. YARAAB HOME CARE SERVICES  TEL: (678) 896-2701

Other[Emng_s[Care Glver Rellef

| Homemaker Tasks/ (Note: Frqney of Tasks)

Vacuum/Dusting/Mop

Empty Trash_/ Sefaty Monitoring

Clean Patiant’s Room

Clasn Kitchan/Bathroom

Laundry/Change Lipens

|_Help with shopping /Other -

Escort/Errands/Range of motion exerclses

Madically Related

Ramind Client to Take Medication

A PETCTT T R T e T
Assist With Self Administered Meds

offica before my chack can be Issued to me,

EMPLOYEE WEEKLY TIME S_HEET TEL: (470) 554-2636
FAX: (678) 336-9278
Empoyee Name:
Position: period from: to:
Client’s Name:
Address:
Sat Sun | Mon | Tue | Wad | Thu ‘| Frl . Sat Sun mon | Tue | Wed | Thu | bl
Date * Date
Time Time
In{am) . . Infam)
Time Time
Outf{am) Out{am)
Time Time in
infpm) . |_{pm)
Time Time
Qut{pm) Out (pm)
Total . Total
(CIRCLE One) Ps RC Bl- WEEKLY ACTIVITY RECORD
|_Parsonal Cave Sarvices Sot | Sun | Mon | Tue |'Wad | Thu m. Sot | Sun | Mon | Tue | Wed | Thu | Fri
Halp with bathing-Tub/Bed/Shower
Help with ambulation/transfer
Halp with halr care .
Help with oral care ~
Skin Care/Shaving/Nalis (File Only) R
Halp.with drassing / grooming )
Help with tolleting
Skin.Obsarvation (Commant Below) '
Nutritional Support Type of Diat -~
Meal Preparation
Fead Patlant/sat up meal
Racord fluld intake

1 cantify that the liours racorded above and services rendered on this worksheet are corvect and that | have performed the activities
Indlcated to the best of my abliity. | understand that my pay Is subject to verification of this information,

and it must be submitted to the

Employee Signature

1
t have reviewed this activity racord and varify that it corresponds to the assign

discussad with the alde

Approved By (RN):

Date

Cllent’s/Authorized representatives Signature

OFFICE USE ONLY Verified By.

Uate

Notes/Remarlks:

meant/care plan. Any discrepancies and/ or changes have been

Date:




