
August 2021 

                            SD-CFC/SDPAS Services Delivery Record                                       
      

Employee Name: _________________________________________Last Four Digits of Social Security ______________ Express Job #:     _________ 

                                                                                                                 
Consumer Name: ___________________________________________                                   Pay Period End Date: __________________________ 
 

Day M Tu W Th F Sa Su M Tu W Th F Sa Su 

Date               

Time In AM/PM               
Time Out AM/PM               

Time In AM/PM               
Time Out AM/PM               

Daily Totals ( a+b+c)                
 

Check ONLY tasks approved on 
the Consumer service plan.  

                 Weekly Total:                   Weekly Total: 

 Pay Period Total Hours: 

ACTIVITIES OF DAILY LIVING (ADL) 

Bathing               
Personal Hygiene               
Meal Prep & Eating Assist               
Exercise               
Medication Reminder               
Other:                                    (MPQH approved)               
Other:                                    (MPQH approved)               
HEALTH MAINTENANCE ACTIVITIES (HMA) 

MEDICATION ADMINISTRATION               
BOWEL TREATMENT/PROGRAM               
URINARY SYSTEMS MGMT               
WOUND CARE               
INSTRUMENTAL ACTIVITIES OF DAILY LIVING (IADL) 

Household Maintenance (HM)               

Correspondence Assist –CFC (CA)               

ENTER CATEGORY TOTALS BELOW 

a.) Skill Acquisition – CFC Only 
Daily Total 

              

b.) ADL, HMA, HM, CA  
Daily Total 

              

c.) Community Integration 
Shopping - Daily Total  

              

Comments: 
 
 
 

Misrepresentation constitutes fraud. 

Employee Signature _________________________________________________                                                                     Date - _____________________  

By signing here I certify that I worked the hours recorded and completed the work tasks assigned.                                                      Last Day of Service                                                                 
 
 

Consumer/PR Signature______________________________________________                                                                     Date - _____________________ 
 

By signing here I certify that the employee has worked the hours recorded and completed the tasks assigned.                                 Last Day of Service 

 

Personnel Dept. Use Only: 

Job# W/E: Hrs M# Hrs: Mi: SC# Hrs: Mi: 

Job# W/E: Hrs M# Hrs: Mi: SC# Hrs: Mi: 

       
             Express Initials______________          Date:___________                       

 

http://www.google.com/imgres?imgurl=http://www.clipartbest.com/cliparts/9TR/XB9/9TRXB9BTe.svg&imgrefurl=http://www.clipartbest.com/small-heart-template&h=1122&w=793&tbnid=QKXeU0BvKr71JM:&zoom=1&docid=bKjU7Cb42NNHbM&ei=WSDIU83DGo6gogSUxoCoBQ&tbm=isch&ved=0CFcQMygeMB4&iact=rc&uact=3&dur=3071&page=4&start=24&ndsp=1

