
HOME HEALTH AIDE CARE PLAN  (PLAN DE CUIDADO DE LA AYUDANTE DE ENFERMERA)

Telephone No.Patient Address:

Directions to Home:

PARAMETERS TO NOTIFY CARE MANAGER / PARAMETROS A NOTIFICARPhone No.Care Manager:
Frequency/Duration:
Supervisory visits:
Patient problem:

DNR:
PRECAUTIONARY AND OTHER PERTINENT INFORMATION - Check all that apply. Circle the appropriate item if separated by slash.

Check all applicable tasks. Specify by circling the applicable activity for those items separated by slashes. Write additional
precautions, instructions, etc as needed beside the appropriate item

ASSIGNMENT-TAREASASSIGNMENT-TAREAS Weekly
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DATESIGNATURE/TITLE

PART 2 - Patient Home FolderPART 1 - Clinical Record

As Nurse Aide you are an important member of the home care team. It is important that you check your Aide Care Plan before initializing care. Perform only the tasks assigned on the patient's Care Plan.
If there are tasks being performed that are not on the patient care plan, notify your supervisor for approval before the changes are made. 
REMEMBER TO RESPECT PATIENT'S PRIVACY/PROPERTY                  pnsystem.com   305.777.5580    (855)PNSystem
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SIGNATURE/TITLE DATE

Multi-Visits
a day only
1 2 3 4

Other Comments/Instructions
Comentarios/Instrucciones

Other Comments/Instructions
Comentarios/Instrucciones

Multi-Visits
a day only

1 2 3 4

Urine

Other (pain)
✔
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AIDE/PERSONAL CARE 
SERVICES PLAN

Employee Name

Employee ID

Patient/Client Name ID# Patient Address / Phone:

Every Visit   Weekly     1          2 3         4
PERSONAL CARE     (PC)
BATH - TUB/SHOWER/BED/ASSIST
HAIR CARE BRUSH/SHAMPOO
ORAL CARE - BRUSH/SWAB/DENTURES
DRESS/UNDRESS
SKIN CARE/FOOTCARE/(HYGIENE)
SHAVE/GROOM/DEODORANT
NAIL HYGIENE - CLEAN/FILE/REPORT
AMBULATION ASSIST - WC/WALKER/CANE
TRANSFER ACTIVITY
CHANGE POSITION
INCONTINENCE CARE
TOILETING ASSIT
COMODE/BED PAN ASSIST
MEAL PREP
ASSIST WITH FEEDING
MAKE BED / CHANGE LINEN
LIMIT/ENCOURAGE FLUIDS
EMOTIONAL SUPPORT
FOLLOW UNIVERSAL PREC
SAFETY
INFECTION CONTROL
HOMEMAKER     (HMK)
LAUNDRY
CLEAN BATHROOM
CLEAN BEDROOM
CLEAN KITCHEN / REFRIGERATOR
CLEAN LIVING ROOM
MEAL PREP
EMPTY TRASH
VACUUM/SWEEP/ DUST
WASH DISHES
FOLLOW UNIVERSAL PREC
SAFETY
INFECTION CONTROL
OTHER      
COMPANION
RESPITE CARE
ATTENDANT CARE
CHORES
ESCORT
SHOPPING

Staff Preparing Plan Signature/Title Date

Additional Instructions/orders:

____________________________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________________________

      Report Significant finding to Agency.                     patient/client participate in planning of his/her care

FOLLOW UNIVERSAL PRECAUTIONS, SAFETY MEASURES

(visit/hours)

Frequency of Services,
ADDITTIONAL INSTRUCTIONS:

Expected client/patient 
outcomes/goals:

FAIR RETURN TO PREVIOUS 
LEVEL OF ADLS 
INDEPENDENTLY by: 
______________.

WILL NOT BE ABLE TO 
CARRY OUT ADLS 
WITHOUT MAXIMUM 
SUPPORT by: _____________.

BE SAFE IN SELF CARE By: 
______________.www.pn
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HOME HEALTH AIDE CARE PLAN 

Every Visit (EV)   Weekly  (W)  Other (O) 

B
A

TH
  EV   -  W  -   O 

 Assist patient with Bath 
 Bath Chair 
 Bed Bath 

P
ER

SO
N

A
L 

C
A

R
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 Assist with Dressing 
 Grooming  
 Skin Care 
 Shave  
 Check Pressure Areas 
 Nail Care 
 Oral Care 
 Assist with Elimination 
 Medication Reminder  
 Ambulation Assist  
 Mobility Assist 

H
O

M
EM

A
K

ER
  EV  -  W  -   O 

 Meal Preparation 
 Assist with Feeding 
 Light Housekeeping 
 Wash Clothes  
 Groceries 

O
TH

ER
  Respite 

 Adult Companion 
 Chore 

Clinician’s Name/Title: ____    Signature: _______ Date: 
UPDATES 

Clinician’s Name/Title: ____         Signature:    Date:  
Aide Care Plan:  No Change  Updated  Frequency Change; Effective Date: ________________________________________               

 New Frequency: 

Clinician’s Name/Title: ____         Signature:    Date:  
Aide Care Plan:  No Change  Updated  Frequency Change; Effective Date: ________________________________________               

 New Frequency: 

Clinician’s Name/Title: ____         Signature:    Date:  
Aide Care Plan:  No Change  Updated  Frequency Change; Effective Date:_________________________________________            

 New Frequency: 

Patient Name:   MR # 

Patient Address:  Telephone: ______________ 
 Patient oriented with Care Plan  Reviewed with the HHA/CNA

Case Manager:    Phone No. Parameters to Notify Case Manger 

Frequency/Duration: ________________________________________________ 
_________________________________________________________________ 
Supervisory Visits:   90 days  Other ________________________________ 
Patient problems:___________________________________________________ 

Urine:  Cloudy, Bloody 

DNR:  Yes  NO 

Precautionary and other pertinent information – Check all that apply.  
 Lives alone/Vive solo 
 Live with other /Vive con otros 
 Alone during the day/ 

      Solo durante del dÍa 
 Bed Bound /Confiado a la cama 
 Bed rest/BRPs/  

      Descanso en la cama  
 Up as Tolerated / 

      Se levanta hasta done puede 
 Amputee (specify)/Amputación 

____________________________ 
 Partial weight bearing / 

      Soporte de peso parcial  
 R   L 

 No weight bearing / 
      No soporte de peso  R  L 

 Fall precautions/ 
       Prevención de caidas 

 Special Equipment/ 
      equipos especiales:  

 Speech/Communication deficit/     
      Habla deficiente  

 Vision deficit / Visión def: 
 Glasses/ Espejuelos  
 Contacts / Lentes de contacto 
 Other / Otro: __________________ 
 Hearing deficit / Def. Auditiva  
 Hearing Aid / Ayuda para oir  
 Oxygen Precautions / 

      Precuaciones de Oxígeno 

 Dentures/ Dentaduras  
 Upper / Sup. 
 Lower/ Baja  
 Partial/ Parcial 
 Oriented / Orientado x 3 
 Alert / Alerta 
 Forgetful/Olvidadiso  
 Confused/ Confuso 
 Urinary catheter /  

      Cateter urinario 
 Prosthesis / Protesis 

(specify)_________________ 
 Allergies / Alergias 

(specify): ________________ 
________________________ 

 Diabetic / Diabetico 
 Do not cut nails / 

      No cortar uñas  
 Diet / Dieta ___________ 
 Seizure precautions /     

      Precauciones con     
      convulsions  

 Watch (observer por) for  
 Hyperglycemia  
 Hypoglycemia  

 Bleeding precautions/ 
       Prec. Sangremientos  

 Prone to fractures /     
       Posible fracturas 

 Other / Otro ___________ 

Time: _______

Time: _______

Time: _______

Time: _______
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PATIENTS NAME: ______________________________________ MR #: ______________

TELEPHONE NO: __________________________________ DATE: _____________

[   ] PT ORIENTED TO AIDE CARE PLAN [    ] CAREPLAN REVIEWED WITH HHA/C.N.A 

CASE MANAGER: __________________________________________ PHONE NO: ________________________________________

FREQUENCY/DURATION: ______________________________________________________________________________________________________________________

SUPERVISORY VISITS: EVERY  [   ] 14 DAYS[   ] 60 DAYS    [   ] OTHER DNR:    [   ] YES    [   ] NO

[   ] LIVES ALONE/VIVE SOLO [   ] DENTURE/DENTURAS: [   ] UPPER/SUP. [   ] LOWER/BAJA [   ] PARTIAL

[   ] LIVES WITH OTHER/VIVE CON OTROS [   ] ORIENTED/ORIENTADO

[   ] ALONE DURING THE DAY/SOLO DURANTE EL DIA

[   ] ALERT/ALERTA

[   ] BED BOUND/CONFINADO A LA CAMA

[   ] FORGETFUL/CONFUSED‐OLVIDADISO/CONFUSO

[   ] CHAIRBOUND/CONFINADO A LA SILLA

[   ] URINARY CATHETER/CATETER URINARIO

[   ] UP AS TOLERATED/LEVANTARSE SEGUN LO TOLERE [   ] PROSTHESIS/PROTESIS (SPECIFY): 

[   ] AMPUTEE/AMPUTACION (SPECIFY/ESPECIFICAR): 

[   ] PARTIAL WEIGHT BEARING/SOPORTE DE PESO PARCIAL: [   ] R  [   ] L

[   ] ALLERGIES/ ALLERGIAS: _____________________________________________

[   ] NON WEIGHT BEARING/NO SOPORTE DE PESO:  [   ] R  [   ] L

[   ] DIABETIC/DIABETICO

[   ] SPECIAL EQUIPMENT/EQUIPOS ESPECIALES: [   ] HOSP BED [   ] HOYER LIFT 

[   ] DO NOT CUT NAILS/NO CORTAR UÑAS

[   ] WALKER [   ] CANE [   ] WHEELCHAIR [   ] OXYGEN [   ] GRABBARS  [   ] DIET/DIETA: _________________________________________________

[   ] SHOWER CHAIR [   ] OTHER: ______________________________________ [   ] SEIZURE PRECAUTION/PRECUACIONES CON CONVULSIONES

[   ] VISION DEFICIT/VISIÓN DEF: [   ] GLASSES/ESPEJUELOS [   ]  CONTACTS [   ] WATCH (OBSERVAR POR) FOR HYPER/HYPOGLYCEMIA

[   ] BLIND/LEGALLY BLIND [   ] CIEGO/LEGALMENTE CIEGO

[   ] BLEEDING PRECAUTIONS/PRECAUCIONES DE SANGRAMIENTO 

[   ] SPEECH/COMMUNICATION DEFICIT/IMPEDIMENTO DEL HABLA

[   ] FALL PRECAUTIONS/PREVENCIÓN DE CAIDAS

[   ] VISION DEFICIT/VISIÓN DEF: [   ] GLASSES/ESPEJUELOS [   ]  CONTACTS

[   ] PRONE TO FRACTURES/PROPENSO A FRACTURAS 

[   ] HEARING DEFICIT/DEFICIENCIA AUDITIVA/HEARING AID/AYUDA PARA OIR 

[   ] REPORT CHANGES IN SKIN CONDITION, INCLUDING PRESSURE ULCERS

[   ] OTHER/OTRO: [   ] P each visit/cada visita   [   ]ones a day/una vez día  [   ]Other / Otro:

PERSONAL CARE 1 2 3 HOMEMAKER/CHORES 1 2 3
BATH: [ ] COMPLETE BED BATH [ ] CHAIR BATH GROCERY SHOPPING

[  ] TUB BATH [  ] PARTIAL BED BATH LIGHT MEAL PREPARATION

SHOWER: [  ] WITH SHOWER CHAIR  CHANGE LINENS

SKIN CARE: [  ] CHECK FOR PRESSURE AREAS MAKE BED 

COMB/BRUSH HAIR CLEAN BEDROOM

HAIR SHAMPOO  (in sink, tub, bed) CLEAN BATHROOM

ASSIST WITH DRESSING CLEAN KITCHEN

ORAL HYGIENE WASH DISHES

SHAVE LAUNDRY

NAIL CARE (DO NOT CUT NAILS)

OTHER: _______________________

FEED PATIENT (BY MOUTH ONLY)

TURN/CHANGE POSITION IN BED

ASSIST WITH TRANSFERS: (SPECIFY) RESPITE/COMPANION 1 2 3
[  ] BED  [   ] CHAIR  [   ] HOYER LIFT  RESPITE 

ASSIST WITH AMBULATION: (SPECIFY) COMPANION 

[  ] CANE  [   ] WALKER [  ] WHEELCHAIR

ASSIST WITH ELIMINATION

            [   ]  DIAPER CHANGE

            [   ] EMPTY DRAINAGE BAG

            [   ] URINARY CATHETER CHANGE

RN SIGNATURE: _______________________________________________________   DATE: ___________________________________

CARE PLAN UPDATE: _________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

RN SIGNATURE: _____________________________________________________________      DATE: ___________________________________________

AIDE CARE PLAN 

PRECAUTIONARY AND PARAMETERS TO REPORT TO AGENCY ‐ CHECK ALL THAT APPLY. CIRCLE THE APPROPRIATE ITEM IF SEPARATED BY SLASH

WEEKLY WEEKLY

WEEKLY

AIDE NAME: ________________________________________  TITLE: ___________

AIDE SIGNATURE: ____________________________________________________ 

Comments/Clarification: _______________________________________________

____________________________________________________________________

VITAL SIGNS: Temp: _______  BP: _______  P: _______  R: ________

[   ] PAIN/DOLOR:

VITAL SIGNS/SIGNOS VITALES:   [   ]  T each visit/cada visita  [   ] ones a day/una vez día
[   ]BP each visit/cada visita  [   ]ones a day/una vez día  [   ]R each visit/cada visita  [   ] ones a day/una vez día

DISHASHER CLEAN/Limpiar lavador de platos

OORGANIZE, CLEAN CLOSETS/Organizar closes www.pn
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Patient Name_________________________  Med. Record #: _______________
Patient Oriented with Care Plan ____           
Reviewed with Home Health Aide___ 

 Care Manager: Phone Number:  Parameters to Notify Care Manager 
 Frequency/ Duration:  Temp: BP: 
 Supervisory Visits:     __every 14 days    __every 30    __every 60    ___ other   Pulse:                 Rate: 

Directions to Home:_____________________________ Telephone: ____________
Patient Concern(s): _______________________________________________________

 DNR ___Yes ___No 

Precautionary and Other Pertinent Information - Check all that Apply. Circle the appropriate item if separated by a slash. 
Lives Alone ___ with other___ Non Weight Bearing___ Dentures___ Diabetic___ 

Fall Precautions___ Oriented___ 

Seizures___ 
Alone during the Day ___ 

Special Equipment___ 
Forgetful___ Hyper/ Hypoglycemia___ 

Bed Bound____ 
Speech/ Communication Deficiency__ Urinary Catheter___ 

Bleeding Precautions___ 
Bed Rest/ BRP's___ 

Vision Deficiency___ Contacts__ Prosthesis___ 

Prone to Falls___ 

Up as tolerated___ 
Allergies: Other: Amputee___ Where: 

Partial Weight Bearing___    R or L 

Hearing Deficiency___  Aid____        

Assignment Every 
Visit Weekly Specific days Comments 

Bathing: Tub  Bed Bath   Chair Bath  Shower
Shampooing 
Brush Hair 
Lotion Application 
Nail Filing 
Shaving Electric Only 
Dental Care 
Assistance to Toilet 
Empty Bed Pan or Urinal 
Cleaning of Eye Glasses 
Cleaning of Hearing Aids 
Light Cleaning of Wheelchair __  Walker __
Light Cleaning of Cane/Crutch 
Assistance with Dressing 
Making Meals 
Feeding /Assistance with 
Washing Cloths 

Bed Making/ Change Linen 
Assistance with ambulation 
Transferring __  Positioning __  Turning__
Restock Bathroom Supplies 
Wash Dishes 
Restock Refrigerator Supplies 
Clean Refrigerator____ Clean Oven ___ 
Clean Windows___ Dust ___   Mop ___

Personal Care Aide Care Plan 
Plan completed by (Name/Title): ______________________ Signature: _____________ Date: _______

Vacuum 
Take out Trash 
Water Plants ____   Check Mail ____
Shopping for House 
Accompany to Medical Appointments 
Assist with Phone Calls __  Mail __  Emails __ 
Monitor ADLs 
Accompany on Walks 
Converse/ Socialize 
Read to Client 
Observe While Sleeping 

Reviews:
Signature/Title:_________ Date: ____

Signature/Title:_________ Date: ____
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 Prothesis/Protesis

 Falls/Caidas

Home Health Aide Care Plan (long term plans)
PLAN DE CUIDADO DE LA AYUDANTE DE ENFERMERA 

Med. Record # 

CLIENTS NAME:

 Patient oriented with Care Plan  Limitations explained to aide staff DNR   Yes   No 

 Lives Alone/Vive solo
 Lives w/others, alone daytime/Vive con otro

 Bed bound/Confinado a la cama
 Bed rest/Reposo de cama
 Up as Tolerated/Subir según tolera
 Amputee/Amputado
Medical Equip/Equipo médico

 Speech Deficit/Déficit del habla
 Vision Deficit/Déficit de visión
 Hearing Deficit/Déficit auditivo

 Dentures/Dentadura postiza
 Oriented/Orientado x ____
 Forgetful/Olvidadizo
 Confused/Confuso
 Urinary Catheter/Catéter urinario

 Diabetic/Diabético

 Don’t cut nails/No cortar uñas
 Seizures/Convulsiones
 Bleeding/sangreamietos
 Fractures/Fracturas
 Allergies/Alergias:_____________ Partial Weight Barring/Ganandoal peso

 Non-weight bearing/Sin soporte de peso

Report changes to skin conditions/Informar cambios en la piel   Report Pain, and significant finding/Informar dolor, algo significativo

TASK/TAREA (each duties must be explained to aide staff/cada tarea explicada a la ayudante)
PERSONAL CARE/CUIDADO 
PERSONAL S M T W T F S 

HOMEMAKER-CHORE/TAREAS EN CASA S M T W T F S 

Bed Bath/Cama

Shopping/Compras 

PERI-Skin Care/Cuidado de la piel 

Prepare Meals/Preparar comidas 

Tub Bath/Baño en la Bañera Clean Bedroom/Limpiar Dormitorio 

Shower/Ducha 

Make Bed/Hacer la cama 

Hair Care/Cuidado del cabello 

Foot Care/Cuidado de los pies 

Laundry/Lavandería 

Skin Care/Cuidado de la piel 

Clean Living Area/Limpiar Sala 

Assist Dressing/Ayudar a vestirse 

Clean Kitchen/Limpiar Cocina 

Oral Hygiene/ Higiene oral 

Wash Dishes/ Lavar los platos 

Shave/Afeitalo 

Iron Clothing/ Plancha la ropa 

Prepare Meals/Preparar comidas 

Vacuum or Sweep/Aspirar-Barrer 

Feed Patient/Alimentar al Paciente 

Ambulation/Ambulación 

Mop Floors /Fregar los pisos 

Change Position/ cambier posición HOMEMAKER/CHORE HOURS 

Transfer Pt/Transferir paciente 

Use Hoyer Lift/Uso de Hoyer 

COMPANIONSHIP/ACOMPAÑAR S M T W T F S 

Toileting assistance/Ayudar en el aseo

Commode, Bed pan asst/acomodo
ROM Exercise/Ejercicio movimiento

PERSONAL CARE HOURS TOTAL COMPANIONSHIP HOURS 

RESPITE SERVICE HOURS ESCORT SERVICE HOURS 

Follow Universal Precautions:  Infection Control/Control de infección  Report issues of confidentiality, distress, abuse signs.

Reviewed/Updated Plan:
Date: ________ by: __________________ 
Signature: __________________________ 
Date: ________ by: __________________ 
Signature: __________________________Staff Signature Date 

Limitations/Limitaciones
Safety Measures/Precauciones

 Other/Otro: ________________
___________________________

 



Incontinence Care/Cuidado incontinencia 

(copy available if yes)

 Emergency Plan/Plan emergencia

Plan prepared by (Staff name/title)

SOC date: 

Change Linens/Cambiar sábanas 

Reduce Dust/Reducir el polvo 

Appliances cleaning/Limpieza equipos

Emotional Support/Soporte emocional 

Socialize/Socializar (help with social sites)

Med Reminder/Recordar Meds 

Accompanying for a walk outside/caminar
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