Client’s Name:

Provider Name:

Provider #:

AM Shift
Day Sun. Mon. Tues. Wed. Thurs. Fri. Sat.
Date
Time In:
Time Out:
Total Units:
PM Shift
Day Sun. Mon. Tues. Wed. Thurs. Fri. Sat.
Date
Time In:
Time Out:
Total Units:
Personal Care: SuM T WTh F S Outside Home: Su MTWTh F S
Time to complete in Upits> Time to complete in Upits:
Bath: O000o00oao Shopping: OO0000O o0
Oral Care: OO0O0O0o0o0o0O Errands: I Y O I I
Shampoo: OO000o00ao Therapy: OO0000O o0
Toileting: OO000o00ao Dr. Appointment: OO0000O o0
Dressing: OO0O0O0o0o0o0O I Y O I I
Grooming: OO0O0O0o0o0o0O I Y O I I
Meal Prep: Su MTWTh F S Behavior: SuUMTWThF S
Time to complete in Units: Happy OOooogooog
Breakfast: OO0 0O O Od Al’lgI‘yI OoOoooooo
Lunch: oooo oo Sad: afafafal=l=l=
Dinner: pooo oo Tearful: OoooooO
Snack: OO0 0O O Od DDDDDDD
- O0000oono
Sleztmingl: N Su M TWTh F S . OoOooOooOoogoog
ime to complete in Upits:
Dishes: D oboobboo Activities: SuMTWTh F S
Sweep: OO00000oa0 Time to Complete in Units:
Mop: O00000a0 Games: OO0OO0000ao
Trash: OO00000oa0 Reading: [ I o I
Bedroom: OO0O000a00 Videos: OO0OO0oO00oo0a0a
Bathroom: OO0O000a00 OO00O0000a00
Living Room: OO00000oa0 OO0OO0000ao
Place Initials In Appropriate Box
Sun. | Mon. | Tues. | Wed. | Thurs. | Fri. Sat. Provider Signature

Initials in the Boxes above indicate the days in which the Provider provided

service.

Consumer Signature /Parent/Guardian

Signatures above verify the hours worked by the Provider are accurate.




