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Description automatically generated]Client Name: ____________________			

DOB:  __________________________	
ID/SSN: XXX-XX- _____________
Caregiver Printed Name & Title: _____________________ 
Caregiver Activities Documentation
	
	Sun
	Mon
	Tue
	Wed
	Thu
	Fri
	Sat

	Date:
	
	
	
	
	
	
	

	Time In:
	
	
	
	
	
	
	

	Time Out:
	
	
	
	
	
	
	

	Total Hours:
	
	
	
	
	
	
	



	Temperature
	
	
	
	
	
	
	

	Pulse
	
	
	
	
	
	
	

	Blood Pressure
	
	
	
	
	
	
	

	Respiratory Rate
	
	
	
	
	
	
	

	O2 Sat at rest
	
	
	
	
	
	
	

	O2 Sat after activity
	
	
	
	
	
	
	

	Weight
	
	
	
	
	
	
	

	Oxygen LPM
	
	
	
	
	
	
	



	Rate the boxes of tasks performed during shift:
1 = able to perform independently
2 = performs with assistance or reminder
3 = unable to perform or needs complete assistance

1 = able to perform independently
2 = performs with assistance or reminder
3 = unable to perform or needs complete assistance
	Tasks
	Sun
	Mon
	Tue
	Wed
	Thu
	Fri
	Sat

	
	Vitals
	
	
	
	
	
	
	

	
	Medication Reminders
	
	
	
	
	
	
	

	
	Nutrition:
Meal Preparation
	
	
	
	
	
	
	

	
	Feeding 
	
	
	
	
	
	
	

	
	Bathroom:
Shower/Tub
	
	
	
	
	
	
	

	
	Toileting – Incontinence/Colostomy/Catheter
	
	
	
	
	
	
	

	
	Hygiene/Grooming:
Dressing
	
	
	
	
	
	
	

	
	Oral Care
	
	
	
	
	
	
	

	
	Tasks
	Sun
	Mon
	Tue
	Wed
	Thu
	Fri
	Sat

	
	Hair Care
	
	
	
	
	
	
	

	
	Skin Care
	
	
	
	
	
	
	

	
	Activity:
Ambulation - WC/Walker/Cane
	
	
	
	
	
	
	

	
	Mobility/Positioning
	
	
	
	
	
	
	

	
	Safety/Assistive Devices:
Removed Clutter
	
	
	
	
	
	
	

	
	Oxygen Safety/Storage
	
	
	
	
	
	
	

	
	Managing assistive devices
	
	
	
	
	
	
	


Did Client fall or report a fall in any shift? 	Yes		No	Date of Fall(s):___________________________
	 Reported to: ______________________________
Comment observations of interventions below.
	Response to Care Observations/Symptoms Reported/Team Communication:

	Sunday: ____________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________

	Monday: ___________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________

	Tuesday: ___________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________

	Wednesday: ________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________

	Thursday: __________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________

	Friday: _____________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________

	Saturday: ___________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________


Caregiver Certification:
I certify that I provided the care set forth above to this patient in accordance with the patient’s approved plan of care and the Department of Labor EEOICPA Program Manual.
Signature & Title: ________________________________________   Date: ___________

Printed Name & Title: ______________________________    Dates of Service: _________________________
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