
Affiliated Home Care of Putnam 
P.O. Box 213· Mahopac, NY 10541 

(845) 628-2484 • (845) 628-2507 (fax) 

Patient Name._____________ Week Ending,___________,20__ 


Aide Name ______________ Aide Signature ______________ 


Check services completed on each visit. DO NOT perform any tasks not indicated in care plan. 

Fill In LJates 
Mon lues Wed Thurs t-n ~at ~un 

lime Started 
lime t:.nded 

1 . l J ::;nower l J Ijencn l J lotal l J ASSist 
2· l J tjponge/ljedbatn l J lotall J ASSist 
3. l 1 Groom Hair J J Shampoo as needed 
4. l J uresslng [ 1 lotal l J ASSist 
5. l J Perineal care/diaper cnange 
6. l J tjKIn care 11 Observe skin changes 
7,j J Nail Care as needed (file only) 
8. L J ::;nave as needea (electric razor only) 
8. l J Moutn Gare/uenture Gare 

1U. l J HUM (Aner HNII-' I Instruction) - HHA ONLY 
11. l J Ambulate with assistance 
12. [ 1Ambulate [ 1Walker [ 1Cane [ 1Crutch 
1::S. l J ASSist wltn Deapan/unnallcommoae/IjH 
114. L J HI:.I-' (Aner HNII-' I Instruction) 
115. l J Medication Hemmders 
16. l J Oxygen: l J Gontmuous l JAs needed - HHA ONLY 
11 f. l J Gatheter care/cleanse around tube/empty bag 
11 B. l J Make Dea and linen cnange as needed 
119. l J Iidy patient surroUndlngS/kltcnen/batnroom 
~o. l J Meal I-'rep l J Ij l J L l J U 
~1 -1) ASSist/Feed Patient 
~2. [ 1Wash dishes used In meal prep 
L::S. l JI-'ersonal laundry 
L4. l J I ransport to medical appointment (Only If Indicated) 
25. l J vacuum/uust 
26. l JTransfer to chalr/wheelchalr/commode/bed 
27J 1weigh patient (see RN Instructions) 
28. [ 1Hoyer lift [ J slideboard 
L8. l J Hospital Bed/::;Iae Hails . 
::SU.l J ASSist wltn ostomy bag cl1ange .- HHA O NLY 
31 .11Turn & Position 
32. [ ] ElevatelPosltlon extremities 
1::S::S · L J Grocery Shopping/Errands 
~4. l J ::>tanaard I-'recautlons (Applied ually) 
Ilotal VISit lime: 
IPatients tjlgnature: 
Ivomments: 

Medicaid Consumer Other_____________ ___ _ ___ 
(Specify)

Circle One 


