HOME HEALTH AIDE CARE PLAN (PLAN DE CUIDADO DE LA AYUDANTE DE ENFERMERA)

~
Patient Address:

Directions to Home:

Telephone No.

[J Patient oriented with Care Plan [J Reviewed with Home Health Aide/CNA

Phone N

Care Manager:
Frequency/Duration:

0.

T°

PARAMETERS TO NOTIFY CARE MANAGER / PARAMETROS A NOTIFICAR

BP

Supervisory visits: [ every 14days [
Patient problem:

every 30 Qlevery 60 O Other

P

R

Urine

[ Lives alone/Vive solo

O Lives with other/Vive con otros

[ Alone during the day/Solo durante el dia

[ Bed bound/Confinado a la cama

[ Bed rest/BRPs/Descanso en la cama
[ Up as tolerated/Se levanta hasta donde puede

O Amputee (speciy/Amputacion:

O3 Partiel weight bearing/Soporte de peso parcial: O R [ L

121 Non weight bearing/No soporte de peso: A R [ L
[ Fall precautions/Prevencion de caidas

11 Special equipmentlequipos especiales;

[ Speech/Communication deficittHabla deficiente
I Viision deficit/Vision def: [ Glasses/Espejuelos
[ Contacts/Lentes de contacto
[ Other/Otro:
[Hearing deficit/Def Auditiva: 3 Hearing aid/Ayuda para oir

(1 Dentures/Dentaduras: [ UpperSup. [ Lower/baja
[ Partial/Parcal

[ Oriented/Orientadox 3 [ Alert/Alerta

[ Forgetful/Confused-Olvidadiso/Confuso

[ Urinary catheter/Cateter urinario

[ Prosthesis/Protesis (specify):

[ Allergies/Alergias (specify):

changes in skin condition
DNR: O Yes O No |Other (pain)
PRECAUTIONARY AND OTHER PERTINENT INFORMATION - Check all that apply. Circle the appropriate item if separated by slash.

[ DiabeticDiabetico [ Do not cut nails/No cortar ufias
[ Diet/Dieta:

[ Seizure precaution/Precauciones con convulsiones

[ Watch (observar por) for hyperfhypoglycemia

[ Bleeding precautions/Prec. sangreamientos

[ Prone to fractures/Posible fracturas

B Other (speciy)Otro (especficar):

O

Check all applicable tasks. Specify by circling the applicable activity for those itemns separated by slashes. Write additional
precautions, instructions, etc as needed beside the appropriate item

Multi-Visits) Multi-Visits| "
Everyl  |'ag 1w |ther - Otro Comments/instructions Everylweekn] a d v |Other - Otro Comments/instructions
ASSIGNMENT-TAREAS | |Weekly ‘El’ ;y g’»nzl Comentarios/Instrucciones ASSIGNMEbe @ EAS |Tisit Y 1a é’y:‘;"i’; Comentarios/Instrucciones
@ Temperature/Temperatura| = [m] I:IlEI [ | ] Assistwih j 'roon_’
=4 Pulse/Pulso a| g Ell | ] u”} HIaRueda%ld?ag(;?/Br;ston O o (9ofeia
=l Respirations/Respiracion | J | O Ell a EllEI Vooiyjasssironmbiced| @ | @ |alalala
= — ity/assistir con mibiida
2] Blood PressurePresion | O | O 10[Q ':'12 PR Dengle-SllCamalOsciar
f Weight/Peso O | O |of[ofofa )’ Commode/Curia-Pato
gl Pain Rating (0-10 scaleyDolor] @ | O |O| Q| Ol O il Shower/Tub=Ducha/Bariera
P2y Tuo/Shower-BafierDuchal O | O [0 QfOjo =Rl AcivePassie Rengo deNovAciioPesio| 3 | O [ Ola|o
P=3 Bath: Bed/Sponge - Bafio:Cama/Sponja ol ololalalo il Am RIL (Brazos D/l)
E Partial/Complete-Parcial/Completo < Leg R/L (Pies D/l)
=0 AssistBath-Chair-Asistirbaiioensiie| 3 | O |aj Qlglg _ > PostioningEncourage/ CambodePosicones| 0 | 0 | O] @|Q |
Ml Personal Care/CuidadoPersonal | O | O (O Q] 0lQ Sl Assist/assistir hrs
e — =
frifll Assist with Dressing/Asistrvesfirse | 1 | O Ell a{gjg il Exercise Per - Ejercicios por ol aolaololalo
(CH Hair Care/Cuidado del cabello| O | O[Ol ol o & PT/OT/SLP
&l Hair shampooing insink, b, bed] 0 | 3 | 0] O ¢ V Care Plan/Plan de cuidado
2 Skin Care/Cuidado de la piel a | dja Other (specify)/Otro (especificar): | @ | O |Q| Qja|c
g Foot Care/Cuidadodelospies | @ | O a
8 Check Pressure Areas/Ukeras depresion | (3 aja =z Meal Preparation/Prep. de comida| & | O |O| Q||
) Nail Care/Cidado de s ufies Q g =l Assistwith Feedngiasisiraimenter | 0 | 3 |l alalo
p 4 Orel CarelCuicado oral = Dl 210 E Limit/Encourage-Limitar/Exigir
pogj Cean DertureslLimpiardentaduras | @ | Q of = |:|Uid/|:|uidgss %l a| oo
o =
x g:qavg:(f)ﬂtaf EI EII g afela =3 Grocery Shopping/Comprarcomida | 3 | O |0 3|0
er/Otro: = . .
Otro :
b Assistwith Efiminaton/Asist eininacidn a | O |Ojajgja § Ot (specty)Oto (especiicary) T | T 1O 01310
=) Caiheter CarelCuidado de catetes a | O |Ojajaja Wash CloheslL ol o 0
=4 Osomy CaeCudarosomia | 0 | @ |@|0|alo ash Clothes/L avar ropa Q19j0{a
= , ——
Pl Record IntakelOutputRegistoomerisaida | @ | 3 |Ajaalc o Light Housekeeping/Ligera impieza
=3 Inspect/ Reinforce/inspeccionar | 3 | 3 |ajalalco = Bedroom/Bafio o u
a : : ISl Bathroom/Cuarto/ Kitchen /Cocina
= Dressing/Vendas (see specifics o8 (o Bed LinenCamtior éba
ﬁ in comment section/ver comentarios) (= ange bed Lnenambiar sabanas
=Y Mediaton ReminderRecordar medcinssl @ | 3 [D] Q0|0 =l Equipment CarelCuidadodeequipos | O | O [Qj3|O|Q
(=3 Other (specify)Otro (especificar):| @ | O [Q|Q|a]|Cc Sl Other (specify)Otro (especificar):| @ | O |@lQlala
[='4
Signature/Title: Date: Review and/or revise at least every 60 days

SIGNATURE/TITLE

SIGNATURE/TITLE

PART 1 - Clinical Record

PART 2 - Patient Home Folder

PATIENT NAME - Last, First, Middle Initial

As Nurse Aide you are an important member of the home care team. It is important that you check your Aide Care Plan before iniﬁalizing care. Perform only the tasks assigned on the patient's Care Plan.
If there are tasks being performed that are not on the patient care plan, notify your supervisor for approval before the changes are made.
REMEMBER TO RESPECT PATIENT'S PRIVACY/PROPERTY

pnsystem.com

305.777.5580

(855)PNSystem



HOME HEALTH/HOME CARE
AIDE ASSIGNMENT SHEET

PARAMETERS TO NOTIFY CARE MANAGER

Care Manager Phone No.

Frequency/Duration: Aide visits Super. visits T BP

Patient/Client problem: P R
Urine

Goals for care: [ Effective and safe personal care [0 Patient/Client clean, comfortable Other {pain)
O Other (specify)

PRECAUTIONARY AND OTHER PERTINENT INFORMATION-Check all that apply. Circle the appropriate item if separated by slash.

Patient/Client Address: Telephone No.

Directions to Home"

[ Lives alone [0 Speech/Communication deficit O Diabetic [0 Do not cut nails.

[ Lives, with other O vision deficit: [ Glasses O Diet

[ Alone during the day O Contacts [J Other— | [ Seizure precaution

] Bed bound O Hearing deficit: [J Hearing aid ODNR

[ Bed rest/BRPs O Dentures O Upper O Lower O Partial | O Watch for hyperfhypoglycemia
O Up as tolerated O Criented x 3 Alert O Bleeding Precautions

O Amputee (Specify) O Forgetful/Confused [ Prane to fractures

O Partial weight bearing OJ Right O Left | L] Urinary catheter [1'@ther (specify)

O Non weight bearing ~ [0 Right [ Left | O Prosthesis (specify) N

O Hip precautions O Allergies (specify) 1

O Special equipment O

ASSIGNMENT-Check all applicable tasks. Specify by circling the applicable activity for those items separated
by slashes. Write additional precautions, instructions, etc, as needed bedside the appropriate item.

T Bath - Tub/Shower (F1) Amnbulation Assist (F8) WC\Valker/Cane
= Bed Bath - Partial/Complete (F2) ﬁ Mobility Assist - Chair/Bed/Dangle/Commode/Shower/Tub
g Assist Bath - Chair > ROM - Active/Passive Arm R/L; Leg R/L
'G Positioning - Encourage/Assist to Turn g Hrs

Personal Care (F4) < Exercise - Per PT/OT/SLP Care Plan (F10)
% Assist with Dressing
= Hair Care - Brush/Sharnpoo/Other Diet Order
8 Skin Care/Foot Care (Hygiene) g Food Allergies:
% Check Pressure Areas = Meal Preparation (F11)
i Shave/Groorn/Deodorant [ Assist with Feeding
= - - - = — -
i Nail Hygiene - Clean/File/Report = Limit/Encourage Fluids
g Oral Care - Brush/Swab/Dentures = Grocery Shopping (F12)
= Elimination Assist

Wash Clothes (F13)
w Catheter Care (F6) E Light Housekeeping (14)
x Ostorny care T Bedroom/Bathroom/Kitchen/Change Bed Linen
ol |Record output 5 Equipment Care
é Inspect/Reinforce Dressing (see specifics below) Pain Management
o Assist with Medications (see specifics helow)
7))
7_5' T- QAR - Record fweek - Report R - Record fweek Weight - Record ______ /Week- Report
= P - Wrist/Pedal, R/L - Record fweek - Report BP - Record fweek Other (specify)
Wound Care - Inspect/Reinforce Dressing:
Assist with Meds (describe):
Special |nstructions/Safety Measures:
Date: / /

INITIAL ASSIGNMENT: Signature/Title:
THIS ASSIGNMENT SHEET MUST BE REVIEWED AND/OR REVISED AT LEAST EVERY 60 DAYS.

REVIEWED/REVISED- Signature/Title: Date / /

SIGNATURES

REVIEWED/REVISED- SignaturefTitle: Date !
REVIEWED/REVISED- Signature/Title: Date / /
PART 1 - Clinical Record PART 2 - Patient/Client
LPATIENT/CLIENT NAME - Last, First, Middle Initial: 1D#: J

AIDE ASSIGNMENT SHEET



‘%’ LOVABLE HOME HEALTH SERVICES, CORP.

CNA/HOME HEALTH AIDE ASSIGNMENT

Telephone No.

f
Patient Address:

Directions to Home:

PARAMETERS TO NOTIFY CARE MANAGER

Goals for care: 1 Patient/Client clean and comfortable.

[ Effective and safe personal care.
1 Other (specify):
Frequency/Duration:
Supervisory visits: O g 14 days

T =99.8 BP < 100/60 > 146/96
pm R <16 or > 22
Urine Foul odor, cloudy, blood tinged

Other (pain) Severe without relief

g 60 days  Other

Patient problem:

DNR: OYes ONo 0O N/A

PRECAUTIONARY AND OTHER PERTINENT INFORMATION - Check all that apply. Circle the appropriate item if separated by slash.

[ Lives alone
O Lives with other
[ Alone during the day
[ Bed bound
[ Bed rest/BRPs

O Up as tolerated
O Amputee (specify):

[J Partial weight bearing: QR L

1 Non weight bearing: R OL
[ Fall precautions
[ Special equipment:

[ Speech/Communication deficit
O Vision deficit: O Glasses

O Contacts

[ Other:

1 Hearing deficit: 1 Hearing aid

1 Dentures: O Upper O Lower
[ Partial

JOriented x 3 [ Alert

1 Forgetful/Confused

[ Urinary catheter

U Prosthesis {specify):

O Allergies (specify):

[ Diabetic
[ Diet:

[ Seizure precaution

O Watch for hyper/hypoglycemia

[ Bleeding precautions

[ Prone to fractures

[ Other (specify):

a

1 Do not cut nails

Check all applicable tasks. Specify by circling the applicable activity for those items separated by slashes. Write additional
precautions, instructions, etc as needed beside the appropriate item.

Other - Other -
E E
ASSIGNMENT visit’ [¥eeklyl  commentsfinstructions ASSIGWENT visit Weskly Comments/Instructions
Temperature W} m] Assist with
"l Pul ATabulation O W}
2 Ri::iranons g g W/C / Walker / Cane
= Assist with Mobility |
5§ Blood Pressure 9o Chair / Bed / Dangle
Weight a4 Dangle / Commode
Cther (specify): ol a N Shower / Tub
o Tub/Shower . ol o I§ RCAI\:I—rﬁctg?II_Passwe g a
g Bed Bath - Pertial/Complete | O | 0 4 Leg R/L
Assist Bath - Chair o] a [§Y Positioning - Encourage [ O | O
Personal Care o d "l Assist_ hrs
Assist with Dressing ol o Exercise - Per ol o
g Hair Care [ | PT/OT/SLP
= Shampoo o) a Care Plan
8 Skin Care = Other (specify): ol o
5 Foot Care W} [}
n Chéck Pressure Areas | O W3 > Meal Preparation [
=4 Nail Care Ql4d [ Assist with Feeding | O | O
o Oral Care J J E Limit/Encourage
; Clean Dentures a| O lt.\_: Fluids ala
Other (specify). oo 2 Grocery Shopping a| o
Assist with Elimination | O | O Other (specify): 9=
i) Catheter Care [N} a
E Ostomy Care ol o Wash Clothes . a| o
8 Record Intake/Output | O | O nggt;ouse;(eeplng ala
| Inspect/ Reinforce O a edroom /7
[W] Dressing (see specifics Bathroom / Kitchen /
8 in comment section) Change Bed Linen
"W Medication Reminder ] ] Equipment Care ] ]
Other (specify): o a Other (specify): o a
RN Signature/Title: Date: Review and/or revise at least every 60 days

Review/Revise SIGNATURE/TITLE

Review/Revise SIGNATURE/TITLE DATE

PART 1 - Clinical Record

PART 2 - Patient

PATIENT NAME - Last, First, Middle Initial

MR #




NON SKILLED

AIDE/PERSONAL CARE
SERVICES PLAN

Employee Name

Employee ID

Patient/Client Name

ID#

Patient Address / Phone:

Every Visit Weekly

1

2 3 4 (visit’/hours)

PERSONAL CARE (PC)

BATH - TUB/SHOWER/BED/ASSIST

HAIR CARE BRUSH/SHAMPOO

Frequency of Services,

ORAL CARE - BRUSH/SWAB/DENTURES

DRESS/UNDRESS

SKIN CARE/FOOTCARE/(HYGIENE)

SHAVE/GROOM/DEODORANT

NAIL HYGIENE - CLEAN/FILE/REPORT

ADDITTIONAL INSTRUCTIONS:

AMBULATION ASSIST - WC/WALKER/CANE

TRANSFER ACTIVITY

CHANGE POSITION

INCONTINENCE CARE

TOILETING ASSIT

)
7

COMODE/BED PAN ASSIST

MEAL PREP

outcomes/goals:

ASSIST WITH FEEDING

MAKE BED / CHANGE LINEN

Expected client/patient

‘14

LIMIT/ENCOURAGE FLUIDS

EMOTIONAL SUPPORT

FOLLOW UNIVERSAL PREC

SAFETY

INFECTION CONTROL

HOMEMAKER (HMK)

LAUNDRY

LEVEL OF ADLS

CLEAN BATHROOM

INDEPENDENTLY by:

CLEAN BEDROOM
CLEAN KITCHEN / REFRIGERATOR

WILL NOT BE ABLE TO

CLEAN LIVING ROOM
MEAL PREP

EMPTY TRASH
VACUUM/SWEEP/ DUST
WASH DISHES

[ ]CcARRY OUT ADLS

WITHOUT MAXIMUM

SUPPORT by:

FOLLOW UNIVERSAL PREC

SAFETY

|:| BE SAFE IN SELF CARE By:

INFECTION CONTROL

3
==
5

OTHER

COMPANION -

RESPITE CARE

FAIR RETURN TO PREVIOUS

ATTENDANT CARE

CHORES

ESCORT

SHOPPING

FOLLOW UNIVERSAL PRECAUTIONS, SAFETY MEASURES

Additional Instructions/orders:

@Report Significant finding to Agency.

Staff Preparing Plan Signature/Title

E patient/client participate in planning of his/her care

Date



AB0LUTE
HHA / HOMEMAKER CARE PLAN

| |Home Health Aide|[ | Homemaker

Patient Name

Patient #

Date ot First Visit

Supervisor HHA Frequency

Caregiver Name

Diagnosis/Patient Problems

Address

Phone

Date ot Birth

Directions

ASSIGNMENTS: Specify QVisit, frequency with day of week, at patient request or PRN.

VITAL SIGNS FREQUENCY

TOTAL SELF
Temperature SKIN CARE supporT ASSIST CiRE FREQUENCY
IE:;’EIse Moisture Skin
Respiration ACTIVITY
Ambulation Assist [ ] O] |
sﬁg;‘?)lﬁT ASSIST g.EII-?I:E FREQUENCY Walker/WheelchaiF O W] O
Mobility Assist O ] ]
Bed/Tub/Shower O (I O Chair/Bed O 0 0
Bed- Partial/Complete O [l | Dangle/Commode O O O
Assist Bath-Chair O O O Exepeisesper PT/OT CP M M O
Shampoo Hair M O O Reposition Patient I O O
Comb Hair O 1 O i
Mouth Care O O [l Prepare O | |
Shave [1Electr. [ Straight | [ O | Feed | O 0
Assist with Dressing O O O Setup L] O [
HAND f FOOT CAR Offer Oral Supplement O O O
Clean/File Nails HOUSEKEEPING
Soak Feet Change Bed Linens O O [
ELIMINATION Make Bed [ O O
Perineal Care O [l L] Straighten Room O O [l
External Cath Care 0 [] [4 Laundry [] [ [
Measure Cath Output O O ] Shopping O O O
Empty Drainage Bag O ] 12
O DO CPR [J DO NOT DO CPR
PERTINENT INFORMATION
[ Lives Alone [] Partial weight bearing: [ Prosthesis [specify): [ Dentures: [] Seizure precautions
[] Lives with other: [JRight [] Left ] Special Equipment: [] Upper (] Lower [ ] Partial [] Bleeding precaution
[] Alone during the day [J Non-weight bearing: [] Speech/Communication deficit [ Criented x 3 [ Alert [] Pain Medication
[] BedBound []Bed Rest/BRP's [] Right [] Left [ \ision deficit Glasses [] Forgetful/Contused o2
[JUp us tolerated [] Hip precautions [0 Contacts [|Other [] Diabetic [ Allergies (specity)
[ Armputee (specify) [] Prone to fractures [] Hearing deficit (] Hearing Aid ] Diet

SAFETY Other (specify):

[J Fall Precautions

Special Instructions:

[J 24* Supervision

L1 Emergency Call System
U other:

Parameters, or Special Conditions, to Report to Nurse:

Review Date / Initials Review Date / Initials

Review Date / Initials

Review Date / Initials

Nurse's /Therapist's Signature

Date




cgk!denca re

me Health Agency Inc.

HOME HEALTH AIDE CARE PLAN

PATIENT NAME (Last, First) PATIENT # SOC /RI DATE TYPE OF DIAGNOSIS

PERTINENT PATIENT INFORMATION/SPECIAL INSTRUCTIONS DO NOT RESUCITATE ORDER[ ]

CAREGIVER(S)

ALLERGIES

DIET

PERSONAL CARE | HOMEMAKER | PROBLEM PROGNOSIS

[ 1Bed Bath [ ]Light Cleaning SELF CARE DERICIT RELATED TQ [ 1Excellent

[ ] Shower Sit/ Stand [ 1Laundry [ ((Gghetial weakness [ 1Good

[ ]Bath Supervision [ 1Shopping / Errands [N Paralysis [ 1Fair

[ THair Care / Shampoo [ 1Weal Preparation I 1Amputation [ 1Poor

[ 1Qral care [ 1Wash Dishes [ 1Recent surgery [ 1Guarded

[ IMail Care (Do Mot Cut) [ 1Debilitating dissase

[]1Pen Care COMPANIONSHIP [ 1Confusion m
[ ]15kin Care [ ] Companionship [ 1Immobility [ ] Unable to Perform Self Task
[ ]1Shave [ ]Bedridden [ ]Ahle to Assist

[ ] Dress [ ]Cast [ 1Other

[ 1Teds/Ace Application [ ] Reshite [ ]Assistive device(s)

[ 1Assistwi/ Toileting [ ]Wheelchair

[ ]Feeding [ ]walker

[ ]Linen Change [ ]Cane

[ 1 Assist in Ambulation [ 1 Temperature [ ] Quadcane

[ ] Transfer Bed-Chair [ ] Pulse [ 1Braces

[ ] Foley Catheter (cc) [ 1Respifation [ 1Sensory Deficit

[ ]1Blindipoor vision

[ 1DeaffHOH

PRECAUTIONS

[ ] Seizures []1 Oxygen

[ 15afety

[ ] Weight Bearing Limitation

[ ]1Fluid Restrication

[ ] Activities Not Permitted

SIGNATURE OF NURSE

Original - Chart / Yellow - Patient Home



NON SKILLED

HOME HEALTH AIDE CARE PLAN

Patient Name:

MR #

Patient Address:

[ ] Patient oriented with Care Plan [_|Reviewed with the HHA/CNA

Case Manager:

Phone No.

Frequency/Duration:

Patient problems:

Supervisory Visits: [_] 90 days [_] Other

[] Lives alone/Vive solo
[] Live with other /Vive con otros
[] Alone during the day/

Solo durante del dia
[] Bed Bound /Confiado a la cama
[] Bed rest/BRPs/

Descanso en la cama
[] up as Tolerated /

Se levanta hasta done puede
[] Amputee (specify)/Amputacicén

[] Partial weight bearing /
Soporte de peso parcial

CIr L

Precautionary and other pertinent information — Check all that apply.

[ ] No weight bearing /
No soporte de peso [ R[] L
[] Fall precautions/
Prevencion de caidas
[] special Equipment/
equipos especiales:
[] speech/Communication deficit/
Habla deficiente
[] vision deficit / Vision def:
[] Glasses/ Espejuelos
|:| Contacts / Lentes de contacto
[] other / otro:
[] Hearing deficit / Def. Auditiva
] Hearing Aid / Ayuda para oir
[] oxygen Precautions /
Precuaciones de Oxigeno va\

[] Dentures/ Dentaduras
[] upper / Sup.

[] Lower/ Baja

[] partial/ Parcial

[] oriented / Orientado x 3

specify)

Telephone:

Parameters to Notify Case Manger
Urine: Cloudy, Bloody

DNR:[ ] Yes[ | NO

Allergies / Alergias
pecify):

[] Diabetic / Diabetico

[] Do not cut nails /
No cortar ufias

[] Diet / Dieta

[] seizure precautions /
Precauciones con
convulsions

[] watch (observer por) for
[] Hyperglycemia
[] Hypoglycemia

[] Bleeding precautions/
Prec. Sangremientos

[] prone to fractures /
Posible fracturas

[] other / otro

Every Visit (EV) Weekly (W) Other (O)

>4

EV-W- O |
= [ ] Assist patient with Bath | [_] é [] Meal Preparation L]l
S | [] Bath Chair ] § [ ] Assist with Feeding HERN
|:| Bed Bath |:| /“E-' |:| Light Housekeeping |:| |:|
[] Assist with Dressing L] S | [] Wash Clothes N
] Grooming (] [] Groceries 1]
E E ?;I:V:are e [ ] Respite . HEEN
© [] Check Pressure Areas = [] Adult Companion O O
<zt |:| Nail Care |:| © D Chore D D
Q | [Joralcare |:|<
g |:| Assist with Elimination |:|
|:| Medication Reminder |:|
] Ambulation Assist ]
[ ] Mobility Assist []
Clinician’s Name/Title: Signature: Date:
UPDATES Time:
Clinician’s Name/Title: Signature: Date:
Aide Care Plan: |:| No Change |:| Updated |:| Frequency Change; Effective Date:
|:| New Frequency: Time:
Clinician’s Name/Title: Signature: Date:
Aide Care Plan: [_] No Change [_] Updated [_] Frequency Change; Effective Date:
|:| New Frequency: Time:
Clinician’s Name/Title: Signature: Date:
Aide Care Plan: [_] No Change [_] Updated [_] Frequency Change; Effective Date:
|:| New Frequency: Time:




AIDE CARE PLAN

PATIENTS NAME:

MR #:

TELEPHONE NO:

DATE:

[ ]1PT ORIENTED TO AIDE CARE PLAN [

CASE MANAGER:
FREQUENCY/DURATION:

] CAREPLAN REVIEWED WITH HHA/C.N.A
PHONE NO:

SUPERVISORY VISITS: EVERY [ ] 14 DAYS[ ] 60 DAYS [ ]OTHER

DNR: [ JYES [ ]NO

PRECAUTIONARY AND PARAMETERS TO REPORT TO AGENCY - CHECK ALL THAT APPLY. CIRCLE THE APPROPRIATE ITEM IF SEPARATED BY SLASH

] LIVES ALONE/VIVE SOLO

] DENTURE/DENTURAS: [ ] UPPER/SUP.[ ] LOWER/BAJA[ ] PARTIAL

] LIVES WITH OTHER/VIVE CON OTROS

] ORIENTED/ORIENTADO [ ]ALERT/ALERTA

] ALONE DURING THE DAY/SOLO DURANTE EL DIA

] FORGETFUL/CONFUSED-OLVIDADISO/CONFUSO

] BED BOUND/CONFINADO A LA CAMA

] DIABETIC/DIABETICO [ 1URINARY CATHETER/CATETER URINARIO

] CHAIRBOUND/CONFINADO A LA SILLA

] FALL PRECAUTIONS/PREVENCION DE CAIDAS [ ] PAIN/DOLOR:

] UP AS TOLERATED/LEVANTARSE SEGUN LO TOLERE

] PROSTHESIS/PROTESIS (SPECIFY):

] AMPUTEE/AMPUTACION (SPECIFY/ESPECIFICAR):

] ALLERGIES/ ALLERGIAS:

] PARTIAL WEIGHT BEARING/SOPORTE DE PESO PARCIAL: [ JR [ 1L

1 NON WEIGHT BEARING/NO SOPORTE DE PESO: [ JR [ ]L

] DO NOT CUT NAILS/NO CORTAR UNAS

] WALKER[ ] CANE[ ]WHEELCHAIR[ ] OXYGEN[ ] GRABBARS
1 SHOWER CHAIR [ ] OTHER:

] SPECIAL EQUIPMENT/EQUIPOS ESPECIALES: [ ] HOSP BED [ ] HOYER LIFT

] PRONE TO FRACTURES_/NENSO A FRACTURAS

] DIET/DIETA: N
] SEIZURE PRECA ECUACIONES CON CONVULSIONES

1 VISION DEFICIT/VISION DEF: [ ] GLASSES/ESPEJUELOS [ ] CONTACTS
1 BLIND/LEGALLY BLIND [ ] CIEGO/LEGALMENTE CIEGO

] WATCH (OBSERVARAPOR) FOR HYPER/HYPOGLYCEMIA

[
[
[
[
[
[
[
[ ]BLEEDING PRECAUTIONS/PRECAUCIONES DE SANGRAMIENTO
[
[
[
[
[
[

] REPORT CHW IN SKIN CONDITION, INCLUDING PRESSURE ULCERS

] SPEECH/COMMUNICATION DEFICIT/IMPEDIMENTO DEL HABLA : Femp: BP: P: R:
] VISION DEFICIT/VISION DEF: [ ] GLASSES/ESPEJUELOS [ ] CONTACTS SIGNOS VITALES: [ ] T each visit/cada visita [ ] ones a day/una vez dia
] HEARING DEFICIT/DEFICIENCIA AUDITIVA/HEARING AID/AYUDA PARA OIR isit/cada visita [ Jones a day/una vez dia [ ]R each visit/cada visita [ ] ones a day/una vez da
] OTHER/OTRO: visit/cada visita [ Jones a day/unavez dia [ ]Other/ Otro:
PERSONAL CARE 1 2 3 | weekiwly HOMEMAKER/CHORES 1 2 3 | weeky
BATH: [ ] COMPLETE BED BATH [ ] CHAIR BATH “IGROCERY SHOPPING
[ 1 TUB BATH [ ] PARTIAL BED BATH LIGHT MEAL PREPARATION
SHOWER: [ ] WITH SHOWER CHAIR o’  JCHANGE LINENS
SKIN CARE: [ ] CHECK FOR PRESSURE AREAS = # |make BeD
COMB/BRUSH HAIR CLEAN BEDROOM
HAIR SHAMPOO (in sink, tub, bed) \ 4 N LEAN BATHROOM
ASSIST WITH DRESSING « CLEAN KITCHEN
ORAL HYGIENE ) WASH DISHES
SHAVE ‘ LAUNDRY
NAIL CARE (DO NOT CUT NAILS) ‘ﬁ DISHASHER CLEAN/Limpiar lavador de platos
FEED PATIENT (BY MOUTH ONLY) - o OORGANIZE, CLEAN CLOSETS/Organizar closes
TURN/CHANGE POSITION IN BED OTHER:
ASSIST WITH TRANSFERS: (SPECIFY) RESPITE/COMPANION 1 2 3 WEEKLY
[ 1BED [ ]CHAIR [ ]HOYER LIFT RESPITE
ASSIST WITH AMBULATION: (SPECIFY) | | | COMPANION
[ 1CANE [ ] WALKER[ ] WHEELCHAIR
AIDE NAME: TITLE:

ASSIST WITH ELIMINATION

[ 1 DIAPER CHANGE

[ 1EMPTY DRAINAGE BAG

[ 1URINARY CATHETER CHANGE

AIDE SIGNATURE:

Comments/Clarification:

RN SIGNATURE: DATE:
CARE PLAN UPDATE:
RN SIGNATURE: DATE:




Personal Care Aide Care Plan
Plan completed by (Name/Title):

Signature:

Date:

Patient Name

Med. Record #:

Reviews:

Signature/Title: Date:

Signature/Title: Date:

Directions to Home:

Patient Concern(s):

Telephone:

Patient Oriented with Care Plan
Reviewed with Home Health Aide_

Care Manager:

Phone Number:

Parameters to Notify Care Manager

Frequency/ Duration:

DNR Yes ___ No| Temp:

BP:

Supervisory Visits: ___every 14 days

__every 30

__every 60

____other Pulse:

Rate:

Precautionary and Other Pertinent Information - Check all that Apply. Circle the appropriate item if separated by a slash.

Lives Alone ___ with other____

Non Weight Bearing___

Dentures___

Diabetic__ Seizures___

Alone during the Day

Fall Precautions

Oriented__ Forgetful___

Hyper/ Hypoglycemia

Bed Bound

Special Equipment__

Prone to Falls___

Bleeding Precautions____

Bed Rest/ BRP's___ Speech/ Communication Deficiency__ | Urinary Catheter___ Partial Weight Bearing__ Rorl
Up as tolerated Vision Deficiency___ Contacts__ | Prosthesis___
Amputee___ Where: Hearing Deficiency___ Aid___ Allergies: Other:
. Ever cpe
Assignment VisiZ Weekly Specific days Comments

Bathing: Tub Bed Bath Chair Bath Shower

Shampooing
Brush Hair

Lotion Application
Nail Filing

O

\0

Shaving Electric Only
Dental Care

Assistance to Toilet
Empty Bed Pan or Urinal

Cleaning of Eye Glasses
Cleaning of Hearing Aids

Light Cleaning of Wheelchair __ Walker __ Q
Light Cleaning of Cane/Crutch \ o

Assistance with Dressing
Making Meals

Feeding /Assistance with
Washing Cloths

' Bed Making/ Change Linen

Assistance with ambulation %

Transferring __ Positioning __ Turning__
Restock Bathroom Supplies

Wash Dishes

Restock Refrigerator Supplies

Clean Refrigerator____ Clean Oven ____
Clean Windows_ Dust__ Mop ___
Vacuum

Take out Trash

Water Plants __ Check Mail ____

Shopping for House
Accompany to Medical Appointments

Assist with Phone Calls __ Mail __ Emails __

Monitor ADLs

Accompany on Walks

Converse/ Socialize

Read to Client

Observe While Sleeping




SOC date:

Med. Record #

Home Health Aide Care Plan (long term plans)
PLAN DE CUIDADO DE LA AYUDANTE DE ENFERMERA

CLIENTS NAME:

[ patient oriented with Care Plan [ Limitations explained to aide staff ‘ DNR [ Yes [1 No (copy available if yes)
Limitations/Limitaciones [ Speech Deficit/Déficit del habla O Prothesis/Protesis

O Lives Alone/Vive solo O vision Deficit/Déficit de vision Safety Measures/Precauciones

O Lives w/others, alone daytime/Vive con otro [ Hearing Deficit/Déficit auditivo O Falls/Caidas

[ Bed bound/Confinado a la cama [ Dentures/Dentadura postiza O Diabetic/Diabético

[ Bed rest/Reposo de cama O Oriented/Orientadox O Don’t cut nails/No cortar ufias
0 Up as Tolerated/Subir segin tolera O Forgetful/Olvidadizo [ Seizures/Convulsiones

O Amputee/Amputado O confused/Confuso O Bleeding/sangreamietos

O Medical Equip/Equipo médico O urinary Catheter/Catéter urinario [ Fractures/Fracturas

[ Partial Weight Barring/Ganandoal peso [0 Other/Otro: O Allergies/Alergias:

0 Non-weight bearing/Sin soporte de peso [ Emergency Plan/Plan emergencia

?nding/lnformar dolor, algo significativo
TASK/TAREA (each duties must be explained to aide staff/cada tarea explicada a la ayudante)

‘ [XIReport changes to skin conditions/Informar cambios en la piel Report Pain, and signif

| PERSONALCARE/CUDADO | [ [ [ [ | HOMEMAKER-CHOF SIMT[W[T[F[S]
PERSONAL S|M|T|W|T|F|S | MakeBed/Hacef lacama
O Bed Bath/Cama [J Shower/Ducha Chan 'r:)ﬁ/Cambiar sabanas
[ Tub Bath/Bafio en la Bafiera C droom/Limpiar Dormitorio
Incontinence Care/Cuidado incontinencig P ry/Lavanderia
PERI-Skin Care/Cuidado de la piel \9 lean Living Area/Limpiar Sala
Hair Care/Cuidado del cabello ﬁ~* Clean Kitchen/Limpiar Cocina
Foot Care/Cuidado de los pies ¢ Prepare Meals/Preparar comidas
Skin Care/Cuidado de la piel /‘Wash Dishes/ Lavar los platos
Assist Dressing/Ayudar a vestirse N ["Igen Clothing/ Plancha la ropa
Oral Hygiene/ Higiene oral @ ¢ L\ Mop Floors /Fregar los pisos
Shave/Afeitalo , Vacuum or Sweep/Aspirar-Barrer
Prepare Meals/Preparar comidas ‘N \ Reduce Dust/Reducir el polvo
Feed Patient/Alimentar al Pacie N N Appliances cleaning/Limpieza equipos
Ambulation/Ambulacién -~ Shopping/Compras
Change Position/ cambier posicion § M HOMEMAKER/CHORE HOURS
Transfer Pt/Transferir paciente COMPANIONSHIP/ACOMPANAR s MITIWITIEIS
Use Hoyer Lift/Uso de Hoyer Emotional Support/Soporte emocional
Toileting assistance/Ayudar en el aseo Socialize/Socializar (help with social sites)
Commode, Bed pan asst/acomodo Med Reminder/Recordar Meds
ROM Exercise/Ejercicio movimiento Accompanying for a walk outside/caminar
PERSONAL CARE HOURS COMPANIONSHIP HOURS
RESPITE SERVICE HOURS ESCORT SERVICE HOURS

Follow Universal Precautions: [X] Infection Control/Control de infeccidn [X] Report issues of confidentiality, distress, abuse signs.

Reviewed/Updated Plan:

Plan prepared by (Staff name/title) Date: by:
Signature:
Date: by:

Signature:

Staff Signature Date



SUNSHINE GOOD CARE, LLC

HOME HEALTH AIDE ASSIGNMENT SHEET/ CARE PLAN

PATIENT NAME: MED. REC. # DATE:
DX: FREQUENCY:
DIRECTIONS / SPECIAL ARRANGEMENTS:
PERSONAL ASSISTANCE REQUIRED
FIRST VISIT SECOND VISIT THIRD VISIT FOURTH VISIT

Tub Both [ ]total [ ] assist

Tub Bath [ Jtotal [ ]assist

Tub Bath [ Jtotal [ ]assist

Tub Bath [ Jtotal [ ]assist

Shower [ Jtotal [ ]assist

Shower [ Jtotal [ ]assist

Shower [ ]total [ ]assist

Shower [ ]Jtotal [ ]assist

Sponge bath [ ]total [ ]assist

Sponge bath [ ]total [ ]assist

Sponge bath [ Jtotal [ ]Jassist

Sponge bath [ ]total [ ]assist

Bed Bath [ ]complete [ ]partial

Bed Bath [ ] complete [ ] partial

Bed Bath [ ]complete [ ]partial

Bed Bath [ ] complete [ ] partial

Shampoo, prn [ Jtotal [ ]assist

Nail Care, prn

Nail Care, prn

Nail Care, prn

Hair Care

Skin Care, prn

Skin Care, prn

Skin Care, prn

Shave, prn

Foot Cart, prn

Foot Care, prn

Foot Care, pm

Nail Care, pm

Perineal Care, prn

Perineal Care. prn

Perineal Care, prn

Skin Care, prn

Check Pressure Areas

Check Pressure Areas

Check Pressure Areas

Foot Care, prn

Dentures Care

Dentures Care

Mouth Care: [ ] Oral [ ] Dentures

Perineal Care, pm

Assist with Toileting

Assist with Toiletifig

Assist with Toileting

Check Pressure Areas

Foley Care: [ ]Empty [ ]| Change

Foley Care. [4'Empty” [ ] Change

Foley Care: [ JEmpty [ ]Change

Mouth Care: [ ]Oral [ ]Dentures

Ostomy Care

Ostomy Care

Ostomy Care

Assist with Dressing

Diaper Change, prn

Diaper Ghange, prn

Diaper Change, prn

Assist with Toileting

Medication Reminder, prn

Medigation Reminder, prn

Medication Reminder, prn

Foley Care:[ ]Empty [ ]Change

Assist with Ambulation

Assishwith Ambulation

Assist with Ambulation

Ostomy Care

Assist with Transfers

Assist with Transfers

Assist with Transfers

Diaper Change, prm

Transfer Bed/Chair, pro

Trapsfer Bed/Chair, prn

Transfer Bed/Chair, prn

Medication Reminder, prn

Repositioning [ ]Q2hrs [ 1P

Repositioning [ ]Q2hrs [ ] Prn

Repositioning [ ]Q2hrs [ 1Pm

TP.R.

R.O.M. [ ]JActive [ ]Passive

R.OM. [ ]Active [ ]Passive

R.O.M. [ ]Active [ ]Passive

Assist w/[ ] Ambulation [ ] Transfers

Assist with Feeding

Assist with Feeding

Assist with Feeding

Transfer Bed/Chair, prn

Meal Preparation

Meal Preparation

Meal Preparation

Repositioning [ 1Q2hrs [ ]Pm

Light Shopping, prn

Light Shopping, prn

Light Shopping, prm

R.O.M. [ ]Active [ ] Passive

Light Personal Laundry, Bsn

Light Personal Laundry, pm

Light Personal Laundry, pm

Assist with Feeding

Tidy up Bedroom

Tidy up Bedroom

Tidy up Bedroom

Meal Preparation

Tidy up Bathroom

Tody up Bathroom

Tidy up Bathroom

Light Shopping, prn

Tidy up Kitchen

Tidy UP Kitchen

Tidy up Kitchen

Light Personal Laundry, prn

Tidy up Bathgdom

Tidy up Bathroom

Tidy up Bathroom

Tidy up Bedroom

Make Bed

Make Bed

Make Bed

Tidy up Bathroom

Changelinens, prn

Change Linens, pro

Change Linens, prn

Tidy up Kitchen

Make Bed

Change Linens, pm

CJ WHEELCHAIR
[IHOYER LIFT

[] VISION (GLASSES. ETC..)
] SPEECH
[J DYSPNEA W/MIN EXERTION

VITAL SIGN RANGES
TEMP

PULSE

EQUIPMENT USE

1 HOSP BED
[ ] OTHER

] SHOWER CHAIR

L1 WALKER

(] CANE

FUNCTIONAL LIMITATIONS

] LEGALLY BLIND
[ BOWEL INCONTINENCE
1 ENDURANCE

[l PARALYSIS

[ ] BLADDER INCONTINENCE

L] CONTRACTURE

PARAMETERS FOR CARE MANAGER NOTIFICATION

RESP

SIGNS/SYMPTOMS TO REPORT TO RN
SPECIAL PRECAUTIONS

WEIGHT

[ HARD OF HEARING
] AMBULATION
O AMPUTATION

SAFETY PRECAUTIONS [ Universal [ Cardio/fPulmonary [ Respiratory ] Wound [ Skin Breakdown
O Diabetic 0 Bleeding

O Aspiration

NURSE SIGNATURE:

[J Seizure [ Fall

O Infection Control

[ Catheter

DATE

(1 Oxygen

1 911 Protocol

PATIENT SIGNATURE:

DATE

WHITE: AGENCY

YELLOW: PATIENT FOLDER




“ﬁm*&ﬁ e e =

R EERE FmEoe. EBewes,
Name: Pt. #: Dx:

Personal Care Nutrition Efimination Activity
Bed Bath Diet 82?0; Eh“gr?a()h Complete bed rest
Complete Fluids Bedpan OOB in wheelchair
Partial Limit Bedside commode, OOB whit assist
Tub Bath Force Bathroom Walking
Shower, Prepare meal [&O Turns & position
Shave Serve meal Empty draifigag Side rails
Shampoo Feed patient Chart ameunt Range of motion
Comb Hair Wash dishes 8 &YA (urine) Assist with walker
Oral Hygiene Ass't pt. to test urine Crutches
(Ndijliot cut toenails) Catheter care
-(rI;aFi:h visit) Peri-Care
Check oral meds
& freq.

Other

Chart any ghapgdin ADL status daily. Notify SN of any changes
RN Signature Date:
Print Name Print Title:

Legend: 1= Independent A = Assist



Chinny Nurses Registry

HOME HEALTH AIDE CARE PLAN

Client Name: M.R. #: Date:
Address: Phone:
Diagnosis: Diet: Allergies:

Functional status: [ |alert [ ] forgetful [ ] disoriented [ ] depressed [ | agitated [ ] blind [ ] visien impaired [ JHOH [ ] deaf
[] Speech/language [ |unsteady gait [_] fall risk [ Jseizures [ |Diabetes [ ]Cardiac [ |Oxvgen[ ] other:

Safety measures: \/ universal precautions /' maintain safe environment \/other:

Problems / needs: [ |Mobility [ | Envirenment [ | Nutrition/Hydration [_]Housekeeping [ | Safety [ ]Personal Care [ ]ADL
[]Skin Integrity []Incontinent Bladder [ ] Incontinent Bowel [_]|Other:

Goals: + Client's personal care/ADT, needs will be met. + Client's nutrition/hydration needs will be met
« Client's safe environment will be maintained « Client's skin integrity will be maintained
* Client/S.0. will be independent in personal care/ADT, « Client will avoid accidents/injury.
Action/Task Check Action/Task Check
(all that apply) (all that apply)
Take and record TPR Note client voiding
Bed sponge bath Note BM
Shower CathetedOstomy care
Shave AsgiSBwith Ambulation
Skin care / Back rub Agsisle devices
Oral Hygiene PYW/C [ Jeane [ |walker
Comb / style hair Assist with Transfers
Shampoo hair [ JHoyer [ |belt [ |stand-by
Dress client Turn and Position every 2 hours
Assist client dressing Wake bed/Care of sick room
Feed client CHange lines weekly and PRN
Assist with meal Light housckeeping
Encourage fluids Grocery shopping
Assist to bathrodm/BSC Client'’s laundry
Offer bedpaty\urthal Prepare meals

Notify SN of the following:

T above bellow,

P above below

R above below

Elimination: pain, discomfort or blood in stool Activity: change in client's level of ability, weakness, unsteady
Urine: cloudy, concentrated, visible sediment, gait, of any falls.

difficult urination, catheter: clogged or leaking Environmental: frayed wires, scatter rugs, inadequate lighting,
Skin: reddened, dry, cracked, bruised, itching, no phone, lack or malfunction of necessary equipment.
discharge or bleeding. Psychosocial: change in behavior, level of crientation of
Nutrition: change in appetite, fluid intake, emotional status.

Non-compliance with diet/fluid orders.

R.N. Signature Date RN Signature Date

Home Health Aide Form Rev 01/04 White: Office Yellow: Client



gidencare
Homg Health Agendy inc,

Home Health Aide Care Plan

TYPE OF BATH: AM

PM

ASSIST WITH EXERCISES: AM | PM

O Partial PRN

O Perform PROM to:

0 Complete PRN

O Prompt patient to do AROM

METHOD OF BATH:

U Prompt patient to deep breath x Reps

[0 Shower [0 Tub Bath

[0 Reposition bed bound patient

(] Bed Bath 1 Sponge Bath

DASSIST WITH NUTRITION:

[0 Per Patient Preference (V at least 2)

O Diet:

PERSONAL CARE:

O Fluid Restrictions:

[ Oral Care O Patient preference PRN

O Prepare meals PRN

[ Skin/Back Care [ Patient preference PRN

U Feed patient PRN

O Peri-Care O Patient preference PRN O Offer Fluids

0 Shave O Patient preference PRN OTHER:

0 Shampoo O Patient preference PRN O Grocery shop PRN

U Foot Soak U Patient preference PRN U Change linen, PRN [ Tidy bath PRN

[ Nail Care [ Patient preference PRN O Wash clothes PRN O Tidy kitchen PRN

[ Dress/Undress [ Patient preference PRN

VITALSIGNS QvS Su M T W Th F Sa

O Incontinence care PRN

O Temp O Pulse O Respirations [ Weight

ELIMINATION Record Date of last BM REPQRT V/S TO SUPERVISOR IMMEDIATELY
OSTOMY CARE PRN ity Oral Temperature > 99

O Empty 0 Assist with Change Pulse Rate >100 or 60
CATHETER CARE PRN Respirations >30 or<12

O Empty bag O Record Output MENTAL STATUS:

L Change Drainage bag(s) Q: U Oriented U Comatose U Forgetful
O Apply bedside/leg drainage bag PRN O Depressed O Disoriented O Lethargic
O Apply/Remove external catheter PRN O Agitated O Cther:

TED HOSE

U Apply in AM [ Remove in PM Date | SPECIFIC CARE INSTRUCTIONS
AMBULATE PATIENT PRN

Ow/SBA  Ow/Contact [ Using~Gait Belt

[ w/Device:

[0 Transport patient per Wheelchair

ASSIST PATIENT TO TRANSFER RRN:

Ow/SBA  Ow/Contact [ Using GaitsBelt

[ Using Hoyer Lift [ With Maximum Assist

OBSERVE SAFETY PRECAUTIONS:

[T REMIND PATIENT TO TAKE MEDICATIONS [0 Fall [0 Bleeding [ Seizure
Diagnosis: Allergies:
Certification Period: From: To: HHA Freguency:
Certification Period: From: To: HHA Freguency:
Certification Period: From: To: HHA Frequency:
Date(s) Initiated, Reviewed/Revised
Date: Date: Date: Date:

ONo change CM ONo change CM

ONo change CM

[ONo change CM

Patient Name:

MR #

Professional Signature:

6/07




- Preferved Home Health Agency, Inc.
| AIDE ASSIGNMENT/TAREAS DE LA ASSISTENTE DE ENFERMERA

PATIENT NAME (Last, First) Nombre del Paciente MR# S0C DATE/Fecha de Inicio | TYPE OF DIAGNOSIS/Diagnéstico
Vive solo, sordo, ciego, olvidadiso, Lado débil, Dieta
Lives alone, deaf, blind, forgetful, __ sided weakness, Diet
Pl. Care Supervisor , Care Team Nurse, PT, ST, OT, Social Worker, Dietician
Supervisor
PRECAUCIONES:  tonvuisiones Limitaciones de Peso Retencion de Fluido
PRECAUTIONS [ ] Seizure | Weight bearing limitations "] Fluid restriction
[] Oxygen ] Activities not permitted ] safety
Oxigeno Actividades no permitidas Seguridad
OBSERVE, RECORD and REPORT CHANGES OBSERVE y RERPQRTE CAMBIOS
L] Temperature/Temperatura (] skin Condition/Condicion de la piel [ ] ¥ast8M/Ultima vez al bafio
[] pulse/pulso L Mood/Attitude/TemperamentoActitud Ttdke and Output/Liquidos Tomados y Salidas
Respiration/Respiracion || Pain/Dolor ‘NLdrine in bag-amount and color/Orine en bolsa, cantidad y color
[ | Appetite/Apetito ] SwellingSudoracion ] Ostomy bag contents-amount and type/Bolsa de Ostomia
PERSONAL CARE CUIDADO PERSONA
| | Bed bath/Bafio en cama L] Brush/comb hair/Cuidadg del pelo __| Skin care with lotion/Cuidado de la piel con locidn
[] Commode bath/Bafio con asistencia __| Oral care/Cuidado bugal __| Back rub with lotion/Masaje espalda con locién
[ Tub bath with seat/Bafio con silla | Clean dentures/Limpiar deqtatitras | Foot care-clean, dry, inspect/cuidado de los pies. inspecidn
[_] Shower with assist/Ducha con asistencia || Clean, file nails/cuidap@ias(no cortar) L] Perineal care/Cuidado area perianal
[] Shampoo (] Shave/Afeitax (] Catheter care/Cuidado de las sondas
ELIMINATION ELIMINACION
Assist with  Asistir con: Empty/\daciaF Changef/Cambiar
[ ] Bed pan/cufa | Urjn€ bagBolsa de @fine | urine night or leg bag/Bolsa del pie de Orine
[ ] Bedside commode/Silla comodin | Commode hucket/Regipierate del Comodin L] Diapers/Pampers
[ House bathroom/Bario de la casa ol Ostamy'bag/Bélga de Ostomia L] Underpad/Ropa interior
ACTIVITY ACTIVIDADES
(| Bedrest/Descanso en cama __| Thasfemdo chair/Transferirse a la silla || Walk independent with standby/Camina independiente
[] Tumirepasition in bed/Mover-posigigiien tama | 4N p8ksn assist/Asistencia de 1 persona || Walk with assist/Camina con asistencia
[ Side rails up/Agarraderas . person assist/asistencia de 2 personas [ ] Walker/Burrito
[] Dangle P, Fover lift/Grua ] cane/Bastén
[ ] Passive ROM/movimientos pasivos []1 person/persona
] Exercises as Therapist taught/E|&fcicids [ ]2 persons/personas
ADL [ ] Dress patient/Vestir al paciente (| Clean and Straighten/Limpiar[_] Change bed each visit/‘Cambiar cama cada visita
[ ] Assist Dress patient/Ayudar a vestir ] Bedroom/Cuartos ] Change bed PRN/Cambias cama si es necesario
[ ] Bedside commode/Silla comodin || Bath area/Bafios H Shopping/Compras

{1 Kitchen if used/Cocina si es usada [_] Laundry/Lavar ropa

NUTRITION ] Encourage fluids/Reenforzar liquidos ] Prepare and serve meal PRN/Preparar comida
|| Check foods available/Chequear comida disponible [ ] Assist with feeding as needed PRN/Alimentar

Additional information:
Informacién Adicional:

SIGNATURE/FIRMA OF RN ORIGINATOR:

DATE/Fecha CHANGES / REVIEWED PLAN/Cambios SIGNATURE/Firma
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