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	Name of Client:
	Tel. No.

	Address:
	


                                                                         Client Approval
This is to certify that my home maker/care giver rendered service to me on the date, day including

His/her time-out and the service notes in the time sheet.

                                                                                                                 Signature of Patient or Representative
	Date:
	Day of Work:
	Time-in:
	Time-out:
	Time-in:
	Time-out:
	Hours:
	Comments:

	
	Sunday
	
	
	
	
	
	

	
	Monday
	
	
	
	
	
	

	
	Tuesday
	
	
	
	
	
	

	
	Wednesday
	
	
	
	
	
	

	
	Thursday
	
	
	
	
	
	

	
	Friday
	
	
	
	
	
	

	
	Saturday
	
	
	
	
	
	


	Activities
	M
	T
	W
	T
	F
	S
	S
	Activities
	M
	T
	W
	T
	F
	S

	Assisting with eating, prepare food, etc.
	
	
	
	
	
	
	
	Assisting with positioning in bed, wheelchair, etc.
	
	
	
	
	
	

	Assisting with bathing
	
	
	
	
	
	
	
	Cook food for the patient
	
	
	
	
	
	

	Assisting with tooth care
	
	
	
	
	
	
	
	Cleaning the:
	
	
	
	
	
	

	Assisting in grooming
	
	
	
	
	
	
	
	*Bed room
	
	
	
	
	
	

	Assisting in providing hair care
	
	
	
	
	
	
	
	*Dining room
	
	
	
	
	
	

	Assisting with bowel regularity
	
	
	
	
	
	
	
	*Kitchen
	
	
	
	
	
	

	Assisting with transfers
	
	
	
	
	
	
	
	*Bathroom
	
	
	
	
	
	

	Assisting with medication
	
	
	
	
	
	
	
	*Toilet
	
	
	
	
	
	

	Assisting in providing lotion
	
	
	
	
	
	
	
	*TV Room
	
	
	
	
	
	

	Assisting with dressing
	
	
	
	
	
	
	
	*Others;
	
	
	
	
	
	

	Assisting with nail care
	
	
	
	
	
	
	
	Washing the:
	
	
	
	
	
	

	Encouraging exercise
	
	
	
	
	
	
	
	*Bed linen
	
	
	
	
	
	

	Other activities
	
	
	
	
	
	
	
	*Towels
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	*Bed cover
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	Changing linen, bed cover
	
	
	
	
	
	


__________________________________                                                                                                 ______________________________
   Name & Signature of the Care Giver                                                                                                                                      Date
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