)

Carelink Health Care Services, LLC

¥
Aide Weekly Flow Sheet
Notice: Flow Sheet {nust reach the 'ofﬁce by Monday 12:00pm SUN | MON TUE | WED THU FRI SAT
after each week ending for processing.
Patient Name YEAR: 2016 | DATE: oy ), li-5-)0 j-2-15
Katherine Garcia START TIME: R o e’ comn 7 cond
405 N 2" St END TIME: [ onpi] ¢ @ ouer L2 08¢
Vineland NJ 08360 TOTAL HOURS: i 4 < !
PRNN-Patient Refused !
MR#:6095798519-1 Nurse Notified: Initials
Bath: [1Bed (] Tub TkShower (] Sponge /" [ v/
Hair: B¥Shampoo PBrush [0 Comb v \ 4
. Oral Care:j#Brush [ Swab [ Dentures v W/
5 ™Shave Vv \V/ (U4
g Nail Care; XClean & File Only P v \ /.
Apply: Lotion/Deodorant v \/ v
Dress Patient: ¥ Partial Assist [ Complete \,/ \// v
Other
R Assist with Toileting: (1 Bedpan [0 Commode
B3 [0 Toilet [ Empty Foley
3 % Incontinent Care: [ Bladder [] Bowel
A Other
Meal: $&Prep FrAssist [] Feed /’
E\ Fl.mds: [0 Limit “dEncourage \/ L L /
B Diet:
e Medication Reminder
Other
_ Turn and Reposition Q 2 Hours: [1Bed 0 Chair
E Transfer Patient to: 0 Bed [ Chair [ Commode
;: Use Hoyer Lift: 0 Max [l Min [ Standby Assist
=]
é Ambulate Patient: (1 Assistance O Supervision ‘
S [ Walker Y Cane [1 Wheelchair [1 Crutches g v
Other
Bed Linens: SChange v L/ L
- Clean: T¥Bathroom T3Kitchen i \
5 Keep Kitchen Clean & Workable e N
% Clean Patient Area L L 2
£ Wash Patient's Laundry & Bed Linens N /. v
8 Floors: [Vacuum Sweep [I¥lop ] Y, \/
[XSafety check B@uversal Precautions VI oV W/
Other )
Patient must initial for each day of service w @/ Y\\O
PATIENT, INITIALS: , v\ %
Staff must initial for each day of service ) VY \ N
CHHA, INITIALS: "M |oa Al A
Any Change in Patient Status. Contact RN or Office Immediately. Change noted: i
Date: f“ 1mq f Calk o AM/PM Name of RN:
Patient Signature: WU&A\/ ﬁ“/( \@W /%)/ Date:  j-Y-]
CHHA Name: AN e T
CHHA Signature: M N Mugas CHup Date: =YL

*#*By signing above, | hereby certify I have been oriented to this case before the start of patient care.

RECEIVED JAN1 17201




Carelink Health Care Services, LLC

Aide Weekly Flow Sheet

Notice: Flow Sheet .must reach the _ofﬁce by Monday 12:00pm SUN MON TUE | WED THU FRI SAT
after each week ending for processing.

Patient Name YEAR: 2016 | DATE: / -(. /(o
Haierimeearth Ao | o START TIME: P 2000

120
s PN END TIME: IR
Begant oTAL nouRs: &
PRNN-Patient Refused
MR#: 6095790591 Nurse Notified: Initials
Bath: PfBed [1 Tub [1Shower [1Sponge

Hair: AUShampoo [1Brush [ Comb

Oral Care: ®Brush [l Swab [1 Dentures
JlShave

Nail Care:4¥Clean & File Only

Apply: Lotion/Deodorant

Dress Patient: [ Partial Assist f&€omplete

Other

Assist with Toileting: [ Bedpan [0 Commode

[1 Toilet [ Empty Foley

Incontinent Care: X Bladder fBowel

Other

Meal: (XPrep [l Assist SxFeed

Fluids: [ Limit 3Encourage

Diet:

Medication Reminder

Other /
Turn and Reposition Q 2 Hours: TkBed [0 Chair Vv
Transfer Patient to: (0 Bed [ Chair 00 Commode
Use Hoyer Lift: [1 Max 0 Min [ Standby Assist

Mirelind-NJ08360

Hygiene

YRR

Bowel &
Bladder

J K

Dietary

Ambulate Patient: [1 Assistance [ Supervision
[ Walker [1Cane [ Wheelchair 0 Crutches
Other

Bed Linens: FChange i
Clean: ¥ Bathroom *EKitchen

Keep Kitchen Clean & Workable

Clean Patient Area

Wash Patignt's Laundry & Bed Linens
Floors: {TWacuum X$weep SkMop
Safety check [PChhiversal Precautions
Other

Patient must initial for each day of service 1
PATIENT, INITIALS: J
Staff must initial for each day of service
CHHA, INITIALS: v
Any Change in Patient Status: Contact RN or Office Immediately. Change noted:

Musculoskeletal

AN

N
N

RN

Environment

3 x| N

Date: Time of Call: AM /PM Name of RN:

Patient Signature: & , {4 BM W Date: | -l ),
CHHA Name: _NY \cvnt s ONToL ¢

CHHA Signature: O a4 Qapag . CANA Date: ;- ({ -/b

**By signing above, | hereby certify I have been oriented to this case bcfiore the start of patient care.

RECEIVED JAN1 112016




Carelink Health Care Services, LLC

Aide Weekly Flow Sheet

Notice: Flow Sheet must reach the office by Monday 12:00pm
after each week ending for processing.

SUN

MON

WED

THU FRI SAT

Patient Name

YEAR: 2016 | DATE:

%

I-¢

-1

.
§

Miguel Colon
15 Cedar St
Bridgeton, NJ 08302

MR#:8568965273-1

START TIME:

/7

ENRN

$ am

END TIME:

;f(i
=

TOTAL HOURS:

[ $m
B

PRNN-Patient Refused
Nurse Notified: Initials

Bath: ﬁBed 0 Tub [ Shower. [1 Sponge

Hair: %‘S‘hampoo O Brush 0 Comb

il

Oral Care: (0 Brush 0 Swab [0 Dentures

ave

Nail Care: %#€fean & File Only

Hygiene

Apply: Lotion/D

eodorant

Dress Patient: [J Partial Assist $#€omplete

)
.

Other

Assist with Toileting: [ Bedpan [ Commode
[ Toilet [ Empty Foley

Incontinent Care

Bowel &
Bladder

: %’cadder@ﬁﬂrﬂvel

/
f)

Other

Meal: [ Prep

Diet:

Fluids: O Limit O )E[ncgm,age

[1 Assist ﬁFepd

Purre

r
©

Dietary

Medication Rem

inder

Other

Turn and Reposition Q 2 Hours: [ Bed 0 Chair

Transfer Patient
Use Hoyer Lift:

to: X{Bed ¥€hair 0 Commode
1 Max [0 Min [J Standby Assist

Musculoskeletal

Ambulate Patient: [] Assistance [1 Supervision

Other

01 Walker [ Cane Wheelchair 1 Crutches

Bed Linens: [J Change

Clean: [J Bathroom [0 Kitchen

Keep Kitchen Clean & Workable

Clean Patient Area

Wash Patient's L

aundry & Bed Linens

Environment

Floors: [ Vacuum gfs(weep op

YT | F| ¥

[ Safety check [l Universal Precautions

Other

o) 1 [ty [T F

PATIENT, INIT

Patient must initial for each day of service

TALS:

A

PC

Staff must initial for each day of service
CHHA, INITIALS:

\

Any Change in Patient Status: Contact RN or Office Immediately. Change noted:

Date:

Time of Call: AM/PM

Qéi_

i

Name of RN:

Patient Signature: X

Jeco Ce

Date:

CHIIA Name: <

[8s) nnia [Y]ovalés

//7ﬂ¢

CHHA Signature(;__,

oA O\

Date:

**Byéj}

yning above, 1 hereby certify I have tleen oriented to this case before the start of patient care.

[
//‘7///47

RECEIVED JAN1 1201
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£

!

Carelink Health Care Services, LLC

Aide Weekly Flow Sheet

Notice: Flow Sheet must reach the office by Monday 12:00pm _ . ) ] 1
after each week ending for processing, SUN RAGH T TLE WED ﬂ,{b PR SAT
Patient Name YEAR: 2016 | DATE: . ASHPNY whie 7 o [T T I
Janette Torres START TIME: HSO ] ) 1S [\ LG LS 13
547 Pleiffer St Apt A END TIME: Hligan] S o kS o S S
Camden, NJ 08195 TOTAL HOURS: “fhes T s s | s | HATS ]
PRNN-Patient Refused | B
MR#:8562836387-1 Nurse Notified: Initials |
LBarh: L Bed {1 Tub 0O Shower [ Sponge
| Hair: Ui Shampoo C Brush  11Comb
@ | Oral Care: (3 Brush 11 Swab I Dentures
;é}, [ Shave
S Nail Care: [ Clean & File Only |
| Apply: Lotion/Deodorant | [
Dress Patient: 17 Partial Assist U Complete I
Other
4 g Assist with Toileting: [0 Bedpan 3 Commode
TE 1 Toitet [J Empty Foley N e S S Lo B
Z &= |Incontinent Care: (I Bladder 5 Bowal
= Other B ]
Meal:  [1Prep L1 Assist!] Feed r
e Fluids: O Limit O Encourage |
8 Diet:
- Medication Reminder )
I__A_ Other |
_ Turn and Reposition Q 2 Hours: 01 Bed O Chair
£ Transfer Patient to: (i Bed 1 Chair (1 Commode
;f Use Hoyer Lift: {1 Max [J Min 1 Standby Assist l
= | .
§ Ambulale Patient: 1 Assistance [J Supervision ﬁ
= | L Walker U] Cane [| Wheelchair 0 Crutches | |
Other N - e o
Bed Linens; #7 Change N o e v AT
” Clean: rT Bathroom 7T Kitchen ] a4 ~ v
& Keep Kitchen Clean & Workable 1 ~ e | 7 | e v
g Clean Patient Area ] o N w e -
§ Wash Patient's Laundry & Bed Linens e 7 . waras
& Floors: Vacuum Sweep £ Mop I N net’ . i
UiSafety check | {niversal Precautions w e, v e |
Other i v S 5 | ]
Paticnt must initia! for each day of service 4 T =y Al
PATIENT, INITIALS: lv}i[ | )T 7 / f ,:TT !
" PN ; IR , A S A B )
?:f?&'f’?fiﬁ%?ﬁi’?f‘" el day of service | | W A L,,\;aﬂ LAa ] L/
Any Change in Patient Status: Contact RN or Office Immediately, Change noted:
Date: A Time of Calt: AM/PM MName of RN: i
N r %o )
- - 4 P . ;
Paient Signatug: SOMAE Np e > Dae__ 1 1S ) 1w
CHHA Name: . \ D S0 A8 (Y Ao

CHHA Signatare: __——7 =« /A A~ 0. VT e | [STe

I3 P . . 5
By signing/z;buve, 1 }{ercb_\,' certify 1 have been oricnied 10 this case betore the stan of patient care.
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Carelink Health Care Services, LLC

Aide Weekly Flow Sheet
Natice' Flow Sheet must reach the office by Monday 12.00pin SUN I MON TUE WED THU FRI SAT
after each week ending for processing, S -
Patient Name YEAR: 2018 | DATE: [\ 12 LG4 TE TTSThe Hgg'\ﬁ Hjﬁ@ P 8
Elizaheth (Hckson START 1IME, T S ey 181 ARV C&ﬂ‘ﬂﬁ d"bﬂ‘f\f\
869 Crown Point Rd END TIME: Lo [V PTNY YN o T o
Westville NJ 08093 TOTAL HOURS: HNS T A NS [ LD | ey
PRNN-Patient Refised
MR#:8562547052-1 o’ Nurse Notified: Initiais - - o
Bath: 0 Bed O Tub {f Shower 0 Sponge \//, A N Vs
Hair: COrShamyproo A Brush  (¥Comb AR 3 v N
w Oral Care: ¥ Brush O Swab O Dentures
'%:’1, 03 Shave
2 Nail Care: [ Clean & File Only o .
Apply: Lotion/Deodorant W\ o VAR
Dress Patient: [ Partial Assist [ Complete N~ . L T
Other i
= Agsist with Toileting: 1 Bedpan J Commode ) } e e 1
% ﬁ oilet 0 Empty Faley ‘/ \/ v \ ! N
22 [ Tocontinent CarertTBladderl) Bowel ) P N
= Other T o LV ae” w
Meal: [ Prep O Assist (] Feed
% Fluids: O Limit O Encourage
bt Diet: : A L y L
a Medication Reminder — o v | N TV
Other
_ Turm and Reposition Q 2 Hours: {1 Bed [l Chair
2 Transfer Patient to: [ Bed [ Chair [7 Commode
2 Use Hoyer Lift: 0 Max [J Min [J Standby Assist
<
§ Ambulate Patient: 7 Assistance [ Supervision 7 g - - e
= alker [] Cane [ Wheelchair O Crutches ‘ - \‘/1 hd e N - L
Other B W | v VAR S
Bed Lineng: #Change v LS v S
- Clean:#7Bathroom 2Kiichen vl N T
& Keep Kitchen Clean & Workable A, L N
g Clean Patient Area e —) N N Y4
g Wash Patiept's Laundry & Bed Linens N Ny ~ ) 7
& Flogrs: vEfVacuum,Déweep-fﬁ Mop s e D P
#lSafety check &Universal Precautions 1 =
Other N e e o e
Patient must initial for each day of service e N RO ENPE Ao
PATIENT, INITIALS: Y \i:j 13\ Yo IR \?“ -
Staff must initial for each day of service [ . ) . A Yo i
CHHA, INITIALS: ' LA LW L\ l/\’,\) LY th
Any Change in Patient Status: Contact RN or Office Immediately. Change noted: '
Date: . Time of Call: AM/PM Name of RN:
1\-\...,,;.“ * i N N
Patient Signamre:\\w.,?L.ﬁ‘..»if"?‘kf»-"’"‘ \\i‘\" Date: \ \ %\t O

crHA Name: \ O\Svnke TN URAOERS .
CHHA Signamre: ~/ Vﬂﬂfix’b"{k«"‘*"’() V\}ﬁ”\fbk ] Date: 1\ 2\ Vo

**BY signing above, T hereby certify I have been orjented to this case before the start of patient care.




