Contract Agreement / Plan of Care



 (  Personal Assistant Service    ( Homemaker/Companion Service
       
Client Name:






D.O.B.:
_____
Phone:__________________
Address:






Lives Alone:  ( Yes  ( No With




Service at:






Emergency Contact :






Primary Diagnosis:




            Emergency #:______________________________
Allergies:  _________________________________            Vehicle to be Used:  ( Contractor 
( Client
Physician’s #:_______________________________            Med Box


Petty Cash

( W/C
( Bed
( Walker  (Cane  ( BSC   ( Oxygen  ( Home Monitoring    ( Other: ________________________________

Functional Limitations:     ( Visual Impairment         ( HOH

( Speech
( Ambulation
	CLIENT ASSISTANCE
	HOUSEHOLD SERVICES

	              Interaction with client   limited/encouraged
	     Change Linen             Make Bed           Laundry            Iron

	         Talk With Client                   Transportation/Errands
	Light Housekeeping: Client Area/Bedroom  Bathroom  Living Rm

	        Assist With Hobbies                  Read To Client
	        Dust    Vacuum       Damp-Mop         Clean Kitchen        

	Personal Care:
Independent  /  Remind  /  Stand-by


	     Wash Dishes          Check Food In Refrigerator
Empty Trash

	NUTRITION AND DIETARY
	Other:

	                       Prepare Food           Serve Food
	FREQUENCY

	       Breakfast         Lunch           Dinner             Snacks
	 SUN       MON        TUE        WED        THU        FRI        SAT

	Encourage/Restrict Fluids   Special Diet     Purchase Food

Notes:
	Dates:                                                      Hours


	DNR
	PRECAUTIONS

	                 Yes            No                 Copy Obtained
	Seizure Precautions       Fall Prone       High Risk Meds

	ADVANCE DIRECTIVE
	Constant Monitoring       Aspiration     Anxiety

	                 Yes            No                 Copy Obtained
	Other:


Special Instructions: ____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________
	PERSONAL ASSISTANT RESPONSIBILITIES


	Incontinent Care:  Bowel       ( Yes
     ( No    assist / depend.
                                 Bladder:      ( Yes
     ( No    assist / depend.
	Bathing:   ( Yes       ( No         Shower     Tub
Dressing/Clothing    Assist / Dependent

	Oral Care:     ( Yes        ( No             
                     (Teeth      ( Mouth    (Dentures

	Transfers:   ( Yes      ( No        Bed bound:    ( Yes
( No
 Lifting:      ( Yes
    ( No         Hoyer Lift:    ( Yes        ( No

	Medication Delegated Responsibilities:     ( Yes
      ( No
Special Instructions:


	Nurse Delegated Responsibilities:


Visits  by Registry  will be:     ( Once a month        (  Twice a month     (  At client’s request only
 
Name and information of Home Health Agency or Hospice Agency involved with client care.
                _____________________________________________________________________________ 

               Name of Agency

                _____________________________________________________________________________

               Address                                                                                                           
                _____________________________________________________________________________

               Contact Person

                _____________________________________________________________________________

               Name of RN Supervisor                                                                                 Phone Number
Delegated Task will be Supervised by:     Check All That Apply

(  Client   ( Responsible party/family member     (Sweet Pea Senior Services     (   Facility’s registered nurse


(  Home Health Agency’s Registered Nurse           (Hospice Agency’s Registered Nurse
Client Agreement
Charges for service rendered are invoiced weekly based on plan of care. The week is from Friday 6:00 PM to Friday 6:00 PM.  Invoice will be mailed or e-mailed as agreed to the responsible party.  Payments are due upon receipt.  Caregivers are independent contractors and therefore cannot be paid until payment is received.
*____________________________________________________________________________________ is the responsible party for payment.

*____________________________________________________________________________________ is the physical/e-mail address for billing.

Supplies and equipment needed for the care of the client are be provided by the client or responsible party.  We respectfully request that gloves are to be provided at all times for the safety of the client and caregiver.     
*_____________________________________________________________                           * _______________________

Client’s Signature or Responsible Party’s Signature                                                                    Date

_____________________________________________________________

Sweet Pea Senior Services Agent’s Signature
Contractor Agreement


Contractor agrees to a disbursement of $______________ hourly / daily.     ________________________________  initials

              Contractor agrees to pay Sweet Pea Senior Services 10 – 35% of contract.   ________________________________  initials

If there is any change in the client’s condition or status of if the client is hospitalized 
for any amount of time it is imperative that you call the agency at
972-375-7770.

CONTRACT HOURS ARE TO BE REPORTED IN BY 9:00 PM ON FRIDAY.  IF YOU FAIL TO CALL IN YOUR HOURS ON TIME YOUR CHECK WILL BE DELAYED FOR TWO WEEKS UNTIL THE CLIENT CAN BE BACK BILLED.  HOURS CAN BE CALLED IN OR E-MAILED TO:

866-605-0549 Or e-mailed to SweetPeaSeniorServices@gmail.com
Date Contract Accepted:  ___________________________           Date of First Visit:  _________________________________
Accepted/Understood By:_____________________________________________________________ Name of Contractor/Date
Accepted/Understood By:_____________________________________________________________ Name of Contractor/Date
Accepted/Understood By:_____________________________________________________________ Name of Contractor/Date
Accepted/Understood By:_____________________________________________________________ Name of Contractor/Date
Accepted/Understood By:_____________________________________________________________ Name of Contractor/Date

Sweet Pea Senior Services Representative:  ________________________________________________________________
PLEASE NOTE:


Failure to call in for absenteeism or complete this contract in the time agreed upon will result in $50.00 fee.  This will be charge to said contractor.  This fee can be avoided by contacting another Sweet Pea Senior Service contractor to complete your contract.  In the event that you are unable to complete this contract the following contractors may be contacted to provide services to this client.    PLEASE NOTIFY Sweet Pea Senior Services IMMEDIATELY OF ANY CHANGES OR ALTERATIONS. 





_____________________________________              ________________________________________





___________________________________________            _____________________________________













