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AIDE WEEKLY VISIT RECORD
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hen completing, be sure to follow the Aide Care Plan.

TIME IN
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AIDE’S INITIALS

PATIENT’S INITIALS
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Wi Pain rating |
Tub/Shower f |

Bed Bath - Partial/Complete

Assist Bath - Chair

Other (specify):

Personal Care

Assist with Dressing
Hair Care

Shampoo

ROO

Skin Care

Foot Care

Check Pressure Areas

Nail Care

Oral Care

Clean Dentures

Other (specify):

Assist with Elimination

Catheter Care

Ostomy Care

Record Intake/Output

Inspect/Reinforce Dressing

PROCEDURES

Medication Remincler

Other (specify):

Assist with Ambulation
W/C / Walker / Cane

Assist with Mohility

Chair / Bed / Dangle / Commode

: ?_.: Shower / Tub
s ROM Active / Passive
= Arm R/L leg R/L
Al | Positioning - Encourage
Assist every hours
Exercise - Per PT/OT/SLP
Care Plan it ceas Jos
Other (specify):

Meal Preparation

Assist with Feeding

Limit/Encourage Fluids

Grocery Shopping

Other (specify):

Wash Clothes

Light Housekeeping -

Change Bed Linen

Bedroom / Bathroom / Kitchen

Equipmem}ﬁ(ﬁ)are

Other {specify):
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