Homemaker/Personal Care Documentation


	Individual:
	
	Medicaid #:
	

	Provider:
	
	Provider Contract #:
	
	Month/Year:
	


	Description/Scope of Service (per ISP)
	Date Of Service
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	*     All services are provided in the individual’s home, unless otherwise specified (and indicated    

       on reverse side).







	__________________________________

______

Signature                                                                            Initials

	**  The frequency for these services is as scheduled by the individual/guardian, unless otherwise 

       specified.

	
	*** The duration of these services is the individual’s ISP span, unless otherwise specified. 


ALWAYS USE INK – do not use pencil.  If an error is made, cross out, initial, and insert the correct information –do not use whiteout.
  All services are provided in a group size of 1 unless otherwise specified
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