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[_] Yes  [_] No

[_] Yes  [_] No

[_] Yes  [_] No

[_] Yes  [_] No

Date: Date:

Requires Assistance for:

[_] Personal Care

[_] Positioning

[_] Ambulation

[_] Transfers Bed/Chair

  [_] Shower Bench

   Other Skilled Intervention / Instruction:_________________________

[_] -��
���-������� �+	�

Exam by clinician visit:    [_] Yes       [_] No

          When to call:     [_]Agency     [_]Physician     [_]911

       [_] Medication (N or C) effects/side effects ____________________

  Teach / Admin:

  [_] Lab:  [_]None  [_]Blood drawn from _________ for _____________

       [_] Other _______________ Delivered to _____________________

    ____________________________________________

  [_] Standard precautions   [_] Observed S/S

  Observe / Teach:

       [_] Disease process (specify) ______________________________

       [_] Diet: _______________________________________________

       [_] Safety:  [_]Fall   [_]Medications   [_]Fire       Other ___________
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    ____________________________________________

    ____________________________________________

    ____________________________________________
    ____________________________________________

  [_] Medication administered this visit

  (New or changed since last visit)

GASTROINTESTINAL GENITOURINARY

[_] No Problem        [_] Same

        [_] Continuous     [_] Intermittent

[_] No Problem        [_] Same

  [_] Catheter (specify) type___________ French _______

        Balloon inflated ________ml  [_]Changed  [_]Inserted  [_]Removed

        Irrigated with (specify) ___________________________________

  Comments: _______________________________________________

  [_] Anorexia    [_] Nausea/Vomiting    [_] Difficulty swallowing

  [_] Tube feeding (specify) __________________________________   [_] Odor     [_]Hematuria     [_]Incontinence

  [_] Cane

  [_] Crutches

  [_] Wheelchair

  [_] Walker

  [_] Bedside Commode

  [_] Burning     [_]Frequency/Urgency     [_]Retention/Hesitancy

MEDICATION ASSISTIVE DEVICES

  Comments: ______________________________________________

       [_] Drug/food interactions

       [_] Drug/drug interactions

       [_] Expiration dates

       [_] Prescription refill by ______

       [_] Missed doses/what to do

  [_] Pill count (if applicable)

  [_] Other___________________

  [_] Duration of therapy

  [_] Proper disposal of sharps

  [_] S/E contraindications

  [_] Ample supply

        Dose______________________  Route_____________________

  Instructed on:

       [_] Medication(s) names (list) _____________________________

DIABETIC FOOT EXAM (Check all that apply)

Frequency of diabetic foot exam _______________________________

       [_] Tube feedings: _______________________________________

       [_] Care of trach: _______________________________________
       [_] Inhalation Rx: ________________________________________
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       [_] S/S allergic reaction

  ________________________________________________________

AIDE  SUPERVISORY  VISIT  (Complete if applicable)

  Maintains and implements standard 

  AIDE:   [_] Present     [_] Not Present

  IS PATIENT/FAMILY SATISFIED?                            

  Explain: ___________________________________

  Follows and implements care plan

        precaution per agency policy

INTERVENTIONS / INSTRUCTIONS
[_]�/�� ��#	�0��	 � ����$

�� ���

Done by:    [_] Patient      [_] Caregiver (name) ___________________

                  [_] RN/PT       [_] Other: ____________________________

     Comment: ______________________________________________

Neuropathy right / left

     _______________________________________________________

Medication setup for_________________________________________
  [_] Prefill insulin syringes for _______days [_] Tingling right / left            [_] Burning right / left

     Integument findings: ______________________________________

Loss of sense of:      [_] Warm right / left      [_] Cold right / left

  [_] None    [_]Update Medication Profile    [_]Order obtained

        Administered by:  [_]Self    [_]Family/caregiver    [_]Nurse

                                     [_]Other _______________________________

        Name________________________________________________

   Does patient have continued need for Aide services

   AIDE CARE PLAN UPDATE?

Patient's Signature:

   Reports complications and problems to the case   Care Coordination:   [_]Physician    [_]SN    [_]PT    [_]OT    [_]ST

NURSING REVIEW

   Is caring and sympathetic to the patient's needs

   Adheres to dress code

  Is prompt, stays required length of time and

        is reliable

   Appears competent in the delivery of service

   Performs tasks as requested by the 

        patient within job description

   Relates well with the patient/family

Employee's Signature

       Regarding _____________________________________________

        

       [_]MSW    [_]HHA    [_]Other (specify) _______________________

    RESPONSE TEACHING:

  [_]���������6�6�/�0�

  [_]�*#+	��
$�1	���,7�

  [_]������*#+	���2����	�

  [_] Verbalizes Understanding   [_] PT/PCG Comprehension

  [_] Return Demonstration   [_] PT/PCG Demonstration
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