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	Client Name:

	Date:

	Begin Travel
Hr.:         Min:
	Begin Visit
Hr.:         Min:    
	End Visit
Hr.:        Min:
	Total Visit
	Total Time
	Visit:
Day       Evening          Night

	Begin Miles

	End Miles
	Total Miles
	Other:

	Employee Name:



Personal Care

	Bed/Bath			Tub/Bath		               	   Shower			Sponge Bath				
	Patient Preference		Skin Checked
Comments:


At Client Request:

	Shave			Shampoo		               	   Comb Hair		Apply TED Hose				
	Skin Care			Oral Hygiene		   Assist w/ Dressing	Nails (Do not cut)

Nutrition
Type of Diet: ____________________________
Restriction of: ___________________________
Encourage:  _____________________________ 
Weight: ________________
Frequency: ______________
Food Intake %: ___________________________	Fluid Intake: ______________________________
	Prepare Meal		Serve Meal		Feed Client
Unit Care at Client Request
	Change/Straighten Bed	Light Housekeeping	 Laundry			Errands
	Shopping
		Amount from Client: ___________________________________________________
		Amount Spent: ________________________________________________________
		Amount Returned:______________________________________________________
		Store Receipt Given: ____________________________________________________
Elimination
	Bedpan/Urinal		Bedside Commode		        Bathroom
	Other: _________________________________________________________________________
	Change in Urine		Catheter Care (Soap & Water	        Last BM: ________
	Empty Drainage Bag
		Type: ________________________________________________________________
		Amount: _______________cc/mL
		Color: _________________
Standards/Transmission Based Precautions:
	Hand Washing		Gloves		               	   Mask/Shield/Gown

Activity	

	Complete Bed Rest		OOB w/ Assist		  Walking			Turn & Position				
	Side Rails		OOD in Wheelchair	
	
	Transport: _________________________________________________________________

Safety – Patient Placed on Standard Fall Precautions

	Assist w/ Walker		Cane			  Crutches		Gait Belt				
	Hoyer			Medication Reminder
	
	Other: _________________________________________________________________

Vital Signs
Temperature: ____________________________
Oral:  _______________
	Axillary:  ____________
Pulse: ______________
Resp: ______________
BP: ________________
Communication or Notes
Spoke with: _________________________________________________________________________
Time: ______________________________________________________________________________
Comments:__________________________________________________________________________
Precautions
	High Risk for Falls		Bleeding			  Seizures			DNR
			
	Diabetic		
	
	Other: _________________________________________________________________
SIGNATURES
Name (Print):							Client Signature:

Assessor Signature:
image1.png
ARIGHT ACCORD

Private Duty-Home Health Care




