
 

 Homemaker Personal Care 
Ind.Name:               Address:          ____Medicaid    ________  Span Date: _ _________________                                  
Provider: ________________Provider Address: _________________Provider # _______________ 

Month/Year                                      _    

Outcome # 1  
A.​ Action Steps:  How Often?    

Support Considerations: Date Notes/Description Staff int. Date Notes/Description Staff int. 

1.​  
      

      

2.​  
      

      

3.​  
      

      

4.​  
      

      

B.​ Action Steps:  How Often?    

Support Considerations: Date  Notes/Description 
Staff 
int. 

1.​  
   

   

2.​      

​ ​ ​ ​ ​ ​ ​ 4/20/2017 



   

3.​  
   

   

IO Waiver/ Homemaker Personal Care   
                                                                                                                                

Name______________ Address:          _______Medicaid    _________  Span Date: _ _________ 
Provider: Provider Address: ________________Provider # _____________________ 

Additional Notes:  
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 (Page 3 of 3) 
Ind. Name:    _____                       Waiver Type           Address:                                           Medicaid                             Span Date:  ____________         
_                                   
Provider:                                                  Provider Address:                                                                 Provider #                

Month/Year                                      _   1 2 3 4 5 6 7 8 9 
1 
0 
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1 

1 
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1 
3 
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1 
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8 
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2 
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2 
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2 
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2 
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2 
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Level of Support :                                

                                

1.​  

                                                     

2.​  

                            
                               

3.​                                 

4.​                                 

5.​                                 

6.​                                 
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7.​                                 

8.​                                 

9.​                                 

10.​                                

11.​                                

12.​                                

13.​                                

14.​                                

15.​                                

Service Type (HPC/OSOS, 
transportation) 

                               

Service Code                                

Time In                                

Time Out                                

Number of units of service                                

 
 
 
 

All services are provided in the home unless otherwise noted in the comments section on the back of this page.  All Services provided at 1:1 ration unless otherwise noted. 
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Other Codes to be used to indicate when a service was not provided. Staff will need to provide an explanation: A= Absent    H= Hospital    R= Refused Services 
Staff Comments: Please note service (specific locations) other than the home, IE: Kroger’s, Rite Aid, Doctors office, etc. 
Also note problems with delivering services such as not at home, no contact, in hospital, or anything out of the ordinary on this document. 
Staff signature/initials ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​
​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​ ​  
 

Additional Notes: 
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