
GEAUGA COUNTY HOMEMAKER PERSONAL CARE
SKILL DEVELOPMENT

Name: Frequency/Duration:

Up to 96 Units Daily

_______Units Weekly

_______Units Monthly

_______Units Yearly

Medicaid #

Contract Provider #

Service Period:

Provider:

Goal:

Current Status:

Methodology:

Documentation: Document by using staff initials and individual’s level of participation by using the skill
development codes listed on the Documentation sheet.

(Note: If individual did not participate in Skill Development Program make a brief comment related to
reason).



QUARTERLY REVIEW

1st Quarter:

Reviewed By: Date:

2nd Quarter:

Reviewed By: Date:

3rd Quarter:

Reviewed By: Date:

4th Quarter:

Reviewed By: Date:


	Name: Carrie consumer
	Medicaid: 000000000000
	Contract_Provider: 00000000
	Service_Period: 8/12/2012-8/11/2013
	Provider: Paula Provider
	Textfield: 2x
	Textfield0: 
	Textfield1: 
	Textfield2: Carrie will independently load the dishwasher.
	Textfield3: Carrie will load the dishwasher with physical prompts
	Textfield4: 1)Prompt Carrie by saying its time to load the dishes. Verbally Prompt Carrie to 

rinse the dishes.
2)If Carrie does not respond turn on the water and ask Carrie "What do you 

need to do next?

3) If Carrie still does not respond, hand her a plate and verbally prompt her as necessary to rinse and load the plate into the dishwasher.
	1St_Quarter: Carrie loaded the dishes in the dishwasher 90% of the time with physical prompts,
	Textfield5: 10% of the time with verbal prompts.
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