Personal Needs and Domestic Needs Checklists: _______________________









( Consumer Name )

	Assistance needed
	yes/no
	Time of Day  AM or PM
	How many minutes
	How often, hourly, daily, weekly
	Other Coments

	Personal Needs
	
	
	
	
	

	Getting up
	
	
	
	
	

	Medication
	
	
	
	
	

	Washing face
	
	
	
	
	

	Washing upper body
	
	
	
	
	

	Washing lower body
	
	
	
	
	

	Washing Hair
	
	
	
	
	

	Perineal hygiene
	
	
	
	
	

	Shaving
	
	
	
	
	

	Nails clipped
	
	
	
	
	

	Skin Care
	
	
	
	
	

	Eye Care
	
	
	
	
	

	Ear Care
	
	
	
	
	

	Combing Hair
	
	
	
	
	

	Dressing
	
	
	
	
	

	Positioning in W/Chair
	
	
	
	
	

	Medication
	
	
	
	
	

	Assist with R.o.M.
	
	
	
	
	

	Toileting
	
	
	
	
	

	Tracheostomy Care
	
	
	
	
	

	Ventilater Assistance
	
	
	
	
	

	Washing
	
	
	
	
	

	Teeth Cleaning
	
	
	
	
	

	Night Medication
	
	
	
	
	

	Dressing for Bed
	
	
	
	
	

	Repositioning in Bed
	
	
	
	
	

	Repositioning in Chair
	
	
	
	
	

	Bowel Routine Assistance
	
	
	
	
	

	Communication Assistance - Device
	
	
	
	
	

	Communication Assistance - Telephone
	
	
	
	
	

	
	
	
	
	
	


	Assistance  Needed
	Yes/No
	Time of Day  AM or PM
	How many Minutes
	How often? Hourly, Daily, weekly
	Other Comments

	Domestic Needs
	
	
	
	
	

	Breakfast Preparation
	
	
	
	
	

	Tea/Coffee
	
	
	
	
	

	Preparing Lunch
	
	
	
	
	

	Assistance with Eating
	
	
	
	
	

	Accompanied Shopping
	
	
	
	
	

	Storing food
	
	
	
	
	

	Making table
	
	
	
	
	

	Making/changing beds
	
	
	
	
	

	Washing dishes
	
	
	
	
	

	Washing laundry
	
	
	
	
	

	Ironing
	
	
	
	
	

	Vacuuming & Dusting
	
	
	
	
	

	Washing floor
	
	
	
	
	

	Clean wheelchair
	
	
	
	
	

	Adding air to wheels
	
	
	
	
	

	Cleaning Walls
	
	
	
	
	

	Replacing lights
	
	
	
	
	

	Nurturing Assistance
	
	
	
	
	


Please Note that the above noted needs may also be needed at your place of competitive employment or school.  Please let us know the location of your school or workplace should you need assistance in these locations.

