FAITH MEDICAL SERVICES
BLOOD PRESSURE MONITORING CHART
Individual: ______________________			Month/Year: _______________

Normal blood pressure range <120/80 or what is normal for that person. See attached chart
Please record pulse also
	Date/Time
	Blood Pressure
	Pulse
	Weight
	STAFF INITIALS

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Staff Signature: __________________________________	Date: ____________________
Staff Signature: __________________________________	Date: ____________________
FAITH MEDICAL 
COMMUNITY INTEGRATION LOG
INDIVIDUAL NAME: 				Month/__________________

Instructions: One sheet is to be completed per individual each month. The completed for is to be turned into on the 1st of each month.

All activities that have taken place outside of the home are to be documented with the following information
Example of Activities: Personal Shopping, Restaurants, Bowing, Picnics, Church, Outing with family/friends.
		Minimum 10hrs community integration outing monthly.

Levels of Participation: 	(1) DID NOT ACTIVELY PARTICIPATE
				(2) PARTICIPATED WITH STAFF ENCOURAGEMENT 
				(3) PARTICIPATED INDEPENDENTLY

	DATE
	TIME
	SUMMARY OF ACTIVITIES
	# HOURS
	LEVEL OF PARTICIPATION
	STAFF INITIALS

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Staff Signature: _______________________________		Date: ____________________
FAITH STAFFING AGENCY, INC.
DD INCIDENT REPORT FORMS
Date: __________________________
Individual Name: _______________________________________
Describe the incident in full (report any situation that can jeopardize the individual’s health status e.g., individual not eating/medication errors, falls/injuries, elopement, assaults, hospitalization, etc.)

[bookmark: _GoBack]_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________       
Individual’s Family/SC Notified? ___________________________________________________
Time: __________________________
DSP Signature: _________________________________________________________________
Note: Report all incidents promptly, notify management/DDP, complete form and email or fax.  
