	IHCA


   IN-HOME AIDE TIMESHEET/POC                              Agency Name                                                    Office
	
	WED
	THU
	FRI
	SAT
	SUN
	MON
	TUE
	WED
	THU
	FRI
	SAT
	SUN
	MON
	TUE

	Patient Hrs:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Date:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Time In:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Time Out:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Time In:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Time Out:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Total:
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	          Total Hours Worked
	


	Special Instructions/Findings: __________________________________________

Patient uses: ( Shower Bench/Chair  ( Grab Bars  ( Handheld Shower  

( Reacher  ( Walker  ( Rollater   ( Cane/Quad Cane  ( Scooter  
( Hoyer  ( Transfer Board  ( Wheelchair  ( Pressure Relief Device 
( BSC  ( Elevated Toilet Seat  ( Urinal  ( Bed Pan  ( Pads/Diapers

Patient has: ( SOB   ( Tracheostomy    ( Nebulizer Treatments 

( Oxygen (continuous/intermittent) Oxygen Rate: _____L/min.

( Impaired Endurance  ( Fall Risk

( Pain: ________________  Allergies: __________________ Diet: _________________
( Forgetful   ( Requires step-by-step verbal prompting 

( Disoriented   ( Behavioral Problems  ( Vision Problems 

( Hearing Problems   (  Speech Problems   ( DNR 

	Diagnosis: DM, Hyperlipidemia, HTN, Osteoarthritis, Heart Disease


      Patient Name:                                      Provider Name: _________________________________________             Patient ID#: 
	

	RN Day Assigned to Aide:
	WED
	THU
	 FRI
	SAT
	SUN
	MON
	TUE
	WED
	THU
	 FRI
	SAT
	SUN
	MON
	TUE

	Bathing  ( shower:____________  

( bed bath:___________  ( sponge bath:___________          
	W   TH   F   SA  SU   M   T
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Skin/Hair/Feet  ( shampoo/ hair care:___________

( skin care (wash face/hands, foot care):___________
( nail care
	W   TH   F   SA  SU   M   T
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Personal Hygiene ( mouth/oral/dentures care  ( shave
	W   TH   F   SA  SU   M   T
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Bathroom/Bedroom  ( change bed linens:__________
( make bed  ( tidy/clean bathroom:__________  

( clear pathways/minimize clutter 
	W   TH   F   SA  SU   M   T
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dressing  ( don/remove clothes/socks/shoes

( assist with clothing/shoe fasteners 
( don/remove TEDS/ braces/prosthetics/splints

( hang/retrieve clothing
	W   TH   F   SA  SU   M   T
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Transfer/Mobility  ( to/from bed/chair  
( to/from tub/shower  ( turn/reposition 
( ambulate room to room  ( assist with stairs  ( ROM
	W   TH   F   SA  SU   M   T
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Toileting/Incontinence  ( remove/fasten garments

( hygiene after toileting/incontinence 
( to/from BSC or toilet  ( clean BSC/urinal/bedpan 

( ostomy care  ( catheter care
	W   TH   F   SA  SU   M   T
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Eating  ( assist with cutting/feeding  ( tube feeding
( chop/grind/puree/thicken 
	W   TH   F   SA  SU   M   T
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Meal Prep  ( open packages  ( heat/assemble food  
( clean meal area  ( clean utensils/dishes/empty trash
	W   TH   F   SA  SU   M   T
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Delegated Medical Monitoring   ( blood pressure 
( blood glucose  ( med reminders  ( med assist
	W   TH   F   SA  SU   M   T
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	General  ( on-site laundry:__________  
( retrieve/return equipment
	W   TH   F   SA  SU   M   T
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Errands  ( off-site laundry  ( grocery  ( med pick-up 
days: __________   hours per week: ___________
	W   TH   F   SA  SU   M   T
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	RN Assignment to Aide / RN: ___________________________________________  Date: ___________________             
RN Special Instructions:  ( Seizure Precautions     ( O2 Precautions (no smoking, keep away from open flames, no petroleum-based products or combustibles around O2)


     Pay Period: __________________ to __________________ Deviations : ____________________________________________________________________________________________________
    Patient/Resp. Party _________________________________________ Date: _______________ Provider _______________________________________________ Date: ________________
    Witness (only if signed with a mark) ___________________________________ Date: _______________ RN ____________________________________________ Date: ______________
