MEPCO Home Health Supervisory Note

Reason for Visit: _____________________________________________________________



        _____________________________________________________________

T_____O    A   R             P ______ R    AP               R ________             B/P ___________ R    L      

Next MD Visit __________________    


 DNR  Y    N 
PAIN:  Y   N    Scale 0-10 ________     W/B (0-5) _______      Type ___________________________________

Location ____________________________________________________________________________________

Pain Control Measures Effective:      Yes         No

Comments: __________________________________________________________________________________
MEDICATIONS: 
 No Changes         



Compliant: 
 Yes     No   

Administration:

 Independent  
      
 Assist  

 Dependent 

MED CHANGES:   
Indicate (N) New     
(C) Changed     
 
(D/C) Discontinued

If patient on antibiotic therapy, complete infecton control forms

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________
SAFETY ISSUES:  
 Oxygen      Fall Risks        Other __________________________________________




 N/A       New       F/U       Resolved       Unchanged 

Comments: _________________________________________________________________________________

__________________________________________________________________________________________
OBSERVATION/PLAN/GOALS

Is Pt./Family/CG pleased with care/services provided:      Yes   No          Do you feel more/fewer services are required:
    Yes   No

Does the aide do an adequate job:   

          Yes   No
     Does the aide arrive on time:

    Yes   No

Are there areas that need improvement:

          Yes   No
     Does the aide call if schedule cannot be met:
    Yes   No

Aide Supervision:  Frequency _____/wk        Aide present       Not present        Follows Plan:    Y    N         Plan Appropriate:    Yes     No 

Modification needed:   YES    N/A ______________ Aide/Pt. relationship: _____________________________  Pt/SO satisfied:   Yes      No

Pt. Care discussed with aide:    YES     N/A Comments: ____________________________________________________________________ 

Patient’s Appearance: _______________________________________________________________________________________________

Goals Being Met:
 Yes   No

Interventions Appropriate:
 Yes   No

Change to Plan:
 Yes   No

Plan Updated:

 Yes   No

Comments: ________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________
Communication: 
 RN        HHA         PT         OT         ST         SW         MD          Other organization/indicivual   ________________

Comments: _________________________________________________________________________________________________________

Patient Name: _______________________________ ID# __________________ Date_______________ Time In _______ Time Out ________ 

  C   N/C          PC______   Units______           Visit Type:     SV                

Clinician Signature:  _____________________________________________________________________________   ID# ______________

Client Signature: ___________________________________________________________________________________________________

Client Signature verifies:   Clinician visit made        Visit Refused       Consequences explained        Homebound status met     

Mark both identifiers upon initial visit:            Name         Address                             



             M105-1104
