Agency Name: Aspire Home Care
m TIN: 84-4617085
m irov:fier II;O 333789861
we Iome ocation :

Cd?’f? Phone Number: 814-520-8255

COMPASSIONATE RELIABLE SAFE SERVICES Email. aspirehclg@gmail com

TIMESHEET

Missed Clock-In Missed Clock-Out Missed In and Out Other Issue
Participant Name: Participant’s Medicaid ID:

Direct Care Worker Name: Direct Care Worker Last 4 Digits of SSN:

Date of Service: Start Time: End Time: Total hrs worked:

Describe the reason in detail:

By signing this form, I hereby certify that I received these documented services on the date and time listed above.

Service Location : Date:

Duty Performed (Tasks Completed Per Service Plan. Check All That Apply)

115 Meal Preparation 120 Transportation 126 Transfer 137 Lotion/Ointment
116 Housework 122 Hygiene 127 Toilet Use 138 Laundry

117 Managing Finances 123 Dressing Upper 128 Bed Mobility 140 Supervision

118 Managing Medications 124 Dressing Lower 129 Eating 141 Incontinence Care
119 Shopping 125 Locomotion 134 Bathing 203 Other

I certify that the above information is true and correct to the best of my knowledge.

Direct Care Worker Signature: Date:

Participant Signature: Date:

Provider Signature: Agency Role
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