( Angel’s Loving Care, Inc.
1940 North Tustin Ave. Suite 112

-~ Orange, CA 92865 CLIENT WEEKLY ACTIVITIES
€ ;ﬂég?%gi Ernoer:gency 24X7 CAR EGIVER CHECKLIST

——™  714-283-3701 Fax
800-913-3550 Toll Free
www.angelslovingcare.com

CareGiver, please be accurate with your logging of client activities. This provides information to the client, responsible party,
and documentation for medical support when looking for trends and potential changes to the client routine. Complete all fields.

WEEK ENDING DATE CLIENT NAME CAREGIVER NAME

Sun Mon Tue Wed Thu Fri Sat Sun Mon Tue Wed Thu Fri Sat

Personal
Complete Bed Bath O O O O O O O d d O d d O d
Assist Bed Bath O O O O O O O d d O d d O d
Assist Tub Bath O O O O O O O a a O | d O d
Assist Shower O O O O O O O d d O d d O d
Assist Shampoo O O O O O O O O O O | | O |
Assist Shave O O O O O O O a a O a a O a
Assist Skin Care O O O O O O O a a O a a O a
Assist Oral Hygiene O O O O O O O d d O d d O d
Assist Dressing O O O O O O O O O O O O O O
Dietary
Breakfast O O O O O O O a a O a a O a
Lunch O O O O O O O O O O O O O O
Dinner O O O O O O O O O O O O O O
Snacks O O O O O O O a a O a a O a
Assist Feeding O O O O O O O O O O O O O O
Force Fluids O O O O O O O a a O a a O a
Activities
Turn Position O O O O O O O O O O O O O O
Trans Chair O O O O O O O d d O d d O d
Trans O O O O O O O a a O a a O a
Commode
Transfer Wheel Chair O O O O O O O d d O d d O d
Ambulation

Cane O O O O O O O a a O a a O a
Walker O O O O O O O O O O O O O O
Crutches O O O O O O O a a O a a O a
Assistance O O O O O O O a a O | | O d
Phys Therapy
Type O O O O O O O O O O O O O O
Assisted O O O O O O O a a O a a O a




Elimination

Record 1&0

Record BM

Bedpan/urinal

Empty Cath.Bag

oo|ojg|o

Empty Ostomy Bag

oo|ojgo|o

oo|ojg|o

oo|ojg|o
oo|ojg|o
oo|ojg|o
oo|ojg|o

oo|ojgo|o

oo|ojgo|o
oo|ojg|o

oo|ojgo|o

oo|ojgo|o

oo|ojg|o

oo|ojgo|o

Housekeeping

Linen Change

Light Housekeeping

Wash Cloths

Oog|o|o

Other

Oojgo|o|o

Oog|o|o

Oog|o|o
Oog|o|o
Oog|o|o
Oog|o|o

ojg|o|jo

ojg|o|jo
Oog|o|o

ojg|o|jo

ojg|o|jo

Oog|o|o

ojg|o|jo

Treatment

O

Decubiti Care

O

O

O
O
O
O

|

|
O

|

|

O

|

O

Non-Ster.Drg
Change

O

O

O
O
O
O

O

O
O

O

O

O

O

Patient Self Med.

Temperature

Pulse

Respiration

Oog|jo|o|g

Blood Pressure

Oog|jo|o|g

Oog|jo|o|g

Oog|jo|o|g
Oog|jo|o|g
Oog|jo|o|g
Oog|jo|o|g

Oog|jojo|gd

Oog|jojo|gd
Oog|jo|o|g

Oog|jojo|gd

Oog|jojo|gd

Oog|jo|o|g

Oog|jojo|gd

Skilled Care

O

Medication / P.O.

O

O

O
O
O
O

|

|
O

|

|

O

|

O

Medication / I. M.

O

O

O
O
O
O

O

O
O

O

O

O

O

Oxygen O

Other / Notes

CLIENT RESPONSIBLE PARTY

SIGNATURE

CLIENT RESPONSIBLE PARTY

PRINT NAME

TODAY'S DATE

ATTENDANT NURSE

SIGNATURE

ATTENDANT NURSE

PRINT NAME

ALC ID#




