
CAREER CENTER, INC. (CCI MEDICAL) 
NURSE AIDE/HOME HEALTH AIDE ACTIVITY SHEET 

Check off each activity completed for patient.  Write in any activity performed on the back of this page.  Mail in this sheet with your completed time slip.      

PATIENT:     WEEK ENDING:       / /    

      Mon.  Tues.  Wed.  Thurs.  Fri.        Sat.  Sun. 
PERSONAL CARE 

BATH     O O O O O O O 

ORAL HYGIENE    O O O O O O O 

SHAMPOO    O O O O O O O 

SHAVE     O O O O O O O 

SKIN CARE-LOTION/MASSAGE  O O O O O O O 

CHANGE POSITION   O O O O O O O 

TREATMENT/TASKS 

ICE/HEAT PACK    O O O O O O O 

MEDICATIONS                    O O O O O O O 

DRESSING CHANGES   O O O O O O O 

ROM EXERCISE    O O O O O O O 

EMPTY CATHETER/BAG   O O O O O O O 

CHANGE OSTOMY BAG   O O O O O O O 

URINE TESTING    O O O O O O O 

CATHETER CARE    O O O O O O O 

ASSIST W/AMBULATION   O O O O O O O 

HOMEMAKING 

LINEN CHANGE    O O O O O O O 

LAUNDRY    O O O O O O O 

LIGHT HOUSE KEEPING   O O O O O O O 

MEAL PREPARATION   O O O O O O O 

GROCERY SHOPPING   O O O O O O O 

OTHER                     O O O O O O O 

OBSERVATIONS (NOTIFY SUPERVISOR) 

COLD SYMPTOMS    O O O O O O O 

FEVER     O O O O O O O 

PAIN     O O O O O O O 

CHANGE IN ACTIVITY LEVEL       O O O O O O O 

SKIN BREAKDOWN   O O O O O O O 

LOSS OF APPETITE   O O O O O O O 

CONSTIPATION    O O O O O O O 

DIARRHEA    O O O O O O O 

PAINFUL URINATION   O O O O O O O 

UNABLE TO URINATE                   O O O O O O O 

NEW SCARS/BLEEDING    O O O O O O O 

BURNS      O O O O O O O 

OTHER (RECORD ON BACK)  O O O O O O O 

To the best of my professional knowledge and training, I certify that the fore written is correct and true. 

 

CNA/HHA’s Signature:      CNA/HHA’s Name:       


