HOMEMAKER / PERSONAL CARE – SKILL DEVELOPMENT DOCUMENTATION

CONSUMER NAME: 








PROVIDER: 










ADDRESS: 









ADDRESS: 









MEDICAID #: 









PROVIDER #: 









RESIDENT #: 









MONTHLY SERVICE PERIOD: _____/_____/_____ to _____/_____/_____
SKILL DEVELOPMENT AREA: _______________________________________________________

PROGRAM DURATION / FREQUENCY:   


/




PROGRAM DESCRIPTION / DESIRED OUTCOME: ______________________________________________________________________________________________________________________________ __________________________________________________________________________________________________​​​​​______________________________________________________________________

	DATE
SKILL 
	/1
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	/8
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	/11
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	DEVELOPMENT

STEPS
	DOCUMENT TYPE of PROMPT NECESSARY TO PERFORM STEP: I=Independent, V=Verbal, G=Gestural, P=Physical, R=Refused, ND=Not Delivered

ALL SERVICES ARE PROVIDED IN THE PERSON’S HOME UNLESS OTHERWISE NOTED IN THE COMMENTS SECTION ON BACK PAGE  
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	*SUPPORT STAFF’S INITIALS FOR DAYS SKILL DEVELOPMENT PROGRAM IS OFFERED ACCORDING TO DURATION AND FREQUENCY ON ISP

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


STAFF SIGNATURE: 





   INITIALS:                          STAFF SIGNATURE: 





     INITIALS: 



STAFF SIGNATURE: 





   INITIALS:                          STAFF SIGNATURE: 
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STAFF SIGNATURE: 





   INITIALS:                          STAFF SIGNATURE: 





     INITIALS: 



STAFF SIGNATURE: 





   INITIALS:                          STAFF SIGNATURE: 





     INITIALS: 



STAFF SIGNATURE: 





   INITIALS:                          STAFF SIGNATURE: 





     INITIALS: 



STAFF COMMENTS (Unusual staffing & reasons, service locations if other than home, problems delivering services, reasons for refusal, etc.)

