
CLIENT: ___________________________ EMPLOYEE: _____________________ WEEK START DATE: _________________ 
 

DAY(S) WORKED WITH CLIENT:     MON     TUE     WED     THURS     FRI     SAT     SUN 

JOB STATUS:     Pop-In     Caregiving     Caregiving – Two Persons     Housekeeping     Driving 

CONDITION OF HOME UPON ARRIVAL:     Excellent     Good     Poor     Other ____________________________________ 

DRESS/APPEARANCE:     Excellent     Good     Poor     Other _________________________________ 

MENTAL HEALTH:     Happy     Sad     Depressed     Confused     Anxious     Other ____________ 

PHYSICAL CAPABILITIES:     Excellent     Good     Poor     Other ________________________ 

AMBULATION:     Self     With Assist     Walker     Cane     Wheelchair     Gait belt                

IF APPLICABLE: 

MEDICATION TAKEN:     Self     Monitored     Refuses     Unknown     Other __________________________________ 

ILLNESS OR PROBLEMS: (Also, please call the office) ____________________________________________________ 

NUTRITIONAL STATUS:     Breakfast     Lunch     Dinner     Snack     GLASSES OF LIQUID PER VISIT: _________ 

APPETITE:     Excellent     Good     Fair     Poor     BLOOD SUGAR: _________________________________________ 

ERRANDS:      Dr. Appt.     Hair Appt.     Restaurant     Groceries     Other ____________________________________ 

COMPANIONSHIP ACTIVITIES: _____________________________________________________________________________ 

 
___________________________________________________________________________________________________________ 

 

COMMENTS AND CONCERNS FROM VISIT: _________________________________________________________________ 
 

___________________________________________________________________________________________________________ 
 

___________________________________________________________________________________________________________ 

 

 

 

PERSONAL CARE - Check completed tasks & put an “X” in proper column 
                             SELF        WITH ASSISSTANCE  

� Bathing – shower, sponge, bath  _______________________________________ 
� Shampoo Hair    _______________________________________  
� Skin Care (powder, lotion)  _______________________________________ 

� Dressing    _______________________________________ 
� Hair Grooming (do not cut)                 _______________________________________ 
� Dental Hygiene                  _______________________________________ 
� Makeup /Nails (do not cut)  _______________________________________ 

 

HOUSEHOLD ACTIVITIES – Check completed tasks    
� Put away groceries 
� Meal preparation 
� Wash dishes/Load and unload dishwasher 
� Clean sinks, top of stove, & counters 
� Clean refrigerator, microwave, & toaster oven 
� Remove cobwebs from ceiling and walls 
� Dust furniture, window sills, & baseboards 
� Sweep/Wash floors  
� Vacuum floors (moving light furniture) 
� Clean glass surfaces, mirrors & windows (inside only) 
� Clean bathtub, shower & toilet 
� Change bed sheets/Make bed        
� Machine/Hand wash laundry 
� Iron, fold, & put away laundry 
� Remove trash & clean wastebaskets 
� Take garbage cans out for pickup/Returned cans to proper place 
� Water plants 
� Other:_____________________________________________________________________________________ 

 

 


