[bookmark: _heading=h.q4r8nlph1ae][bookmark: _GoBack]Homemaker Personal Care (HPC) Service Delivery Documentation

	Month/Year:
	ISP Span  
	
	SERVICE CODES
If you cannot deliver a service, write in the code below & explain at the bottom or on an attached sheet.
     A – Absent (Individual was gone)
O – Other (Alternate location, etc.)
     R – Refused Services
	
	INSTRUCTIONS:  Write in all services, skill developments, frequencies, & durations for all items assigned to you in the ISP. Document according to the frequency.  Sign and initial then initial each time you deliver each service.  Document if services provided anywhere but an individual's home.  Document medications & mileage elsewhere.

	Individual Name/DODD#: 

	Medicaid # 
	
	
	
	

	Provider Name: 
	Provider #
	
	
	
	

	Place of service (address): 
	County: Muskingum
	
	
	
	



	Supports in ISP & Frequency to be provided
	
 1
	
2
	
3
	
4
	
5
	
6
	
7
	
8
	
9
	
10
	
11
	
12
	
13
	
14
	
15
	
16
	
17
	
18
	
19
	
20
	
21
	
22
	
23
	
24
	
25
	
26
	
27
	
28
	
29
	
30
	
31



	
	
	


	


	


	


	


	


	


	


	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



	Outcome:

	Details to Know:

	Experience #
	What needs to happen
	How should it happen
	When/How Often
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	3
	
	
	



	Experience #
Initial when provided
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	Outcome Notes 
	
	

	Date
	What happened? What was learned? What worked well/what did not work well? What did the person like/dislike?

	Outcome and Experience #
	Initials

	
	
	
	


	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Date
	The location of services is the home address unless noted below: list every address you travel to during the month
	Start Time
	End Time

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



	PRINTED NAME
	INITIALS
	SIGNATURE
	TITLE

	
	
	
	DSP



General Notes/Observations: ________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________



Unit tracking (for billing purposes)
	
	Date
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31

	
	Was Shared Living Provided?
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	





