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Bruce M. Brusavich, State Bar No. 93578
Terry S. Schneier, State Bar No. 118322
AGNEWBRUSAVICH

A Professional Corporation

20355 Hawthorne Boulevard

Second Floor

Torrance, California 90503

(310) 793-1400

Andrew N, Chang

ESNER, CHANG & BOYER
Southern California Office
234 East Colorado Boulevard
Suite 750

Pasadena, CA 91101

(626) 535-9860121

Attorneys for Plaintiff

SUPERIOR COURT OF THE STATE OF CALIFORNIA
FOR THE COUNTY OF ALAMEDA

)
LATASHA NAILAH SPEARS WINKFIELD;)
MARVIN WINKFIELD; SANDRA CHATMAN;
and JAHI McMATH, a minor, by and
through her Guardian ad Litem, LATASHA
NAILAH SPEARS WINKFIELD,

Plaintiffs,

—

VS. )

FREDERICK S.ROSEN, M.D.; UCSF BENIOFF
CHILDREN'S HOSPITAL OAKLAND
(formerly Children’s Hospital & Research
Center at Oakland); MILTON MCMATH, a
nominal defendant, and DOES 1
THROUGH 100, :

Defendants.

I, Sharleen Bangura, R.N., declare:

1. am aregistered nurse in the State of New Jersey, and in that capacity |

have regularly provided nursing care to Jahi McMath in her apariment for the last

1
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three years. | have personal knowledgre of the facts stated hére, and if called as
a witness | could and would testify competently to them.

2. In addition to her parenis, Jahiis cared for by nurses who work in three
shifts, 24/7. 1 have been her nurse on thié day shift since she was discharged from
St. Peter’s Medical Center in early 2014-.

3. Jahi's nursing care is conternporaneously documented on “Nurse Shift
Note & Time Record" forms. The Nurse's Shift Note & Time Record dated 9/9/14
attached as Exhibit 1 documented the following: “Pt. Noted o be on hermenstrual
cycle as evidenced by a large amount of bright red blood in her diaper.”

4. | have observed that Jahi is more alert en sorme days than she is on other
days. On her alert days, if | ask her to squeeze my hand, she does so. If | ask her to
move different parls of her body, she willmove that part. When | put on meditation
music for her to listen to, | watch as her heart rate goes down. Her heart rate
increases when she is listening to music that | know she enjoys. like Bobby Brown,
who is one of her favorites. Attached to this declaration as Exhibit 2 are frue and
comect copies of Nurse's Shift Notes 8 Time Records that | authored between

February. 18, 2016 and August 7, 2016. In each of these notes, 1 noted fimes that |

‘observed Jahi's movements in response to commands from family members.

| declare under penalty of perjury under the laws of the States of New Jersey
and California that the foregeing is true and comect.
Executed 1hi,s"2 3+ day of June, 2017 at Somersel, New Jersey.

Sharleen Bangura, RN., Decarant




o
!




NURSE'S

Clend o Noare - - ey, L .
. ] et e RN S - - - T T '
L & . FulE * e .
&% . MKG{:
OATY, VA 1w e w2 A gra-Ea  FoebeED s
| ‘e oy S ' *
} . SR PR T | .
| My wa v e B o AR L T
| [T ' L S I S e, B ST L i .
‘ e ) ' A P Gy e o T A
; M P T S o .
‘ . . e e e - I g “. .
| [
‘ -
IS g et th 1 L B ». . 1
- - - = 7 : » 2 ' : 3
- A SR
"-'(-;f‘-"! Fuber R AP Foooa L&
j ‘ - P ! . v
1 e a0 s od UiDner Tl A TR UL L
‘ . } . o - ,
| - Rusr o $ale P 8 i
| v e 1 W Ak esb DNA sy s
| - - ' TEparenmy v 3
R DO TORS S BT N RN SN
. - - .
P gt Sty Tt SR
b LI ol B PEIN
- - E . M . 1
g AR el 1 2ok AR i Loov
. ' I
o ShE Iy 3\..\' \ ’
‘ .
Neyrsogira', TRy e )
’ e e . . ) i . ' . ¢ i i
Bait s ol el o e el fryl gy s b bgame v Y : 2o '
} LN Ak [N g emmtam o e A0 VT Y I . - -
‘ T nahoat (IR AT Tha, et T M ) _ ot [EN - Yoo N
|
| IRV TN OB VRCIL HNE R . -
‘ ' . - . . . - .
| SHIFTNOTES. © . : o
3 . ‘: , \ *
‘ gt .‘ . - a
‘ ' \‘I ) AN 1} y . .
S \ e . : B
o ) : . - . e
f AR LY i [ { X i i . L
. . - T - . - - -x ot
: : v K . :
| coho . ) X
. N oo - -
) . N . ) N
. . \ LN D
- - o _—s - - - '
" % . . '& 7 e . 5
. ' N : , / J e U S ) { PG
. “w v . .- DR N - e
Lot y o . o N 1 , \ .». \ . 3
| , - } LT T
i \ ! \ { 1 t | x:‘ s ‘ i ,
\ o . - -
E + e
} . : . e . } Y L [ 1 .
[ 74 - b A, Y ~ " . . _
v . . 3 1
| - \ . K . ! N * [l .
‘ I o te
‘ ... . waid . e R _— o -
| ROGRESS YU 1ARD GOALS/OUTCOMES OF THIS SHIFT
: Vo N T st ENAY ‘ O ’ PN .
. - . : RS . L
\ . _— .
I : oo
_ v o . -
- . S
J i
LA S b ST OOYIMED D s e T

SHIFT NOTE & TIME RECORD .




r

“LINICAL NOTES

5 BRSNS w-uwr.i. vl Teen g s
e

~ Py ~:.» e
L.p:!t..? Trodapy
L’.;mu.}.m 4t A.‘nv..‘WM Y LI

\yr[

= "B AYADA

oW

~Lnb:]re¢ [

- _— e ——— - .
i "r3oar
i
: . 3~
. f LK FEEES PR 1 ;
vﬁ‘. ) e - — - —
. [ —— - —— _ - - -
Y. N
1 et W ‘:.,r.v;» wl«,\m.
- ) . -
AL Pulse ETH 21 i
- - — - R
- ——— —
i
- .ll,vrh.hfl,v e e — - — -
b - [
- - e ha - — - )
! . il . .
s [ A - p— P, - —an -
P g ,..!!il e e 4 e e
- & <oy - em I . -— e ——— .
. Reeee e - - - — — . - ] ﬂ
S — - . i :m'll'l., V)y _— !V-. ~— B e O st et ————ard
—
—_— - - .
[ S— - - SRR S5 s e o «. B
. PSS - Mo 2 bt it = —M- - i L
B G —— . =
: - o ) - N % Ay . . N
S U Se S —_— . . Ma , 5 S
) — —— v o K e — - e
v ) ' X ! 5 —— — — —— - 4 e
i : - e e — e e .
| | - ) | - L .t.’.,. v an — o
u. -~ L Al et s \lr.!.\l!r&v' e e e J——
: ; : . e e e . ,
. . - e — - ) T . -
P o L = ‘. e T EO o
e . | b - — e it rap— = + v e — v e
) . - — W - - — ) -
| . — - ) ,“ A N
'y ) T : R USSP Sl W et
4. PR [y
: ——— — D - ]
_ - o A T k "
Sl - o s PRI Y A AU SIS WY W W
-|I ; ) B ‘
. . ) . . |
.. - i ) — J—— e et e e o s
M 44‘1 o B o — h . h .
| — - ) . 3 \‘
. , - - - . e - e e e e—tinits ~ e e o AP ——
, ; - e A ——— - - Y " . )
e s = a = ) \\ P
B . 3 ’ o et e . s <o v srmnmetd
o . I L
— hev B > .
—— . —— ~ ,




EXHIBIT 2
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S S ST O e eecoro
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=/ BAYADA’
Client #:M7 Home Health Care

|
' _ Client Services Manager:mr Ligw, ‘
| .

DATE DAY {circle day worked) m‘}‘;’fm nrmfm o

My signature certifies that | provided service to the client on the date and tme listed above, and
Ihat the report of client status end care provided ere accurate. | understand Lhat | will be paid on
the verified time on this time record and that my pay includes compensation for time spent for
client care, documentation, and travel between cases. | also agree to the terms on the back of

Week Ending Sunday: l l (0
Montt/ Day/Year

My slgnsture cerlifies thal | recelved service on the date as listed end that the
limes and services performed are accurate. | understand that f payment for
thls serviee will be from Fadera) and Stale funds, any false claims, slatements,
documents, or concealment of malerial may be prosecuted under appllcabls
Federal and Slale laws. 1also agree to the tanms on the back of this form.

3 Client Signature

this form. : MEDICAID ID#: _ (State of PA Only)
Employee Signature/Title l i . Date
Temp: O ! | Puse¥| RP/AP | Resp:| | 02 sat: |[§, | B/P:130] i)  Sitting/ Lying) Standing

Mental Status: [JAAO [JConfused [JDisoriented [lOther | Nutrition/Diet: \\\DD ';.mé;\\'\m
oo S\ A ok (TS v s ~S ot 6 &*E\M

TR Trach llﬂ}lem OCPAP  [Riflarms Set  [JIN/A Urinary Status: ==oe i 030 &%\‘\o}(:— 0

B oS

Oxygen: [] Continuous RPRN  CINA . r\lronmenUSafety SQA*X%‘S\&Y‘\ \Qf\\“

O m\m\ oS

Cardiac Status LN

NS k L,
Edema “

Communicatign needs:
A e cne )

Infection Controf: [ﬁStandard Precautions [] Other:

8

SKin Infegity: \oOO® W1 SN ) | VOO

Equipment cheiked Back up gquipment checked

Emergency equipment ecked _& Go Bag checked

[{{MTW@FSa s [ )0 %XNL
{

Neurological: QRS [JSeizuresx ___ Other: (Y. P,SD LONMONT Y

Pain Status: Client reports pain as a problem: [] Yes WNO Intensity Level { Circle one) 12 3 4 5

DRecurrent [JNew (location): ‘\\“ _ Exacerbating Faclors:

Treatment: [JMedication [J Rest DOlher N Effective (J Yes [J No

If no, interventionfollow-up “ '
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COORDINATED WITH/REPORTED TO: ‘TIN/A [JClin Mgr CJIRN/LPN [JClient Sve Mgr (IPhysiclan (Addendum completed, if applicable)
DME_[] Respiratory Therapist [} Other: v 2NE
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NURSE’S SHIFT §OTj !E & TIME RECORD ﬂy BAYADA’

Client's Name: Client #: ( QB - a‘] Home Health Care

. Client Services Manager: LQ\N\(M‘ J;\@\o C . Week Ending Sunday: _ &uta! ‘ Lo
’ Month/ DaylYesr

. TIVE TIME TIME
DATE DAY (clrelo day worked) STARTED | FINISHED | WORKED My signature cértifies that | recelvad service on the date as listed and that the

- timas and services performed are accurate. | understand that if payment for
z r) MT @Th F Sa Su LO 30 l\l, Dm q l/ 2 S this service will be from Federa! nd State funds, any false claims, stataments,
- (2814 documents, or cancealment of malerial may be proseculed under applicable
Federal and State laws. |6lso agres to the tems on the back of this form.

My signature certifies that | provided service to the cliant on the date and tms listad abave, and
that the report of client status and care provided are accurate. | understand that | will be pald on
the verified time on this ime record and that my pay includes compensation for time spent for £ 7

Client Signature
clie ou tion, I
lhils'}to care, documentation, and travel between cases, | also'agree to the terms on the back of MEDICAID IDH: (State of PA Ony)

Al

Employee Signature/Title Date

|
Temp: 4% ] Pulse: @3 RP/AP | Resp:{2. | o2sar IGD%I BP: 1LY Y7 siting ALyindY Standing |
Mental Status: [ JAAO [JConfused [Disoriented [{jOther Nutrition/Diet: QD geuﬁ-u \an@lg!sogi!! i!a l
Respiratory Status; A NWOSY | Bowel Stats: —-‘; lQEI:Cé !Qg(\‘\’ [ W)

Bitrach ivent [ICPAP [RAlarms Set [INIA Urinary Status:“Se\copdalo e
Oxygen: (] Continuous [YIPRN  [JN/A woaﬂﬁnme gafety SR v%,%étﬂ%g\%mw

Cardiac Status: W@ Q\{%\k\gx- Q.G-%\'\Q,Q\\\ Commumca({:\needs e \iQ %Q\,\

Infection Control: | (Standard Precautions [} Other:

Edema;
\One

Skin nmegritw\»w% VO

“ﬁo%\- ﬁﬁquipment checked ?Back up equipment checked
) Emergency equipment checked Y] Go Bag checked

Neurological: Q\QS< OsSeizures x other: (54 B ke
Pain Status: Cllent reports paln as a problem: [] Yes E No Intensity Level ('Circié one){ - 3 45 6 7 8 910

.| ORecurrent [INew (location): _&\“ Exacerbating F,actors.“(
L. | Treatment: (JMedication (] Rest (JOther ‘\“‘\ _ Effective [J Yes [J No
Ifno, mtervantlon/follow-up N‘R
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L DME [ Respiratory Therapist { ] Other: i -
! HHA Supervision: [] Yes CINoTJ N/A ~ Care Plan Update: [J Yes [[JNo 2U0
HHAPrasent: [JYes (JNo[JN/A  Client Paricipated in Care Plan Update [J Yes [J No
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. Client Services Managerw Week Ending Sunday: Al
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i - . o times and senvices performed are acturate. | understand that if payment for
e v s s 100 [{an (1A
Fedarel and Stale taws. | also egres to the tarms on the back of this form.

TIVE TINE TINE
OATE DAY (circle day worked) STARTED | FINISHED | WORKED Wy slgnature cenlfles that | received service on the date as listed and that the
N) > this service will be from Fadera! and State funds, any false clalims, statements,
documents, or concealment of material may be prosecuted under applicatle
My signature certifies that ! provided sarvice to tha client on the date and time listad above, and
that the report of cllent status and care provided are accurate. | understznd that | will e paid on f

the verified time on this ime record and thal my pay Includes compensalion for time spent for - - -
dlient care, documentation, and lravel batwesn cases. | als6 agree to tha terms on the back of / Client Signature
this formy : &\ \E)\\\O MEDICAID ID#: (State of PA Only)
Employee Signalure/Tille ‘ "~ 'Date’
Temp: 4\ [PuseRR RP/AP [Respi\] [ o2SatNTp [B/P Y U0[QE Siting(Lyhg / Standing

Mental Status: [JAAO [JConfused [IDisoriented TOther | Nutrition/Diet:
Respiratory Status:\lmd_mgd (Ny2yg Y | Bowet status: M “5( DS Nk
Biach fgvent CJcPAP [HAlamsSet [INA | Urinary Stalus: ~encorwad oot |

. Conti nvironment/Safety: SRAXY | NS ww\w\%ﬁd
Oxygen: [] Continuous (JPRN  [IN/A Bl O VTS Bnaha, N |
Cardiac Status: ¥\ YOO 1 Communication needs:
o el R | OO0k
Edema: R Infection Control: Bstandard Precautions [ Other:
A o\ T .

Skin Integrity: QO #0 DT WO ' - is Equipment checked 1fl Backup e Juipment checked

\ ' S s Sk N Emergency equipment checked Go Bag checked

Neurological: Q\R OSeizuresx ____ other: (J2} PRO\ ;! 0 \

Pain Status: Client reports pain as a problem: [] Yes No Intensity Level ( Circle one){ 0
ORecurrent [INew (!ocahon)& Exacerbating Factors: Ml‘ﬁ
Tréatment: [JMedication [] Rest D_Other“kh ' effective [ Yes [J No
If no, intefvantion/follow-up ﬁ\\l‘\
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CHANGE TN STATUS GBCURRED THAT REQUIRES REPORTING?. (Revxe/vordersf rapogti\g parameters) LIVES INO

‘COORDINATED WITH/REPORTED TO: TRIN/A [IClin Mgr CJRN/LPN [JClient Sve Mgr [Physician {Addendum cm]ﬁd if applicable)
DME_[] Respiratory Therapist [ ] Other: ‘ »




CLINICAL NOTES ‘ @ 62 / 5 ( " '

Q Ocrupational Therapy

Q Physical Therapy 95;? Q éby B AYA DAo

Q SpeechTherapy
Q Medical Social Services Home Health Care
-~ Q Nursing

QOther 9

Client’'s Name: m\\ WM@*\A Client#:(.OIQ’ 7
Month Day Year Mon.| Tue [ Wed |-Thu |. Fri |:Sat | Sun

Week ending Sunday /. /ZJ / I, 7118
Time Arrived: Yime Left:
Temp: Pulse: Resp: B/P: PAINLEVEL: 0 1 2 3 4 5 6 7 8 98 10

3 Atean Per\\
N e Yotkaina %5%-\ . Lexi

[y

\
\
T~

N
MFOR THIS SHIFT/VISIT (Progress toward goals, including elient's response to pein intervention}:
—~——
COORDINATED WITH/REPORTED TO: O Physician O Cilalcal Mgr. QPT QOT Q'SP O MSW JRN/IPN-2HHA_ O Cllsnt Serv. Mgr. ON/A
COMMENTS: e~
PLAN FOR NEXT SHIFT/VISIT:

Bm,\p QO»(,.

CARE PLAN UPDATE: QYES O NO HHA present? OQYES QNO
- Patient participated in Care Plan Update? QYES QNQ HHA SUPERVISION: QYES O NO

wSignatureﬁitleM@m%% R Datea Dile

www.bayada.com
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NURSE’S T.NOTE & TIME RE ‘ORD ﬁy‘ BAYADA®
Client's Name: M\\ Client #:< ZM—Q") | Home Health Care
Client Services Manager:\\Oomaf i Shex Week Ending Sunday: Mon% Diﬂly !ea‘ r@

DATE DAY {clrcle day viorked) 51%7550 Fl}}}glEED w{,',f‘ £ My signature certifis that | raceived service on the dale as fisted and that the
& s ; 7 times and services parformed are accurate. | understand that If payment for
Z’ n' MT W Th@ Sa Su jam m this service wil) ba from Federa! and State funds, any false claims, statements,
e documents, or cofpeealment of mialerial may be prosecitted under applicable
Federal§nd Stalylaws. | slso agree 1o the terms on the back of this form. |

My slgnature certifies that | provided service to the cllent on the date and time Iisled abova and
that the report of cliént stalus and care provided are accurate. ) understand that | will be pald on
‘the verified time o this time record and that my pay Includes compensation for time spent for
cllent care, documentation, and travel betwean cases. | also agres to the terms- on the back of
this for .

Client Signature
. (State of PA Only)

Emplbyee Signature/Title ' s - |
Temp: J(55 ]Pu|se-19( RP/AP [ResprlQ | o2sat: {7 8/p: WA]B 2, sitiing /Cyiny) Standing
Mental Status: [JAAO [JConfused [Disoriented [NOther | Nutrition/Diet: N.DD —&.\)\'\M \w@qu\\m |
Respiratory Status) : - | Bowel Status: AX’QD{\\\\(\QX\'\' LQ)$ QQ\—\\;Q) ‘
WTrach [@vent [JCPAP '[Klalarms Set  [IN/A | Urinary Status: "Tine i O |
Oxygen: [] Continuous mPRN (7 - @‘L’“’"me Safety: p\”“*a ‘\'\OQA‘ DO\Q\I\\G%Ea

Communmuo
\Jer&)od

Infection Control Standard Precautions, J Other;

N Equupment checked Back up equnpme‘nt‘checked"

All Go Bag checked
ool O2] T itk hifecaien
Pain Status: Cnent repoits pain asa problem: [] Yes mmsﬁy Level { Circle ne) 6 7 8 910
{ ORecurrent [INew (ication): , Exacerbating Factors: i\“ﬁ- 4
Treatment: [JMedication [ Rest DOtherL“& ‘ _ . ___ Effective [J Yes (J No
If no, interventionffoliow-up k““
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‘ o DME [ Respiratory Therapist [] Other: _ o4
HFA Supervision: L] Yes LINoLIN/A _ Care Plan Update: [J Yes [J No o 4 k)
HHAPresent: [JYes[QNo[JN/A  Client Participated in Care Plan Update [ Yes [J No




-

(

/ H

Q Medical Social Services Home Health Care

. 90lad, @ Feavaos

~Q Nursing
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Client's Name:__,_ Ei\r\:\ MM\/\ Cliem#:(”(q'g 7
Month Day Yeer Mon | Tue | Wed | Thu | Fri | Sat.] Sun
Week ending Sunday Q / 1y / I

Tims Arrived: Time Loft;
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OWE FOR THIS SHIFT/VISIT (Progress toward goals, including client's response to pain intervention};
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COORDINATED WITH/REPORTED TO: Q Physiclan O Clinicat Mgr. QPT 0 OT O SP amsw URN/LPNMQN«-J\SQM Mgr. OWA

COMMENTS:

PLAN FOR NEXT SHIFT/VISIT:

QD‘\\;\N.A . ).0.0 .

CARE PLAN UPDATE: QYES Q NO HHA presen.? QYES QO NO

" Patient participated in Care Plan Update? QYES Q NO HHA SUPERVISION: QYES Q NO

¥ Signature/Title ,&Q&W&\\\ Date 9*! la! ¥
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Client's Name

NURSE'S SHIFT NQTE & TIME RECORD

o
Client #: LAM.]

Q
ﬁy BAYADA'

Home Health Care

Client Services Manager:\. G.XO\O\C E e

Y Ll

Week Ending Sunday:

DATE

TIVE TINE TNME |

DAY (clrcle day warked) STARTED | FINISHED | WORKED

Riee

m T(W™ F sa Su

(& [Hpm [4A005

My signature certifies that | provided service to the client on the date and time {Isted above, and
that the report of client status and care provided are accurate. | understand that | will be paid on

the verified time on this time record and that my pay includss compensation for ime spent for
dient care, documentation, and travel between cases. | also agree fo the lerms on the back of

this

pldyes Signature/Title

Month/ Day/Year

My signature cartifies thal } received service on the dale as listed and thet the
times and services performed are accurate. | understand that if payment for
this sarvice will ba from Federa! and State funds, any false clalms, statsments,
documents, or congealment of material may be prosscuted under appltwb!e

FW Statefaws. | also agres to the terms on the back of this form.

Client Slgnalure

MED!CA(D | (State of PA Only)

Temp: Q’l‘ l Pulse!"]%. RP/AP l Resp: Q l 07" Sat (}3‘7&1 [ B/P “ﬂg() Sitting OljStandmg
Mental Status: [JAAC [JConfused [IDisoriented JKlOther | Nutrition/Diet: N} |
Respiratory Status:\Jo\- Ao Pendonk "‘é}%’) Bowel Status: =X

. [ETrach Nvent [ICPAP Balarms Set  [INA Urinary Status: m(ﬁ\m

Oxygen: [J Continuous T|ery  ONA

S&\mnmem/Safety Sw§ A \,kw\\m\oh\ﬂw

Communicau%\nedeg\s ]

Tnfection Control: [kJStandard Precautions [ Other:

If no, intervention/foliow-up MR

Ao,
Skin lqtegnty. oo T ALY \N\O\Q,* Eg:gpn:;nt c;wel::lk?;ie ] tis::tl:(l;:p e uipmeant i;x‘zﬁiee:;
NourlogoaNQsx ___LlSeizres &_m D8] fhpun Phpunientetiuilol bedadion
Pain Status: Client reports pain as a problem: [] YesTl No lntensny Level { Circle one) 0 3 78 910
[Racurrent [JNew (location): Nia Exacerbating Factors: \i\.& ,
| Treatment: [Medication [J Rest [JOther WA Effective (] Yes [J No
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: QR
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OCCURRE

THAT REQUIRES REPORTING? (Revuew or
N/A [JCHin Mar JRN/LPN [JClient Svc Mar [JPhysician (Addendum completed, if apphcable)

DME L[] Respiratory Therapist [J Other:

\,
LAY

for YES KINO

rling parameters)

HHA Supervision: [J Yes L] No L NA
HHA Present :

0 Yes OO No QI NVA

enanar havorda rrm

Care Plan Update: [J Yes [1No
Client Participated in Care Plan Update 0 Yes O No
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NURSE’S sglFT \? & TIME RECORD Jy BAYADA’

Client's Name: crent#: G331 Home Health Care
Client Services Manager: WONWOC SieNa e Week Ending Sunday: ﬁ;ﬂ_yia 20
Month/ Day/Year
; TIME TIME '
DATE DAY (clrcle day werkad) STARTED FNIuB“HED ngj(sm My signrure certifies that 1 recelved service on the date as listed and that the
5 ; ; - - g - times e servites performad are accurale. | undarstand that if payment for
3 IL‘ T WThF Sa Su Hm\ \\m\ _]“Rt this service wiil be from Federat and State funds, any false cialms, statements,
= documents, or concealment of materia! may be prosecuted.under applicable
My signature ceitifies that | provided service to the client on the date and time isled above, and Federal and Stale laws. | also agree o tha tarms on the back of this form.
that the report of client status and care provided are accurate. | understand that | will ba paid on X M /20,
the verified time on this ime record and that my pay includes campensation for time spant for
client care, documentation, and travel batwaen cases. | also agree lo the terms on the back of Client Signature
this fo MEDICAID ID#: _ (State of PA Only)
Employee Signature/Title ' ’ .
. - - - [Lal \ ‘ - - AT
Temp: G\ & | Puse: 14 RP/AP [Respi|) | 02 sat o] B (T SitﬁngQLyi@ / Standing

Mental Status: [JAAO [JConfused [IDisoriented [{Other | Nutrition/Diet; \\DD &\\\*u \Oal (EL\DW\\\L\({
Resplratory Status: \!Q(\\, do endenk \%) Bowel Status: —-—-Nm\*

| WTrach ﬁVent Clcpap Mms Set [ON/A Urinary Status:  ~Ceyresr N Gl
‘ A~
S L MR e S S e
Cardiac Status: ommunication needs:
v&\\\m\h - QO0-\e \(‘ml
Edema ] Infection Control"]ﬂétandard Précautions [] Other:

Skin Integrity: \aQO3e WNy Equipment checked [¥],Back up equipment checked

NGO
‘ ST 7 Emergency equnpment checked ‘E’;]Go Ba checked
Ciseizuresx____ Other: gl{ o\ Relhac e \\ Q{m\&\m

Neurological: QI

Pain Status: Client reports pain as a problem: [J Yes T} No Intensity Level ( Circle bne) M1 2 3 4 8 9 10
[JRecurrent [INew (location): ﬁ\“ Exacerbaling Factors: m _ ‘
Treatment: [JMedication [] Rest E]OlheN\ﬁ _ Effective [J Yes [ No

If no, intervention/follow-up m
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JAS A CHANGE IN STATUS OCCURRED THAT REQUIRES REPORT NG? (Review orders for reporting parameters) [JYES NO

COORDINATED WITH/REPORTED TO: ‘%NIA [Jciin Mgr CRNAPN [IClient Sve Mgr [Physician (Addendum completed, if applicable)
DME _[] Respiratory Therapist [ 1 Other: J

HHA Supervision: [ ] Yes LINo LIN/A__ Care Plan Update: [ Yes []No

HHAPresent: [JYes(OJNo[JNJA  Client Participated in Care Plari Update [ Yes E] No 262
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NURSE’S SHlFT NOTE g TIME RECORD jy BAYADA
g Client #:“ \E ‘,&1 ’ Home Health Care

Client's Name:
Client Services Manager\\ WO Bsh e _ Week Ending Sunday: 3\
Monih/ Day/Yéar
TIME TIME TIME
DATE DAY (circle day wotked) - . i
STARTED My signature certifies that | received service an the date as listed and lhat the
FINISHED WORKED times and services performed are accurale. | understand that if payment for

\\\ MT W T?@ Sa Su —-, QN\ &WY\ (& -{' KF this service will be from Federal and State funds, any false clalms, sizlements,
- documents, or concealment of materal may ba prosecuted under applicabls

Federal end State laws. | also agree to the torms on the back of this form.

My signature certlfies that | provided service to the client on the date snd time isted above, and
status and care provided are accurate. | understand that | will be paid on % W
Client Signature

that the report of clisnt
the vertfied ime on this ime record and that my pay Includes compensation for ime spent for

t1:;11;1}1"(}:;:\9 documentation, and lravol bstween cases. | also agree to the ferms on the back of MEDICAID ID: (State of PA Only)
Employee Slgnature/Title . Date
Temp: A | , | Pulse: "\\o RP/AP | Resp: Q) | 02 sat: l(‘jjiol BIP: 15 [0 3sitiing (Lying /Btanding
e

Mental Status: [JAAQ DConfused DDlsonented N3Other Nutntlon!Dnet m&“\m \QO\\@‘U(DN\\\M

Respatoy SN okl o o dork L CaR V| Bovel St m*«\ Ly

Wrrach “yent CicPap  [RAlarms Set  CIN/A Urinary Status: 'f-S_

Oxygen: [ Continuous [HPRN  [JN/A (;E\‘('—':O&"e" Safe\ty: SE’; xg\kx QNN
rdiac Status: \&Q\m ‘ Communication nee

&)pn RS R ~\}€K‘w A

Edema: Infection Control: tandard Precautions [ Other:

. Q .
Skin' Inlegtity: \QO&‘%\b‘(\s\' \ A ‘ Eqmpmenl checkm Back up equipment checked
' ' y ; \ Emerqgency équipmentichecked ] Go Bag.checked

Neurological: Q@SS (JSeizures x other: O] Pepiraion\ ek \ay W Precaution

“Pain Status: Client reports paln as a problem: [J YesTﬁvo Intensxty Leve! { Circle one) @1 2 3 4 5 6 78 910
[JRecurrant (JNew (locatlon)\&‘_( Exacerbating Factors: N\\Q .

Treatment: [JMedication [ Rest DOlher\\“\\\k . _ Effective [] Yes O No

If no, intervention/follow-up \\\\{\ .
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COORDINATED WITH/REPORTED TO: mN/A Cctin Mgr CORN/LPN [Client Sve Mgr CJPhysician (Addendum completed, if apphcable)

[0 oMmE [ Respiratory Therapist [ Other.

HHA Supervision: [ Yes [] No [JWA  Care Plan Update: [ Yes [1No ' 2 5 '
‘HHA Present: [ Yes ] No I N/A Client Participated in Care Plan Update {0 Yes [ No 8
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NURSE’S SHIFT NOoTi@ TiME RECORD ® Fonvapa
Client's Name: O j\\ok\n _ . Client #: (a] ﬂ'm Home Health Care

Client Services Manager™-Gananc 4 Sha v , Week Ending Sunday: ;jzgl G ‘ Lo
) : TIME TIME TIME - Monb DayiYear
DATE | DAY (clrcle day worked) STARTED FINISHED | ‘woRKeD My signature cartifies that | recalved servics on the date as listed and that

tmes and semvices performed are accurate, | undersland that If payment for

; '\_\ MT W Th@ Sa ASu 7Qﬁ\ l \ m )(0 - <') ‘this s¢ vice will be from Federal and State funds, any falsa claims, stalement

documanss, or copcealment of meterial;may be proseculed under applicable

: v : ! ’ ' '
My signature certifies that | provided service to the client an the date and lime fisted above, ang ' 8reL#d Statp laws. | aiso agree to the terms on tho back of this form.

that the report of client status and eare provided are accurale. | understand that | will be paldon (- /
-7,

the verified time on this time record and that my pay Includes compensation fer time spant for
th

cllent care, documentation, and travel between cases. | also agree to the terms on the ba ' Client Signature
his fo N ' MEDICAID iD#: _ (State of PA Only)
: [ Al A ;
‘Employse SignaturefTitle ' T VY Date

2 W AW Py \ AN\ QA = ﬁ,. .
(--' HAS A CHANGE IN STATUSOCCURRED THAT REQUIRES REPORTING? (Review orde 3 for refforting parameters) [JYES [XINO

Temp: O\ I Pulse: ?l ‘RP /AP ] Resﬁ: \d l 02 Sat:\(1394 ] -Q_/P: \7—“\_\% Sitling (Lying ) Standing

Mental Status: [JAAO ClConfused [Disoriented [Other Nutrition/Diet: W “Sew, AV

Resplratory .Statusi',\k“\.. ' Q“E’S‘:\ Bowel 'Status; —XKY' __ Cés':‘\&. “\.r

Birach Wvent [JcPAP [RAlirms et [IN/A g:na;ysmt:: f-e-—: :PQO%&Q\M“* I
- vironment/Safety: QQA. A~ N\
Oxygen: [ Continuous KIPRN ~ [J\/A B\ Orhn rs 95 2\“\ \ C&é o ka\

Cardiac Status:

‘ A § Q\QQU&D.{' " | Communication needs
NI vﬁ-\\\l\*\kt\s _ ‘ . OONNex .
Edema; - Infection Control: [g]Standard Precautions [ ] Other:

v

—Oona

“Skin |nteﬁty;\ga.m‘ufx5 oY

"I Equipment chacked [N Back up equipmen checked
O\ __{ P8 Emergency equipment checked [W Go-Bag checked

3 R

Neufologiml: Q\& [(Jseizures x ' Other: O”L %{)“\‘\ WAL REN

Pain Status: Client reports pain as a problem: [J Yeos [N No Intensity Level ( Circle bﬁe) @ 1 2 ' 4 5 6 7
[ORecurrent _ElNew (tocation): }L\}( : Exacerbating Factors: \w\
| Treatment: (JMedication [ Rest [JOther N}'A ; _ L Effective [J Yes [J No
It no, intervetion/fotiow-up T
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COORDINATED WITH/REPORTED TO: JRINA [IClin Mgr LIRN/LPN []Client Svc Mgr [JPhysician (Addendum completed, if applicable)
[ DME ] Respiratory Therapist [J.Other: _

HHA Supervision: [] Yes [JNo [JN/A Care Plan Update: L] Yes [J No ‘ ’ .
HHAPresent: [JYesONo[JN/A  Client Participated in Care Plan Update (J Yes [J No
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edlcal Social Services Home Health Care

Nursing
DOther
Client's Name: 3 XS Mﬂ“\ Client#; Cﬂ(q &-\
Month  Day Year ‘Mon | Tue {Wed | 'Thu | Fri | Sat | Sun
Week ending Sunday 3 / G / i , BH
Time Arrived: Time Left:
Tomp: Pulse: Resp: B/P; PAINLEVEL: 0 1 2 3 4 5 6 7 8 9 10

DN P AMM 20 0\, o
Mm&mmmmpmm&w - Sk XQ0m
Doy O o) Care « Doy - YWangs SO Loy Caxe o- 0,.___ S\
> RN TG _\\~ \ L. 1 ‘.. D 090k 10k &S Nogdod W Y g !
D90 : Qo VTN ot 2 30 Nedeac's

OHICOME FOR THIS SHIFT/VISIT (Progress toward goals, including client's response to pain intervention):

\

COORDINATED WITH/REPCRTED TO: D Physician O Clinical Mgr. QPT DOTm LPN OHHA Q Client Serv, Mge. O N/A

COMMENTS: e |

PLAN FOR NEXT SHIFT/VISIT: ‘

N ednue T EO.C _
CARE PLAN UPDATE: QYES 0 NO : HHA present? OYES QNO |
+ Patient participated in Care Plan Update? QYES QNO HHA SUPERVISION: QYES QG NO |
03" Signature/Title (3.‘)\1\/»(3L Q\\i Date 31\"\ ‘\\L[) .
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NURSE'S .SE&FI NOTE g TIME RECORD
Client's Name: _< Y3 cient # 1031 Home Kealth Care

., Client Services Manager: L ) , Week Ending Sunday:
TiME TIME E
DATE DAY (clrcle day worked) STARTED | FINISHED WEIP:KED My signaluro certifies that 1 recelvad service on tha date &5 fisted end that tho
times and services performed are accurate. | undarstand that if payment for

g ,.!Kg this service will be from Federal and Stale funds, any false clalms, stalements,
documents, 3 concealmont of materigl may be prosecuted under applicable

HZ(MTW@FSaSu _IG.W\?ﬂy\
s on the back of this form.

\
My signature ceitifles that | provided service to the client on the date and time listed above, and Federg and /% to laws. | siso agres to tho form: ]
that the report of client status and care provided are accurate. 1 understsnd that | will be paid on )

the verified time on this time record and that my pay includes compensation for time spent for Cisn Signat
clent care, documantation, and travel between cases. | also agree 1o the terms on the bagktf / ient Signature
this MEDICAID 1D#: (State of PA Only)

e

Employse Signature/Title i ;
\_/ 75
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1 A ) * A
A A

Respiratory Status:\’en-\— d 0 (\?\!\&(\\‘ Q’“‘&‘}?\ Bowel Status: (o

Witrach Fljvent [JcPAP  [PAlarms Set  CIN/A Urinary Status: AR :
: _ . : 3 WA=y
Oxygen; [J Continuous EPRN ONA \(lionme S;mx%a\‘\\m {‘Q W Rl

“Cardiac Stalus: XA SN Communicationmeeds;
w SN Aevhrold
Edema: ‘ Tnfection Control: )Standard Precautions ] Other:
Y] Equipment checked [ﬁ Back ub equipment checked
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Neurological: M [OSeizures x ‘ » _ )
blem- L] Yes (X No Intensity Level { ircle 0

Pain Status: Client reports pain as 8 pro |
Exacerbating Factors: f\‘: liq

(.-, [JRecurrent [JNew (location))
' | Treatment: [Medication [ Rest []Ol'her&\:& v Esfective (] Yes [ No

If no, intervention/follow-up Y
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NURSE’S SHIFT NOTE & TIME RECORD
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7 BAYADK

“Client #: Q)ﬁ‘l‘l

Client's Name:

Week Ending Sunday:

Client Services Manager@mm%ﬁ

FINISHED

DATE DAY (cIrcle day worked) STARTED

TIME TIME TIME
WORKED

Hliblll
Monh Day/Year

My signature certifies {hat I receivad sarvice on ihe dale as listed and that the
times and senices parformed gre accurate. junderstand that if payment for.

\—“L\ KT W Th F Sa Su L‘DM

IL ol 142G

this service will be from Federal and State funds, any false claims, statements,
‘decuments, of concestment of material may bo prasecuted under applicable

1
My signature certifies that | provided service to the client on the date and lime listed above, and
rate. § understend \hat | will be paid on

the verifiad time on this time record and that my pay lndudas compensation for ttme spant for

fhat the report of cliant stalus and care provided are accura

client care, documentation, and travel beiween cases. | also agree to the terms on the back of 4
his fo , ‘ MEDICAID JD#:
X \
Employes Signature/Title ’ Date
[D‘Z Sitting / me j Standing

Fe?and State laws. 1 also agree to the terms on the back of thls form.

L0ONA.
7/

" Client Signalure

(State of PA Only)

| PuseQ () RP/AP | Resp]

IEESSAER

Temp: Q7] 2

Mental Status: [JAAO [JConfused [Disoriented {YOther “Nutrition/Diet:.

Resplratory Status: \]%W (““&“) Bowel Status: "X m_m (‘% G\.O‘h\!f‘ \
fBTrach “[@vent [ICPAP [Ratarms Set  TN/A_ Urinary Stalus: "S’ i &%

Oxygen: DContmuous [ﬂPRN OONA

EnvironmentSafety: WodAY TR
LRt \:‘)S&AQ%\ o A\'B)?‘\

L

Communicat] nneeds

| Edema:

\\D&

Infectxon Controk: [Hﬁtandard Prewuuons [ Other:

Skin Integnty \.\boabm\

\3_\‘5\ \MSC

equipment checked

{ Eqmpment checked {RBack up
) Go Bag checked

Emergen emment checked

other: D'

Neurological: [DSeizures X
Pain Status: Cllent reports pain as a problem: OYes

[JRecurrent [INew (location): \l.\(\

) No intensity Level { Circle bne) 0
Exacerbating Factors: &B}«

Treatment: [ IMedication [J Rest CTother \\\(\

Wy

if no, intervention/follow-up' I\
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g K" ‘ . -4\-‘ &7 X LA ' C
HASAC ANGE IN STATUS O CURRED THAT

COORDINATED WITH/IREPORTED TO: ‘%NI

AR eI aX\ s

RN o
QUIRES REPORTlNG? (Review orders for répomngbarameters) [YES ﬁ
A (Clin Mar CIRNLPN [JClient Sve mgr [JPhysician (Addendum mted if applica cable

ME_[ Respiratory Therapist 0 other:
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Q Speech Therapy Home Health Care

Q Medical Social Services

Q Nursing

Q Other

Client's Name: _\_SQN\\ W N\Oét\f\ ____Client#: (O\q' 37
Month Day Year Mon | Tue | Wed | Thu | Fi | Sat | Sun

Week ending Sunday 5 /'5-/ [u ]3

Time Arrived: Time Left: 7 _

Temp: Pulse: Resp: PAINLEVEL: 0 1 3 4
_&%mﬂmﬂt,\wﬁm ‘%\Q&«eéﬁor 'SWOLC\:\ \‘0&?@\'\0(\ \\D 06&&(‘ *®
e oSN NS \ o OMN-Mo AN Qe DL NAQ. Lo T -.“e--. _.L.‘l!’
DAA=Ho M DB Qo Mo Snved Ratesidiaiied GO TO0M S\ ¢L\

OUWE FOR THIS SHIFT/VISIT (Progress toward goals, including client's response to pain Intervention):

\ |
\
\

COORDINATED WITH/REPORTED TO: Q Physician O Cllnical Mgr. QPT ma HHA QClient Scrv. Mgr. O NA
COMMENTS: o~
PLAN FOR NEXT SHIFT/VISIT:
QX\\\(\M C. ) 0. ¢,
CARE PLAN UPDATE: QYES QNO HHA present? QYES QNO

- Patient participated in Care Plan Update? QYES QNO HHA SUPERVISION: GYES QO NO
w&gnature/Tatle,%QQ,Q_m«_%QM\luﬁ QN Date 5\‘ '3\; “0
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BAYADA®
NURSE’S .SHIFT & TIME RECORD i C\ ‘a*\ Home Health Care
Client's Name: _ P\ \n Clent #: -3
Client Services Managerg&!\&\mm\ﬂ) Week Ending Sunday:w| e
on
TIME T!HE TIME the date as listed and that th
o | oMt | e | rigi | wonep | s ot ol s e s et

Spo[m T wn(F s s [T1OM [0

Xks

v

My signature cartifies that | provided service to the client an the date and time isted above, and
that the report-of client stelus and care pravided are accurate, | understand that | will be pald on

the verified time on this time record and thal my pay Includes compensation for tlme spant for
client care, documentation, and travel between cases. | also agres to the terms on the back

%&m&%&gﬂ Bl e

Employee Signature/Tille - Date

this service will be from Federal and State funds, any false claims, slatements,
decuments/$r conceplment of materal may be prosacuted under epplicable
Federal afig'State lajrs. | also agree to the terms on the back of this form.,
Client Signature

DICAID iD#: (State of PA Only)

7 Sat: \{bﬁ.\] BIP: \3‘\|q~l Slmng(/%)Standlng

Temp: &Y [ Puise: o\ RP1AP | Respy
Mental Status: (JAAO [JConfused (JDisoriented ROther | Nutrition/Diet: A\ oot L AL
Respiatory StatusNn o goreho ok LN ) [ Bowel stas e dnowy (855 Qobie )

Jrach Ifvent CJCPAP @Alanns Set [IN/A

Urinary Status:

Toconkaatt { Btk TEQ)

Oxygen [ Continuous WPRN  [ON/A a‘}""‘b"m: engt/Sa‘ fety: %Q"“x'a\“@%vg\b‘\\g‘w\ ‘e
Cardiac Status \AQ\ NhDoe Communication needs: ,
W Gohe , N\ e ) |
Edema: Infection Contro: [ﬂStandard Precautions [] Other: :
Skin Integnty\ihs‘ T WSRO - %Equnpmmt checked N Back up.equipment checked
.05 Duin NQ\(\\: Emergency equipment checked (%] Go Bag checked
Neurological: OSeizures x _ Otrer: (A %0 vcaldani\

ORecurrent [INew tocation): Ni{f

Pain Status: Client reports:pain as a problem: [] Yes TKiNo Intensity Level ( Circle one)
Exacerbating Factors: Mﬂ

Treatment: [JMedication [] Rest Domér‘&’g\ ‘

If no, interventionlf_o!ldwoup “\‘\P\

SHIFT NOTES: " [OWW.

1) \L_

2ONTWALINTIIS DNSR 9% \\h\ X ‘v,

\d\&'

y v.\\\\ M MR 3

'. \li\{ ‘“‘

Ceng .L\ A!\Qf\ N,

COORDINATED WITH/REPORTED TO:

OME

\ s (5 Nc,m\ur L
HAS A CHANGE IN STATUS OCCURRED THAT REQUIRES REPORTING

/A [JClin Mgr [JRN/LPN [Client Svc Mar DPhys»clan (Addendum completed, if applicabls)
] Respiratory Therapist ] Other:. .

(Review orders for reporting paramelers) [JYES yINO

HHA Superviston: [] Yes' E] No [ N/A
HHA Present: [ Yes ] No [JN/A

www bayada. com

Care Plan Update: [] Yes [JNo
Client Participated in Care Plan Update [ Yes [ No
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NURSE’S SHIFT NOTE & TIME RECORD -7 BAYADA
Client's Name: w . client#: (1§ j&") Home Health Care

.. Client Services Manager.-g AONO. SNNCoy %{} Week Ending Sunday: é‘&f&l“ﬁ
. o i . ' Month/ Day/Year

.| DATE DAY (clrele day worked) ST%D‘ ﬂ;:;ﬂ:m TIME l My signaturs certifies thal | received service on the date & listed and thal the

= LY times and services performed are accurate, | understand that if paymant lor
pslm T Wmr se s [(o80 | Aem ‘d-é{’b

this servlce will be from Federal and State funds, any false claims, statements,
L

My signature certifias that | provided service to the client on the date and time listed above, and
‘thai the report of client status and care provided are accurate. | understand that | will ba paid on
the verified time on this time record and that my pay includes compensation lo7 time spent foe

documpnls, or chncealmant of material may be prosecuted under applicable
Fede and S s laws. |also agree to lhe terms on the back of this form.

iy, Cllent Signalure
lt:l‘l‘;e:}:,wre. documentation, and trave! between cases, lalsoagree to the terms on the bgck of LoicAD} D# (Stato of PA Only)
a\

Emp!oyee ngnalurafﬂtle
Temp: QY | PuiseRS™ RP/AP I Resp:\Q) ["2 Sat: \C&Ejgl B/P: A Zﬂl Sitting :(Lyin@Standmg
Mental Status: [JAAO [JConfused [JDisoriented [KOther | Nutrition/Diet: {) vu \C Ao\ QL
Respiratory Status: \}eﬂ.\. do MOW\' L‘*‘Vé‘%a ) Bowel Status: w

\rach Fvent CicpaP fgarms set Ova Urinary Slatus: < r c“\“ wa iy .
Oxygen: (J Continuous [FIPRN ~ [IN/A é”'m"me'?"safe"" Shinka, oy W\ Yeed
Qardlac Status: Q’O\ O\e% B Communication necds; , .

DR | OoNecnad

Edema o Infectioh Control: fﬂSlandard Precautions [] Other:

| Skin lntegnty; \)ZQ:&““\ B‘\m\*\\c&k ’ E Equipment checked §} Back up equipment checked

Emergency equipment checked m CGo Bag checked

nesk

Neurological: ONRSY ~ [dSeizwresx____ oter. L0\ P&D' WO O \
Pain Status: Client reports pain as a problem: [] Yes m No Intensity Level ( Circle one ' 1 2 9 10
OORecurrent [(INew (location): “Xﬁ Exazerbating Factors: th ' :
Treatment: [IMedication [] Rest DOIhar ﬂm , _ Effective [] Yes [ No

{ If no, interventiontfollow-up }*“A-
SHIFT NOTES: "\0.3_1" (). p¢

: s . DT 20 WAy 0

= ‘k OIS < " RO \\ > AA’&C \\\ (s k 00O 0, =
 (YORAIRY ‘* \ _‘ X ed W\ L \ersy q,“ 0, - \g; % "‘u ‘\\ ~ .A‘ o
NS YoVl «- o ONLo.e ,~" O\ & .A A '.. oy g ‘-“/ n \ L.".' CT . .‘?.. Lo\ ree
g 2388 Qe e 0k O S AR OO vm 28N A ) .“\ D, A \\ne -

rdosn GKC.\M W, )

o %Y ‘ \\ =0 olOON = MLOGLR, oy AURI . o AN - ANGuaed Uy
) . N o g .‘. - ‘

M«\‘\eu\o A <% D @W@&'ﬁml
RN SRAAY S on 0
‘Yb\u.mérea Qeeaxm,. |

. =20 TR ) : 00 & WO N WAL
IAS A HANGE IN STATUS OCCURRED THAT REQUIRES REPOR NG? (Revi'ew ‘orders fo! Q

COORDINATED WITH/REPORTED TO: %N/A Oclin Mgr CJRNLPN [ICllent Svc Mar DPhyslcan (Addendum completed, if ap hcable)

DME [] Respiratory Therapist [] Other: . ’)65
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NURSE’S SHIFT NOTE & TIME RECORD Y %Bmélﬁeg
Client's Name: \ { N ciient# (19~
Client Services Managerzmm:g@%m Week Ending Sunday: S ! af} ) ' Lz
‘ —— Montt/ Day/Year
DATE DAY (circle dayAworkedL STTAI;HYEED lensmfm W::ksﬁ'n My signalure cerlifies that | recelved service an the date as fisted and that the

7 - y limes and services performed are acturate. | understand that if payment for
- G M T W Fose(su _[&W\ 5 %*Hl)\ this service wil be from Federal and State funds, any false claims. stalemants
- documents, or concealment of material may be prosecuted under applicable
d Stateflaws. to the tsrms on the back of this form.
My signature ceriifies that | provided service to the client on the date and time listed above, and Fed ) nd Statglaws. |also agreeto the

that the report of cfient status and care provided are accurate. | understand that | will be paid on
the verified time on this time record and that my pay includes compensation for time spent for

Vo

Client Signalure

ﬁi:r}to dccumantatnon and lr?vel between cases. | also agree to the tems on {h; back of (Stato of PA Only)
Emp!oyee Slgnaluremlle )
Temp: q%l v l Pulse™}") RP/AP I Resp:| l 02 Sat: [m%[ BIP: ]U‘T 74 Sitiing l@ying )/éta‘nding

Mental Status: [JAAO [JConfused [IDisoriented Nother Nutnhonleem hDE@ \)H.u 0ol Q\L‘D‘N\l H-}]Z

Respiraory Status: N} ol poncloyst \WEARP ) | Bowel status: Coe ek
Trach Tvent CJcPap [Balams Set  [N/A Urinary Status:

SOC OO
Oxygen: [ Continuous ‘@PRN DN/A &lronme\rﬁSafety 6‘0\'*%% D‘%%&%.)\‘QI\\“\&QQ

| Communication needs:
AR Rie rra

Infection Control: mStandard Precautions [ ] Other:

LWSRGZE Equapmenl checked W] Back uplequ'lpment checked
D\\'\‘A&\'\\D\%* NhEmergency equipment checked i Go Bag checked

Neﬁmlbéiwll AR DSe:zutes x_ Other 04 %osgm\m\&@\w\ﬂ’&\\ Veccghe

Pain Status: Client reports pain as a problem: ] Yes—mo Intensity Level (Ciicleong) 0’1 2 34 & 6 7 8 9 10
[ORecurrent [INew (location): Mln Exacerbating Fagtors.NlA' _

Treatment: [JMedication [J Rest DOthqr_Nﬂq _ . Effective [] Yes [J No

If no, intervenlionlfollow-up b A

SHIFT NOTES: % QoemwA oo,

Skin lntegrity.\.}be-f“\'\ >

- o | _ \ : . “ ' X b "y T . - N N .
. ‘ Nes - \\ [ _ ‘ i\ l' x . (X ‘;“ “._ \ ‘ \\'\ “v \{ \ \ L’.\‘ '
AN \\\.\ JoRCANE A AR X\

LD SOOI &, s.‘\\ .\\‘Q .\ M‘tm\ ‘ \‘ OISO SR\

N P » '
WSS v, W A\x_ \\\‘ % : A@. N “ \\\\ltk \._.L \... "A

2 \ '\'\Mc\ 0o @ch\ MN&Q\ 0«\\@_«\ N
< WMeorkemaies W0 Bred WA Otcen
mg& M%&%M«&{Q\mm \mw\m 65&%@;\ £ iy

D\ wand Suenive .u\.l_Q.l. ,s tlgn‘ OO0 ¥ .u.‘L‘\ IAG

. A AR -
SBhoa ey Vo’ Qe Qe o \QMA% S\ Rl %@mjf\‘ NADY 1

PROGRESS TOWARD GOALSIO T COMES OF THIS' SHIFTf

I\ TN : - : CA L\u‘vx ‘ ) ‘L\.‘ OOQ 0,
\\)\ Do Qe d N W7a) % B OGRO0 O RO ORR S Cove Kok \
\m\\«&m\NA @m/v d\n()t\ RO\ Shn &y ek’ L ——

\ \ad
"HAS A CHANGE IN STATUS OCC THAT REQUIRES REPORTING? (Rew: A

ewew orde(s for repomng parameters) [JYES [{JNO
COORDINATED WITH/REPORTED TO: /A ICHin Mgr LIRN/LPN [IClient Sve Mgr. E] ysician (Addendum completed, if agplicable)
ObME [J Resplratory Therapist [] Other: 5
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cunicaLnotes @ 5..! 3\ b - @

. W\F
Q Occupational Therapy 23 o
Q PhysicalTherapy (}e y B AYA DA
Q Speech Therapy a a Home Health Care
Q Medical Social Services
Q Nursing
Q Other

Client's Name: %\ \S‘Qa\\de\\ Client#: (Olq" &7
Fri | Sat

Month Day Year Mon | Tue | Wed | Thu

Sun

Week ending Sunday [D / 5 / “p 5"3})

Time Arrived: Time Left:

Temp: Pulse: Resp: B/P: PANLEVEL: ¢ 1 2 3 4 5 6 7 8 9

- (Y . P ~ g
200 - OO A2 NOAR Gacen SR ¢ DR e ity O Qe N

OUTCOME FOR THIS SHIFT/VISIT (Progress toward goals, including cllent's response to pain intervention):

-

\\

—

COORDINATED WITH/REPORTED TO: Q Physiclan O Clinical Mgr. OPT O OT O SP 0 MSW ORN/LPN Mem Mpr. ON/A
COMMENTS: \
PLAN FOR NEXT SHIFT/VISIT:
Cotvone & 9 Q.
CAR!E PLAN UPDATE: OYES QO NO HHA present? OYES QO NO

Patient participated in Care Plan Update? OYES QNO HHA SUPERVISION: QYES QNO

b SignaturemtleM.Q@oj& R\ Date
www.bayada.com 3 7
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NURSE’S SHIFT NOTE & TIME RECORD -7~ BAYADA’
Client's Name: —&&\,\\\gga\\,\ Client #: ( g\%a\l " Home Health Care

.. Client Services Manager: I\ OWMGSOONLZSXO Week Ending Sunday: ge\)ﬁ ‘ l L
> —e Month/ Day/Year
DATE DAY (clreto day worked) vsfmf@ . m}:;fsa w;‘:‘:;,, ‘My signature certifies thal | received servics on the date s listed and that th

times and services performed aro accurate. | understand that if payment for
I(ola MT W Th@a ] ""‘OUN\ } this service will be from Fedoral and Stale funds, any false claims, stalemen
: , documents, or concealment of malerial may be prosecuted under applicabla

. N : . R WEC ; 5on the b this form.

My signature certifias that ! provided sesvice to the client on the date end tims (isted above, and Federal and State taws. | also agree to the tems on the back of this fom

that the report of client status and care provided are accurate. | understand that | will be pad on ¥ .

the verified time on this tima record and that my pay includes compensation for time spent for " Cliont Siamal

client care, documentation, and travel batween cases. | also agree to the terms on the back of lent Signalure

this fo; . b MEL {CAID tD#: (State of PA Only)
Employee Signature/Tite ' ™

Temp: G4\ [ PuseRQ RP/AP [ Resp: | | 02 Sat: {yhe l@éﬂmﬂo\qq Sitting Qxﬁ)standmg
Mental Status: (JAAO [JConfused [(JDisoriented WOther | Nutrtion/Diet NOD Sowida \ Q
-~ \ 3

ey oo ook GRSy }
Wrrach Pvent [crap [Qalams Set ONA | Urinary Status: R C :&; iﬁ ?k&x v |
I i W -

T Cantinrrrie 3 ant/Safaty: A Ny SN
Oxygen: [] Continuous JYPRN NIA , v \ .
C::: S?at \:&Q\m - ;%\Lb OOETRS £ 00N A SIS,
iac Status:\ ' Communicatign negds: , ‘
LQ%:&QA\_&:‘\&&; N eAENT

Edemh: Infection Control; [Standard Precautions L] Other:
1 Skin Integrity: L0 T TITA

fis) Equipment checked "N Back up equipment checked
AN AR Emergency equipment checked TR Go Bag checked

AAHEE, \ h ‘
Neurological:-\NISX_ Oseizuresx | other: (O3 %\M@\T&M&\Mm

Pain Status: Client reports pain as a problem: [] Yes TR No Intensity Level ( Circle oﬁe)@‘ 12 3 4 5 6 7 8910
ORecunent (ONew (loeatlon)’.é&&_ __ Exacetbating Factors: ‘k\\'ﬁ

Treatment: [[JMedication [] Rest DOIherﬁ\k _ ‘ Effediv’e O Yes [ No

if no, interventlonlfollow-up“&'\;g' | |

SHIFT NOTES: —1OMW\ Q.

N .
T \Gake © Y
Sa

. - ‘» " o . , . ‘\ ) , . ." ) 0
co=d AT S=S Q) AN AN SN N SURO B A AT R B I LR TN ‘A

S ol - R . a. W
ST 2R o NR T vevec) QAN LICREW Fay A\ vy

W0 3 = < ke C - -
=T ANMOMNESTE) \ OO O\ AL 2.:.-.‘ MR LIRS L ACTRIO R 00 SALG I AR
A

L Odanee AN oot BN NS A E AR O\ 420 WA
OCrcined qom_ Mo« Siutin . DI Qo eel X Ao O R

’ i 3 P\ L \ - .
0003 THRE OWNRZE L . Xo.on Cone , Qrersed

N w R S
A= 00 AR D6, R\

q 4 . ! \ ‘ ‘
=HACTORNMNOMNS & CISND D00, B YOL~ ol

' -.I.\s ' &0 .

WA )
o A ! PORTINGRIReview orders for reporting parameters) LIYES WINO
COORDINATED WITH/REPORTED TO: ENIA E£3CHin Mgr JRNILPN [JCtient Sve Mgr (JPhysician (Addendum completed, if amable)

_ . DME [ Respiratory Therapist (] Other:
HHA Supervision: (] Yes CINo L] N/A Care Plan Update: [] Yes L] No

HHAPresent: [JYesONo[JN/A  Cliert Participated in Care Plan Update [ Yes [J No 377
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~ AR YWV T RO 4. \0\ “'t( L\@ ‘

Q Occupational Therapy
QD Qot g
] erapy
Q Medical Social Services Home Health Care

.%%w BAYADA'

~ Q Nursing
* Q Other -
Client's Name:_AV;(\\l\\ \\Q}Xd(\’\ Client#: (Olq J_]
Month Day VYear ‘Mon | Tue |Wed | Thu | Fri | Sat | Sun

Week ending Sunday (D / 5 / “.ﬂ

Time Arrived: Time Left:

Temp: Pulse; Resp: B/P: PAINLEVEL: 0 1 2 3 4 5§ ¢ 7 8 9 10

LU

0, O Q2ow odc, (8

‘ ‘ Cose., 5 s b
£\ s 05

o~

~

ouTcoM THIS SHIFY/VISIT (Progress towerd goals, including client's response to paln intervention):

COORDINATED wWiT| H/REPORTED TOQ: O Physician Q CHinical Mgr. QPT QoT Q'SP O Msw ORN/LPN QHHA O cuems\m.mw\o N/A
COMMENTS: S

PLAN FOR NEXT SHIFT/VISIT:

CoMane™ = 0. O. 0.

CARE PLAN UPDATE: QYES O NO HHA present? OYES ONO

+ Patient participated in Care Plan Update? QYES QnNo HHA SUPERVISION: DOYES O NO

B SignaturerTitle , ARON_ Q:\\ Date b\‘L\\ \h) ‘
) 78
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NURSE'S SHIFT NOTE & TIME RECORD =~ BAYADA®
Client's Name: _&_ng\\ ook | Client #: _\%—‘&"] Home Health Care

_ Client Services Manager:m.m\@am Week Ending Sunday:.%\_a%\_b_
( ‘ Q7 Month/ Day/Year

DATE . DAY (clrcle day WW) STTA%FED m}};ﬁ}fm ngg(i'n My signature certifies that | received service on the date as listed and thal the
g ‘\ timés and services parformed are accurate. | understand that if payment for
MT WThF Sa <§u ) G \ ' this sarvice will be fram Federal and State funds, eny false claims, statemants
(0\\'1' - _ j . 30‘“ %{"&S documents, or concealment of material may be proseculed under applicable
N Fedaral and State laws. | also agres to the tarms on the back of this form
My slgnalum certifies that § ptovlded service to the cliant on the date and tima listed above, and a o ’ ’
that the report of client status and care provided are accurate. 1 understand that } will be paid on \66
the verified time on this time record and that my pay includes compensation for time spent for o 7 Gliont Si t
client care, documantation, and travel batween cases. 1-als6 agree to the terms on the back of 1ent Signalure
this formy MEDICAID ID#: (State of PA Only)
Emp!oyee Slgnalutemue
Temp: n! [Pulse Q\_RP/AP | Resp: \’L | 02 sat: (\ S BeP: ‘K%\(;z,smmg ﬁyﬂé/smnamg
Mental Status: [JAAO ClConfused Obisoriented ¥)Other | Nulrition/Diet: “m 39_\3&\)‘ \Qo\ A
Respiratory Status» ' SRS Bowel Status: ;SQC o A\ :Q g“ﬁc
Wrrach WVent CIcPAP. WAlarms Set [IN/A Urinary Status: " \G ol 0 30
Oxygen: D Continuous M.PRN O gnvlronmengafety ﬁjg -ﬁ RO A B@Q\\W\Q&d

: Commumcatxon needs

R Infectlon Comrol ‘glﬂandard Precautions [ Other:

gr %L Equipment checked Back up equipment checked
WG “ ' ' \ | kEmergenqyequnpmen checked ¥} Go Bag checked
Neurological: YOS DSe:zuresx Other: D&\ _.“ 50

Pain Status: Client reports pain as a problem: [] YW No Intensity Level { Circle onle) \Q_} 7 8 910
CJRecurrent [INew (Iocallon)m . Exacerbating Factors: k\mr _
Treatment: [IMedication [] Rest D%er“\“ - Effective (] Yes {J No

If no, intervention/follow-up l&\& ,
SHIFT NOTES:  1Ou% "'RQQ_Q_\-‘QA :

-\\‘\‘
: _ h\; p _OMOn ~
N \ g " oOf \\\‘h \ \\\\

Vo), § oL RS \!. 2> Wodome %E&t\ﬂd\ QA ‘G‘”“‘V\ad%q“%rmﬂ |
Qa2 kit o .0\°~““ cxm\\ \~\0®F\ Q\m\qg&“ NES\ \‘e&x’&;w
3 X 5. Q P A‘ o

\M\B SW\ mvm%ax\ \mm,\ cgmm I

. | HAS A CHANGE lN STATUS OCCURRED THAT

" HHA Supawision ClYes(ONo[JN/A  Care Plan Update: [JYes [JNo
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TINGS(Review orders rti
COORDINATED WITH/REPORTED TO: EN/A {3clin Mgr CIRN/LPN ( o CIPhysicion (oo ol o &

[JcClient Sve Mgr CIPhysician (Addendum completed, if a Ilcable
DME _[] Respiratory Therapist [J Other: ' P i )

HHAPresent: [JYes(JNo[JN/A  Client Participated in Care Plan Update { ) Yes [JJ No 390
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CLINICALNOTES @ a D‘\e 3 N

Q Occupational Therapy

oy o] 13|l Foamon

Q Medical Social Services Home Health Care

O Nursing
Q Other

Client's Name: QM LN c:iem#:_(gﬁf_aj_

Month Day Year Mon | Tue |Wed | Thu | Fri | Sat | Sun

Week ending Sunday CD / (q/ [ lo (DtB

TimeArrived:______________ Time Left:

Temp: Pulse: Resp: B/P: PAINLEVEL: 0 1 2 3 4 5 6 7 8 9 10

. R . ! ~
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OUTCOM&FQTHIS SHIFT/VISIT {Progress towerd goals, including client's response to pain intervention):
| COORDINATED WITH/REPORTED TO: D Physiclan OClinleal Mgr. OPT O OT D SP O MSW Mm Sorv, Mgr. O N/A

COMMENTS: \

. \\
PLAN FOR NEXT SHIFT/VISIT:
Q\M.M-E Q. Dc. Q .

CARE PLAN UPDATE: QYES Q NO HHA present? QYES QO NO

- Patient participated in Care Plan Update? QYES QNO HHA SUPERVISION: QYES QNO

= Signature/Title M&M&b% Q. Date Lﬂl\l?)l\ l(o .
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that the report of client status and care provided are accurale. | understand that 1 will be pald on

‘/\/'%

N7
) P21 °
NURSE'S SHIFT NOTE & TIME RECORD j Eﬁlﬁgﬁ
Client's Name: _ S\ oM Client #:
Client Services Manager: m, AN e g@ Week Ending Sunday: j\ 5! UD
Montit/ Day/Year
DATE DAY {clrcte day worked) STARTED FINISHED ng(EED My signature certifies that | recelved service on the date as listed and that the

times and services parformed are accurale. ! undarstand that if payment for

"'] 3 MT WThF Sa (S)) U\O\‘)N\ &){\ R‘\% this service will b from Federal and State funds, any false clalms, stalements,

X documents, or concealment of materia! may be proseculed under spplicablo
fe laws. | 150 agres to the tems on the back of this form.
My signature certifies that | provided service lo the client on the date and tima {isted abova, and F;dey Sigte lows 9
ra

-

the verified time on this tme record and that my pay includes compensation for lime spant for Y 7 - U‘ém éignature

client care, documentation, and travel batwaen cases. | also agrea to the terms on the back of EDICAID (D8: (State of PA Only)

Employee SIgnalure/T ite

Temp: AV | Pulseg(% RP/AP | Resp:VQ | 02 sat{(pd B/P: \59\\0{.\ Sitting (Ly@/Standmg

Mental Status: [JAAO [JConfused [IDisoriented JOther Nutrition/Diet: Nl)D gQ\\‘\'q\CO.,\ Q%N\\\ A\L

Respiratory Status: L X | Bowel Stalus: }m‘(ﬁ\\'\e(\*
Wtrach [BVent [ICPAP [JAlarms Set [IN/A Urinary Status: -imd‘t\\(\ﬁ.‘&‘

Oxygen: [J Continuous [PRN ~ [IN/A S&Y‘TgenUSafeiyg A, R v\-‘iﬁ‘“"\%

gardiac Status: 3N, &\o&‘ Communication r(\{ s\
E R Infection Control: [EStandard Precauhons [ Other:

dema: (\ \ !

Skin IntegTy: MOOFR\ TRW NVRORSS Equipment checked T Back up equipment checked
ANTET T T I A R R T D\(\\&k e Emergencx equipment checked N Go Bag checked
Neurological: {dE= [Oseizures x other: DMNCOLEAN A\ \
Pain Status: Client reports pain as a problem: [] Yes B,No Intensity Level ( Circle one) 0 12 3°4 5 78 910
[ORecurrent [INew (location): }\“\ Exacerbating Factors: N“\
" Treatment; [JMedication [J Rest [:IOther \\\\“\ Effective [] Yes [ No

if no, intervention/follow-up

SHIFT NOTES ‘]Ool‘f\
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e S A ANARGN RO Y \\Q \{\\\.WL\ -
A CHANGE IN STATUS OCCURRED THAT REQUIRES REPORTING? Review orders forrepoflng parameters) Dvmo

[JDME [ Respiratory Therapist [] Other:

COORDINATED WITH/REPORTED TO: w/A (Jctin Mgr CIRNALPN [OClient Sve Mgr [ehysician (Addendum completed, if applicable)
11
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cunicaLNotes @ 2 D{Q - @

; W\Y
QT g\ eavaon

Q Speech Therapy ; Home Health Care
0O Medical Social Services
P ggu':'smg
: ther
Client’s Name: _&X\\ \’\(}'\Q&\f\ Client#: kO\q a\-\
Month  Dsy Year Vion | Tue | Wed | Thu | Fri | Sat | Sun
Week ending Sunday ™ /{D / U.D ‘j\q
Time Arvived:_________ ___ Timo Left:
Temp: Pulse; Resp: B/P: PAINLEVEL: ©¢ 1 2 3 4 S5 6 7 8 9 10
Lo A= S\c 8 Ao 0 ASA= W JOMN R \QC a\ud'AY
: Q lm\ ~hach oD 0N N 'l\\\s ARG A e za 10m - YROM oN
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OUTC SHIFT/VISIT (Progress toward goals, including client's response to pain intervention):

COORDINATED WITH/REPORTED TO: Q Physiclan Q Clintcal Mgr. OPT O OT O SP 0 MSW LIRN/LPN m Saw. Mgr. ON/A

COMMENTS: \

PLAN FOR NEXT SHIFT/YISIT:

A A

L -CABE PLAN UPDATE: QYES QONO HHA present? QYES Q NO
~ Patient participated in Care Plan Update? QYES Q NO HHA SUPERVISION: QYES QNO

IF SignaturefTi it_leMm%@W\%\N\@\ Q\\\ DamM
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NURSE’S SHIFT NOTE & TIME RECORD -‘?\ﬁ* BAYADA’
Client's Name: " ey Ne Maky, Client #:(9-27 Home Health Care

Cllent Servlces.Managerzlh\gm.ﬁnm_m%Q Week Ending Sundey: 7! 7! 1P
! il Menth Day/Year

N BCEEC T TT EN

|V TINE |

DRTE 1 T DAY e e e [ ST
DATE " " " ['DAY {eliloday warked) - - |- stARTED -] - =1 My signalurs certifles that ) recalved senvico on e date as Bsled and thal ¢
— N : e EINISHED |- WORKED p e Umss and services perfanmed ase accurato. | undarstand the If payment fo
Rt (7T wmF s su Q\m “ om gﬂﬁ {his servize vl be from Fedaral end Slate funds, any false chims, stateme
= ¥ dozuments, or conesatment of materia! may be proseculed under appiicabl

My signature cartifias that | provided servica to tha client on the date end lima listed abovs, and Fodaral g St faws. | iso gy to the tems on tho bask o s fom.
that the repost af client status and care provided are accurats. § ungerstand that | wdll be pald on / 4

the vartiied time on this time recard and that my pay includes compensation far bme speni for

e Client Signature
g\lhem b:w. documentation, and trave! betwaen cases, | atso agree to the terms on the back of MEDIGAID Ing: (Statoof PA Only)
Employee Signalure/THie Date -
Temp: &5 | Pulse: RO RPIAP [Resp: [ | Oz sat 8N3! B/P: 195 9 2 Siting (Lyhg) Standing

Mental Status: [JAAO [IConfused [bisoriented fOther | Nutrition/Dist NOA % o, \Qo) @L\B;V\!\ [
SR\

Respiratory Status: Luns Bowel Stalus; ~— | X L9 e
Wirach [vent [CICPAP INAlarms Set [IN/A Urinary Sttt o ~pluvaay

Oxygen: [J Continuous YGPRN ~ [IN/A - | ‘C’:’""‘e USafely: SEANXY, MADBA™, Do\ v Be
rdiac Status: 44 Qe%k“\g‘v o Communication needs:

r&g; LEON Retidn NON-\Ne g |

Edema: ' Infection Controt: [{Standard Precaufions [ Other:

Refy

Paln Stalus: Cilent reporis pain as a problem: ] Yes [FWo intenslly Level { Gircle bnafl 01 23 4 556 788910

Skin Integrily: \yRovn DCY, WO Equipment checked @ack up aquipment checked
Mn&m&s\m&mﬁm&_ Emergancy equipment checked 1] Go Bag chacked
Neurcloglcal: DWOSS [JSeizuires x Other: (Y31 fEcorlaon \¢

.| ORecument [INew (locah‘on):mﬁ : Exacerbating Factors: ﬂ&

Treatment: [JMedlcation [] Rest Domer_m ' _Effective [J Yes [ No
If no, Intervention/foliow-up &\A .

A
Ex QOO0 Sanc Wesed Vo \i_g_va CONDA QO L TS50 ArOSRA -* L0 AR

] . \ {
e &Y Y \Xxeen YOO TN AL o Wenltafe i

=R 08 Ordoce A A, eepl& 0 oot Db g, Qulse. O tinitoring
OO 9\\0&' = Gff SLRRRACTING, O \ AN AN Qoo ee, Yoot € wiia ol
S230v \Caiefuaive S Hnwide DG -mon Eoid CON-end o S Lrmin,,
\ONroE Hom-Bue it onk Ofoved, LooM-Siguane Maans o Q= AlaE mi, §P
Qer't Bare Olwesn Qoo S o O \noek . AL Orato Peshtin Ooce »
N N DIYY- Y , 3 . . —~
Y \ VDR TN = 2
' N X Ak €30, Wi V44, WAD {Tmon
PROGRESS TOWARD GOALS/OUTCOMES OF THIS SHIFT: 0 Y S
\ e 2 X )é. D
'\ y i\ of e )
_ . . R

HAS A CHANGE IN STATUS OCCURRED THAT REQ REPORYING? (Review orders lor reporiing paramaters) [JYES [FINO
COORDINATED WITH/REPORTED TO: TAN/A (IClin Mgr CIRNiLPN ClCiient Sve Mgr [JPhysiclan (Addendum completed, if appficable)
DME (] Respiratory Thersptst [J Other;

HHA Supervision: [JYes [JNo[JNJ/A ~ Care Plan Updale: [ Yes L[] No
HHA Present:  [OYes [JNoONA  Cllent Participated in Care Plan Update [ fes [ No 436
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NURSE’S SHIFT NOTE & TIME RECORD -‘y BAYADA®
Ctient's Name: m client# Q0] | Homakaman

Client Services Managerm \:‘D(‘QQ\\A Waeek Endlng Sunday: \"%)
T Month/'Day/Year
....... E . e
TE L. 'DAY (ﬂ'ﬂ@ day Wm‘] - STARTED " FIPPIgiED wf,g‘fw ' My slgnalure cerllies that | recelved service on the dats as Bsted and that
( ) - \imes and servicas parformed are accurate, (understand that If payment i
% 'Z_ QW Th F Sa Su _\CMN\ L‘ D{“ - this service wil be from Federal and Stale funds, any fase daims, stateme

docenents, or concealment of materfal may be presecudod undor appticabl
My slgnatum certifies that | provided service (o the cilant on the date and time listed ahove, and Fem and Stal felso agmﬁ to the fams an Lhe back of s fom.
that the report of cllant stalus and cara provided are accurate. | understand that | will be pald on

the verified Ume on this tme record and thalmy pay inclirdes compansation for [me spent for

Cﬂ@nts nalure
clan!care,documentaton, and troval beween casas. | also sgree o guga Ienn&smlhabad(o! MEDIGAD m{ o (Sktoot PA Oty
Employee Signature/Tille Date .

Temp: @\ [ Puise™R RP/AP | Respy [ 02 S%l Bp: I (05 Sitting (Lyinb)Slandmg

Mental Status: [JAAO (IConfused [IDisoriented (gother | NotflonDiet NOn Sewdky \Cal ‘(}YDM\%\&
RespatryStausi\io ke Ohg perdon ( WHER ][B! stius — s Dotk

(Ryrach Wvent COcPAP KINermsSat CINA | Urinory Szt “_S!QCQS\SEE 2 39&
Oxygen:[] Continuous  KJPRN ~ [JW/A o Wmis&engsz afe! ty: 650? ;;a:ti R Ny N

Cardizc Status; \\Q, lcat LS
ac Status; 3! Communication needs:
= : Veyrlhed

Edema.m Infection Control: fJStandard Precatifons | ] Other-

Skin integrity: NSO wn  THE \‘\\\*0\& . Equipment checked [\tBack up equipment checked
WWQM@& Ememency equipmsnt chacked B Go Bap checked
Neurological: 2R CISelzwres x Other: (0) : \ B cadle
Paln Status: Cllent reports paln as a problem: [] Yes IRNo Intensity Level { Cirdle of 34 5 678910

~| [JRecurrent DNew(locaﬁon):ﬁ\“&c Exacerbating Factors; . : -

Treatment: [Iedication [ Rest [J0ther WA\, T Efactive I Yes N

If no, interventionffoltow-up g\‘\t\.
SHIFT NOTES: ™} Q0 Q.

OO, Eywe DSed. \eea LI yed \ . QO Noe CTR SN '_ CAOIN Aot

OO0 20¢ DLANRAGTY e o Xy ]‘L_.- S on \m Oritng . 5TV HED
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<X QXS QAN W OCEIROA 9 & XD e Qiclo D '»‘: L ACTIOAD 498\ \2le!

PROGRESS TOWARD GOALS/OUTCOMES OF THIS SHlFT\ D 8 A ._ el ol s\ O loch

g_
‘_! L, AN % g W TOVNOOR . RO Ok 3{ S\1n M ALY

LD 2 OV OAD WNod M.
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é\m\\ AN, o0y 9‘;\\@\%5 s ——— %
Q | Seengy A, Wl Nt

Nl Soxe WX \\ G
S A CHANGE IN STATUS OCCURRED THAT REQUIRES REBORTING? (Review orders for reporting paramaters) [.JYES RINO

- | COORDINATED WITH/REPORTED TO: A [1Clin Mgr CIRN/LPN [JCtient Sve Mgr [OPhysician (Addendum completed, if epplicable)

DME [} Respiratory Therapist (] Other: J
HHA Supervision: [ Yes(TNo[JN/A~  Care Plan Updale: [J Yes LINo
HHAPresent: [JYes[JNo[JNA  Client Particlpated in Care Pian Update I Yes [} N 437




—.| ORecurent [JNew (locatlon):ﬂ

' v
Q
o235
NURSE’S SHIFT NOTE & TIME RECORD /ﬁBAYADA’
Client's Name: \ 0\-\,\ Cllent #: -a'] Home Heith Care
\ K?
Cllent Services Manager; Cavnd) Week Ending Sunday: g \
: e N N Monthy DayfYear
DATE | - " DAY (circle'day worked) .- | s,ﬂ“fm ' ,ng;‘fE, w,‘,’;“,é,;'“ My signature cenfias that § racelved sorvies on e date as fsted and thot
0 “ MT V@F Sa Su QVV\ ? KS uu\":':m‘:: mﬁsrﬁgogd?mﬁ:ﬁ:xz:\ds any ra;e(g'lgazr;:ﬁ‘(o
, y . o
A% -1 (m documents, or eoncealmen of materlel may be prosacdled under spplicablt
My signature carfiias thal | provided servica to the cllen on the date end tme fsted above, gnd " E02"2/ 50 StBte laws. talso agrea to the terms on the bizck of this fom.

thal the repart of cllent stalus and care provided are accurats, | undsmtand that | will ba pald on
the verified lime on tHis {ims record and that my pay Includes campansation far time spent for

Client Slgnalura
g{:nf; cars, documsntation, and trave! belween cases. ) also agree (o the (ams o(: the back of MEDIC \ID 1D / {Stato ol PA Orly)
Employee Signature/Tile le e
Temp: b | Pulse™® RP/AP [ Resp: |9 | 02 Sat{[3Fin] BIF: D\ Siting 7TyRgy Standing

Mental Status: {JAAO [JConfused DDl‘s'orien!ed qgomer Nutrtion/Dlet: ~

Respiratory Status:\ onk U.uvgs‘“ Bowa! Stalus: m\(\&ﬁ
WiTrach [vent [Oceap arms Set  [JN/A Urinary Status: "&m‘\\mﬁ

, Lo vironmeny/Safe _ AO\Baw ed
Oxygen: [ Continuous FJPRN  [OJnA \ e
Caflac Status: \\Q &%W - Communieglion naads% \
Edemna: Tnfaction Control: {NStendard Precaufions L] Olher:
N\ e\ S

Skin Integnty:\ROXN T\ \(\\\D&\)t . ' Equipment checked m Back up equipment checked
Mmm_m\\\k\: W Emergency equlpment checked fX] Go Bag checked
Neurological: \NOSK ~ [lSelzresx___° other: O B ticateni Rely \ Betadlien

Pain Status: Cllent reports paln as a problem: [ Yes A No Intenslty Level { Circle o'qa)@ 123 4 5. G 7 8 910
\ Exacerbaling Factors: N“\ -

Treament CIMedication [ Rest CJonelf) ' Effective [ Yes [T No

IFno, Intervention/foltow-up m‘\ i .

QAT O ST \_\ Dlac

Q% GO Horkey) WAL AN
DNACRER, 22800 18 O DI ARICTO ey u‘! CXROURN 2 00O WS | g
AT\ Sied NGoker, N NS N Neete ASE ] OER Lookine Liaien 3
OOk Sandu ) Col whisineg Blomili A< oolive Medomst SRt tion-lodo,
) 3 AR Re 8 o\ SModis, aen
=2 OREN On 08\ Odss wte <N Yoo Der tuman . WO winanod Bk
O - M oA\ Hug\n o FRM\" i_‘.' O oy oioiee A A ON-TDhoOw AL
Q= QoM RPN Bec o, Aven v Rodnoe Sromided, Repesidianed
Dot Tnde - A0N-Vodd st Ao - AN OOV \QS.a)\ Wath
| PROGRESSTOWARD GOALSIOUTCOMES OF THIS SIIF 08, Noredd A Sen0\g ed 0\ 08aecd

W)= A 0 =38 R 0 m\o;c o0 Woced W - N oad. thgng

ig WN\n ared QRTAYYC TORINANY Convinoungi @ ‘\ 0 IR AR

‘E! )\ DCCTOS R d.\f\%n 3 MQJ &\“&2} ey "—-@l
SR S 3 N U, _ .

- { HAS A CHANGE IN STATUS OCCURRED THATREQUIRES REPORTING? (Review orders fof reporiing paramsters) T]YES‘mNO

COORDINATED WITH/IREPORTED TO: NIN/A []Clin Mgr CIRNILPN [JClient Svc Mgr [IPhyslcian (Addendum completed, if applicable)

(] oME [ Resplratory Therapist [ Other;
~ HHA Supenvision: [] Yes [JNo LJNA _ Care Plan Updale: L] Yes E‘j No

HHAPresent: [JYes[ONo[JN/A  Client Parlicipaled in'Care Flan Update [ Yes []No 4 39
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NURSE’S SHIFT §OTE & TIME RECORD .%’ BAYADA®
Client's Name: . @(\,\ Client #: (0\3’&‘ Home Health Care

Client Services Managenmmmcg_&g) Wesk Ending Sunday: 8.1“(@
) : — ) Month/ Day/Year

.DATE. b 2 'DAY(dmladg-y mﬁi) '-,7‘:.:.‘31':‘ = TARTED My slanalure cerifies that | recelved service an tha dale as Gsted and that t
Uis senvice wil ba (rom Federal and Slate funds, any false calms, alatema

Z‘ A MT owm ¥s§ Su
L documants, or concagiment ef melerie) maybe prosecuted under spplicabl

My signature cerlifis thal | provided sewvice {0 the efient on the date and tmé Ested above, ang ' COZ™ 30 Stalp faws. 1 also agree (0 tha tems on the bck of s fum.
that the repor of cllent slalus and care provided are accurate, ) understend thal ) vl ba pald on / -

tmes and services pefonned are accurale, | undersiand that If payment ik

£

the verified Ume on this tme record and that my pay Includes compansation for Bme spant for

cllent carp, 1 ; , Cilent Signsture
Sllent mamaﬂnm and travel betwaan cases. ! also agres (o the le:m.rion the back of MEDICAID I _ (Stateef PA Only)
Employes Signature/Tille Da

Temp: A\\e [ Puse: Ty RP7AP | Resp\g [ o2sat(NTh | AL | Siting @;‘;)Standlng
Mental Status: [JAAO [IConfused [Disoriented [hOther | Nutrition/Diet Nosy Souda \ Cal ﬁﬂﬁmd(_m
SR el

Respiratory Status:\Jopy Aopontonk \RR | [Bowel staos v N ooy
Trach [{Vent [ICPAP lAlammsSet [INA { Urinary Status: —mmt\g%,*
Osygen: [ Continuous TPRN.  [INA . | | -mag&%w\ﬂ PR

ot CONS

Cardlac Status:  \AQ 0@9&).\0&' @m‘;\ ' Commun[cg(t%r&l%dbszqe N l

| Edeme: Infection Contro}: [1'§tandénd Precautions [] Other:
Skin Integrily: \dc v~ yoye(\Wvo s, - Tl Equipment checked 1] Back up equipment checked
\Li:{\\b\(\* [l Emergency equlpment checked Y71 Go Bag checked
Neurological: (i< Oseizvesx__ Olher: &1 =~ A\
Pain Status: Client reports pain as e problem: [J Yesfﬁ?‘] No Inlenslty Level { Circle ofe) "4 56 78910
[ORecument TINew (Ioﬁon):ﬁkﬁ Exacerbaling Factors: t\\\‘ﬂ

Trealment: (IMedication [J Rest DOth.er._ﬂ\‘“ Efieclive O ves O No
If no, intervention/follow-up
SHIFT NOTES: —\“N Qpneved vo oot

N, k.a. “\\‘ \\L‘n-.\ N

\Q O\ Lo

9 k Y . % i .
X & WRTCOWM 0 VST AV \BiOWec
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PROGRESS TOWARD GOALS/OUTCOMES OF THIS SHIFT| G\ Qgneake &% Vose, Raonth cnen s
AN - N h T ed
BARE R RN S SR, eiheg, Ouvtee —— oY
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 ZAN SE - \_‘. N Cﬁ\‘\‘(\
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