FAITH MEDICAL SERVICES
        SUPERVISORY VISIT REPORT
PURPOSE: To ensure that the assigned PCA is properly caring for the client according to the plan of care and to ensure the quality of the care being provided to the client. 
Client Name
_________________________________________________________________

Aide‘s name   _______________________ Frequency of Service_________________________
Appearance of Home: ________ Neat _______ Clean ________ No Observed Hazards

Comments: ____________________________________________________________ 

HOME SAFETY/INFECTION CONTROL (Pls check if okay):


_____________ Universal Precautions Utilized:  ________ Hand-washing/gloves


_____________ Obstacles to Mobility Removed?_____________ Review of Fire Safety


_____________ Emergency Phone Numbers in clear view

Safety Issue notes: _____________________________________________________________
CLIENT MENTAL STATUS (circle one)    ALERT          CONFUSED        FORGETFUL      COOPERATIVE
IS CLIENT MEDICALLY FRAIL? ___ YES ___ NO.  Comment below.
STATE CLIENT GENERAL HEALTH CONDITION: ______________________________________________

_____________________________________________________________________________________________

STATE CLIENT NEEDS IF ANY: _______________________________________________________________

_____________________________________________________________________________________________
VITAL SIGNS: _______________________________________________________________________________

STATE CLIENT PROGRESS/CHANGE IN MEDICAL STATUS: ____________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

ANY PROBLEM IDENTIFIED: _________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

INTERVENTIONS/FOLLOW UP TO PROBLEMS IDENTIFIED (e.g. include if physician need to be contacted, change staff …….): _____________________________________________________________________________________________

_____________________________________________________________________________________________

Client’s name: __________________________________________

CLIENT’S SATISFACTION WITH SERVICES: ​​​​​​​​​​​​​_____________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

STATE APPROPRIATENESS OF THE LEVEL OF SERVICES OFFERED: _____________________________________

________________________________________________________________________________________________________

_____________________________________________________________________________________________

PLEASE DOCUMENT ANY CHANGES/REACTIONS/PROBLEMS WITH MEDICATION: _______________________
________________________________________________________________________________________________________

________________________________________________________________________________________________________


CLIENT CARE EVALUATION 

(Please evaluate the quality of care being rendered (e.g if a client receives grooming services, client should appear well groomed. State N/A where not applicable. State if client is satisfied with each service he/she receives.)
  Employee Evaluation (if present) _________ Good__________ Average _________ Poor


____________ Adhere to Care plan 


___________ Behavior


____________ Communication

 
___________ Punctuality

 
Any training needed? _________________________________________________________

Personal Care Tasks

Bathing, Routine skin and hair care, General mouth care, Grooming and shampooing hair
Nail filing(no nail or cuticle cutting), Assisting with dressing, Assisting with toileting:
 ______________________________________________________________________________

______________________________________________________________________________HouseKeeping Tasks
Vacuum, sweep, dust, mop, remove trash, Doing laundry (iron if needed), Change linens and clean room, Defrost refrigerator,Clean range: _________________________________________

______________________________________________________________________________

Home Management

Grocery shopping, Assist with application(s) process (food stamps,etc.), 
Assist with paying bills, Assist with medical appointment scheduling: ______________________________________________________________________________
______________________________________________________________________________

Client’s name:____________________________________________________
Ambulation and  Transfer

Assist in and out of bed/wheelchair, Assist with walking, Encourage physical activity: _______

____________________________________________________________________________________________________________________________________________________________

Nutritional Needs

Prepare nutritious meals, Encourage proper nutrition, Wash dishes: _______________________

____________________________________________________________________________________________________________________________________________________________






Medically Related Activities

Perform basic first aid , Remind and/or assist with meds(if needed), Accompanied to medical appointments, Pick up prescriptions: ________________________________________________

______________________________________________________________________________







Any Comments:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name & Title of Nursing/Care Supervisor _____________________________________

Signature of Nursing/Care Supervisor _________________________________________

Signature of Client/Representative _____________________________​​_______________

Date of last visit _____________________ Current visit date _______________________
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