk of fall?
	
	
	

	6
	Does client have balance issues?
	
	
	

	7
	Is client using cane or walker and you reinforced the need to use it? 
	
	
	

	8
	Did you encourage your client to do some physical activity to improve strength and flexibility?
	
	
	

	9
	Did you encourage client to go outside for a walk or sit outside for fresh air?
	
	
	

	10
	In the event of a fall, did you call for help or 911 and report injuries?
	
	
	



	Socialization and Cognitive St (7 Questions)

	NUMBER
	QUESTION
	YES
	NO
	NOTES

	1
	Is the client engaging in conversation?
	
	
	

	2
	Did you encourage healthy conversation to keep client mentally stimulated?
	
	
	

	3
	Did you help client to connect with family if desired?
	
	
	

	4
	Is client interested in card games, arts and crafts, music, etc, and encouraged to do so?
	
	
	

	5
	Did you provide privacy to client while on the call/be with friends or families?
	
	
	

	6
	Is client showing any signs of depression or isolation?
	
	
	

	7
	Is there any signs of abuse, neglect, or exploitation?
	
	
	




	Vital Signs and Others (4 Questions)

	NUMBER
	QUESTION
	Quantity
	NOTES

	1
	If ordered, what was the client’s blood pressure today?
	
	

	If Answer > 150
	TASK: Follow up with client regarding blood pressure (+1 Days)
	
	

	2
	What is the client’s temperature?
	
	

	3
	If client has a Foley catheter, did you empty the bag and document how much was the urine output and the end of your shift?
	
	

	4
	What was the urine output from the Foley bag?
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