
CARE PROVIDER DAILY CHECKLIST AND NOTES
CLIENT NAME :

CARE PROVIDER NAME:

DAY OF THE WEEK / DATE:

EVALUATE / ASSIST WITH ✔ NOTES

BREAKFAST

A.M. SNACK

LUNCH

P.M. SNACK

DINNER

LIQUIDS

SHOWER / BATH

BRUSHED TEETH

COMBED HAIR

CLOTHING CHANGED

BED SHEETS

LAUNDRY CLOTHES

SLEEP

EXERCISE / ACTIVITY

A.M. MEDICATIONS

P.M. MEDICATIONS

URINE

BOWEL MOVEMENT

CARE PROVIDER SIGNATURE: _________________________________________________________

gabby salgado
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