Calhoun Intermediate School District

Personal Care Log

	Student Name:

	DOB:

	Case Manager:

	School and District:
	Month/Year:

	Type of Service
	Week of:
	Week of:
	Week of:
	Week of:
	Week of:

	
	M
	T
	W
	T
	F
	
	M
	T
	W
	T
	F
	
	M
	T
	W
	T
	F
	
	M
	T
	W
	T
	F
	
	M
	T
	W
	T
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	Feeding/Meal Prep
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Respiratory Assistance
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	Dressing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Personal Hygiene
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Transferring
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mobility/Positioning
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Behavior Redirection/Intervention
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other Health Related Functions
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Student Absent
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Provider Absent
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Comments:



I attest that the services documented above were provided on the date indicated, to the student named on this checklist, in accordance with the Michigan Medicaid School Based Services Policy guidelines.
Personal Care Provider:  Print Name Above


            Signature Above



                     Date


