
STATE OF MARYLAND       MEDICAL ASSISTANCE  
DEPARTMENT OF HEALTH AND MENTAL HYGIENE              PERSONAL CARE SERVICES PROGRAM 
    

 
PROVIDER RECORD 

_________________________________________           
RECIPIENT’S NAME        PROVIDER’S NAME   
                    

DATE EACH COLUMN AND PROVIDE TIME IN/OUT.  INDICATE BY (√) THE SERVICES PROVIDED ON EACH 
DATE. 
DATE    DATE    DATE    DATE     DATE     DATE    DATE     DATE     DATE     DATE     DATE    DATE     DATE    DATE 

 
AREAS IN WHICH 
ASSISTANCE WAS PROVIDED 

                        

TIME IN 
 

                

TIME OUT 
 

              

BATHING 
 

              

CARE OF TEETH 
 

              

CARE OF SKIN 
 

              

CARE OF HAIR 
 

              

CARE OF NAILS 
 

              

DRESSING 
 

              

MEAL PREPARATION 
 

              

EATING 
 

              

MEDICATIONS  (Remind Only)               

TOILETING 
 

              

TRANSFERRING 
 

              

AMBULATION 
 

              

STRAIGHTENING AREA 
 

              

LAUNDRY 
 

              

CHANGING BED 
 

              

FOOD SHOPPING 
 

              

ESCORT TO MEDICAL 
SERVICE  
OR WORKPLACE 

              

MONITOR FOR SAFETY 
 

              

INFECTION CONTROL  
 

              

OTHER (specify below) 
 

              

 
 
Provider’s Signature:        Date:             
Under penalty of perjury, I attest and affirm that all dates, times and services performed are accurate and true.  
 
       
Recipient’s Signature:        Date:     
Under penalty of perjury, I attest and affirm that all dates, times and services performed are accurate and true.       
    
           DHMH 311 (Revised 07/08)  



ADDITIONAL COMMENT 
 

 Note and Date any pertinent information. (use an additional sheet of paper if necessary) 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________
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