
AGENCY NAME Plan of Care
Non-medical home care services

CLIENT

Name Date of birth

Address Phone

Representative Relationship Phone

Physician Phone

Allergies Diet

Mobility / equipment Emergency contact

SERVICES

Personal care Homemaker Companion Hourly Live-in 24-hour / continuous

Days and hours Start date

DUTIES

Category Duty and instructions
Every visit / As
needed Su Mo Tu We Th Fr Sa

Bathing

Dressing

Grooming / oral care

Toileting / incontinence

Ambulation / exercise

Medication reminders

Meal preparation

Housekeeping / laundry

Errands / appointments

Companionship

MEDICATIONS (REMINDERS ONLY, NO ADMINISTRATION)

Medication Dose Time(s) Notes

PREFERENCES AND GOALS

AGREEMENT

Client signature and date Representative signature and date (if applicable)

Agency representative signature and date Next review date

Plan of Care · Free template from aidebook.app AideBook fills this in from each visit


