
Aged and Disabled Waiver Program 
Plan of Care 

last Name I First Name 

Plan of Care by: 
RN Signature 

Date: circle correct day 1 2 3 • 5 
1"""''''' .... 10 M ..... ~1t m .... ' boo "' ... ~"'_ 
.ne! _."","tocl on _ k.) I. 17 18 19 2. 

Day of week : 

ime Arrived: 

Time left: 

Total hours: 

Member's initials: 

DESCRIPTION OF SERVICES 
lI .. uh: 

Skin Carc: 

Hair: 

Nails: 

Mouth Carc: 

Oressing: 

Ambuiation: 

Transfer': 

ToilClins : 

ositioning: TUrri Every lirls) Up 
In Chair 

~making: 

Special Direct ions: 

f4ssisl with Medication: 

Meals: BD LO 00 SnacksD 
iN: 

pccial Directions: 

aundr(: 

Vacuum/Sweep: 

Mop': 

Dust': 

!.aighten: 

I Middle Name 

Date 

• 7 8 

21 22 23 

April 2012 Plan of Care 

Month Year 

I
DOB I Service Level: A(]BDC[]oL 

Range of HRs 

Plan Period {Month & vear} : 

9 I. 11 12 13 I. 15 

2. 2S 2. 27 28 2. 3. 31 
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Member Name Date 

Date: circle correct day 1 2 3 • 5 6 7 8 • I. 11 12 13 ,. 15 
1_"""" ............... m ... ,IMI __ 
..... --, ... -~ 16 17 18 ,. 2. 21 22 23 2. 25 26 27 28 2. 3. 31 

Transportation (any limitations and 
pedal directions) 

Essential Errands: Describe 

Community Activities: (nol to e~ceed 
30 hours/month) Df!scribe 

the,: 

SPECIALIZED TREATMENTS (PA/HM will be trained specIfically on thIs care delivery) 

I I I I I I I I I I I I I I I I I 
Date Total Total Destination/Purpose of Travel Essential Community W" Member 

Miles Travel Errands Activities membe r Initials 
Time Time Time Spent with you? 

Spent 
V" No 

I have reviewed this worksheet and to the best of my knowledge By signing, I certify that the reported information is complete and accurate. 1 
the reported information is complete and accurate. understand that payment for the services certified on this form will be from 

Date: Begin time: Federal and State funds, and that any fa lse claims, statements, or documents 
or concealment of material fac t, may be prosecuted under Medicaid Fraud. 

R.N. Printed Name: 

R.N. Signature: 
Member/ Date: 

Lega l Representative 

Comments: Pe rsonal Assistant/ 
Homemaker Printed Name 

Pe rsonal Assistant/ 

End t ime: Total Time: Homemaker Date: 

Comments: ________________ _ _______________________ _ 
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