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Palsy”

Life without limits for people with disabilities

Consumer Name:

Month:

Client Progress Notes o

Year:

Employee Name:

Case Manager:

Tasks Performed (check all that apply)

Date:
(must fill in date)
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Housekeeping

Kitchen

Bathroom

Bedroom

Living Room

Dining Room

Laundry

Take out Trash

Attendant
Care

Bath/Shower

Sponge Bath

Skin Care

Dressing Assist

Toileting

Comb Hair

Shaving

Nail Care

Brush Teeth

Meal Prep Brkfst

Meal Prep Lunch

Meal Prep Dinner

Grocery Shopping

Other Shopping

Pharmacy Pick up

Med Reminder

Other

Exercise/ROM

Walk/Outside

Animal Care




**Please note further information in spaces below

Date:

Incidents

lliness

Hospitalization

Death

Unusual cuts

Unusual bruises

Change in sleep

Other Tasks that Consumer requests not identified on care plan; to include other tasks not included on sheet:

Changes in Consumer’s condition/explanation of any medical issues: (circle what applies)

Behavioral Issues/Concerns/Barriers: (circle what applies)

Other comments/concerns:

Caregiver Signature: Date:

Consumer/Parent/Guardian Signature: Date:

Program Manager Signature: Date:




