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Daily Care Documentation: A National Practice
Module
Documenting daily care accurately, safely, and in line with federal rules in home care.

Why this module matters. In home care, the record is often the only proof of what happened in the
home. Federal rules on EVV, billing, and incident reporting all depend on accurate, timely notes.

About this module
This module gives teams a shared, evidence-based approach to documenting daily care accurately, safely, and
in line with federal rules in home care. It draws on current federal rules and national guidance, and it ends
with a checklist that agencies, clinicians, and families anywhere in the United States can adopt.

Item Details

Who it is for Caregivers, aides, supervisors, and nurses

Format 8 units, case scenarios, a knowledge check, and a national checklist

Time About 1.5 to 2 hours as training

How to use it Caregivers focus on Units 3 to 7. Supervisors use all units.

Learning objectives
After completing this module, learners will be able to:

1 Explain why documentation matters.
2 Describe federal documentation and EVV rules.
3 Write objective, complete visit notes.
4 Document changes and incidents.
5 Protect privacy in the home.
6 Audit documentation.

Scope. Aides and family caregivers observe, support, and report. Clinical assessments, medication
changes, and legal decisions belong to licensed professionals or qualified advisers. Follow your state
rules and agency policies.
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Unit 1. Why documentation matters
In home care, the record is often the only proof of what happened in the home. Good documentation
protects the client, the caregiver, and the agency. It supports continuity when caregivers change, shows that
care matched the plan, and supports billing.

Purpose What poor documentation can lead to

Continuity of care The next caregiver misses a change in condition

Safety A fall or medicine problem goes unreported

Billing and compliance Claims denied or repaid; False Claims Act risk

Legal protection No record to show what care was given

Quality improvement Patterns of falls or missed visits go unseen

Unit 2. National rules that shape documentation
Rule What it requires

Medicare home health (42 CFR Part
484)

A written plan of care, a clinical record for every patient, and
documentation of each visit and supervisory visit

Electronic Visit Verification (21st
Century Cures Act)

For Medicaid personal care and home health: type of service, recipient,
date, location, provider, and start and end times

Medicaid Access Rule From July 9, 2027, providers report critical incidents to the state within
state time frames

HIPAA Protect records; share the minimum necessary; give clients access to their
records

State licensing Most states set content and retention rules for home care records

Retention periods vary by payer and state, and are often 5 years or more. Follow the longest period that
applies.
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Unit 3. The principles of good documentation
Principle Do Do not

Timely Document during or right after the visit Write notes days later from memory

Accurate Record exactly what you did and saw Copy the last note or guess

Objective Describe facts: “Ate half of lunch, said she
was not hungry”

Judge: “Was difficult and lazy”

Specific Use numbers, times, and quotes Use vague words: “seemed OK”

Complete Cover every task in the plan, or why it was
not done

Leave blanks

Legible and signed Sign, date, and time every entry Use someone else’s log-in

Corrected properly Use the late entry or correction process Erase, white-out, or delete

Unit 4. The daily visit note
Every visit note should answer: What did I do? What did I see? What did the client say? What did I report?

Section Example entry

Tasks completed Shower with assistance, dressing, breakfast prepared, medication reminder at 9:00

Tasks not done and why Walk declined: client said knee pain 6 out of 10

Observations Ate about half of breakfast; drank 2 cups of fluid; new bruise on left forearm about 2
inches

Client’s words “I bumped it on the door yesterday.”

Reported to Nurse Smith by phone at 10:15; told to monitor and report swelling

Safety Walker in reach; path clear

Signature Name, date, time in and out (EVV)
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Unit 5. Documenting a change in condition
Early warning tools, such as INTERACT’s Stop and Watch, help caregivers notice and report changes before
they become emergencies. Watch for:

Change Examples

Eating or drinking less Skipped meals, refusing fluids

Energy and sleep More tired, sleeping much more or less

Thinking and behavior New confusion, agitation, withdrawal

Pain New or worse pain, wincing

Mobility Harder to stand, walk, or transfer; a fall

Bowel and bladder Constipation, diarrhea, incontinence, burning

Skin Redness, sores, rashes, swelling

Breathing Short of breath, coughing

Write what you saw, when, what you did, and who you told. Use the reporting script SBAR: Situation,
Background, Assessment, Request.

Unit 6. Incident documentation
Include Example

Date, time, and place Nov. 3, 2:40 p.m., bathroom

What happened, in order Client stood from toilet, legs gave way, sat on floor

What you saw and heard No visible injury; client said “I’m fine, just weak”

Actions taken Did not lift; checked for injury; helped up using chair method

Who was notified and when Supervisor 2:50 p.m.; daughter 3:00 p.m.

Witnesses None

Abuse concerns. Report suspected abuse, neglect, or exploitation as required by law. Do not investigate
on your own, and do not delay the report.

From July 9, 2027, the Access Rule requires Medicaid HCBS providers to report critical incidents to the state,
including abuse, neglect, exploitation, misuse of restraints, and unexplained deaths.

Page 4 of 8



Daily Care Documentation: A National Practice Module

Aricares Alliance  |  www.aricaresalliance.com  |  Version 1.0, November 2026

Unit 7. Privacy in the home
• Keep paper records in a closed folder, away from visitors.
• Never post or text about clients on personal social media or apps.
• Lock devices and log out after each use.
• Share information only with people on the care team who need it.
• Report lost devices or papers immediately.

Unit 8. Supervisor review and audits
Review Frequency

Visit notes complete and signed Weekly sample per caregiver

EVV exceptions resolved Weekly

Notes match the care plan Monthly sample

Changes reported and followed up Weekly

Incident reports complete and closed Each report
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Case scenarios

Case 1. A vague note
A note reads: “Client fine. Did usual tasks.”

• What is missing?
• Rewrite it.
Discussion: No tasks, observations, or times. Better: “Assisted with shower and dressing 9:00 to 9:40. Ate full
breakfast. Walked to mailbox with walker, steady. No new concerns.”

Case 2. A bruise
A caregiver sees a new bruise but does not write it down because the client said it was nothing.

• Why should it be recorded?
• What should the note say?
Discussion: Unexplained bruises can signal falls, medicine effects, or abuse. Record size, location, the client’s
words, and who was told.

Knowledge check
1 Name four principles of good documentation. (Timely, accurate, objective, specific, complete, signed)
2 What are the six EVV elements? (Service type, recipient, date, location, provider, start and end time)
3 What does SBAR stand for? (Situation, Background, Assessment, Request)
4 How should you correct an error? (Use the late entry or correction process; never erase or delete)
5 When do Access Rule incident reporting requirements begin? (July 9, 2027)
6 Should you write opinions about the client? (No. Record facts, numbers, and the client’s words.)
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National Daily Care Documentation Checklist
This checklist turns federal rules and documentation best practice into one tool any agency can adopt. The
“National basis” column shows where each item comes from. Adapt it to your state rules and policies.

Name or ID Date Completed by and role

Agency or organization Reviewed by Next review date

A. Every visit

Action National basis Done Notes

EVV check-in and check-out completed 21st Century Cures
Act

☐

Each care plan task marked done or not done, with
reason

42 CFR Part 484; best
practice

☐

Objective observations recorded with numbers and times Best practice ☐

Client’s own words quoted where relevant Best practice ☐

Changes reported and recipient recorded INTERACT; best
practice

☐

Signed, dated, and timed by the caregiver State rules; 42 CFR
Part 484

☐

B. Incidents

Action National basis Done Notes

Incident report completed the same day Best practice ☐

Critical incidents reported to the state within its time
frame

Access Rule (from
July 2027)

☐

Suspected abuse reported as required by law State mandated
reporting

☐

C. Privacy and records

Action National basis Done Notes

Records secured in the home and on devices HIPAA ☐

Corrections made only through the approved process Best practice ☐

Records kept for the longest required retention period Payer and state rules ☐

Page 7 of 8



Daily Care Documentation: A National Practice Module

Aricares Alliance  |  www.aricaresalliance.com  |  Version 1.0, November 2026

D. Supervisor review

Action National basis Done Notes

Weekly note sample per caregiver Best practice ☐

Weekly EVV exception review 21st Century Cures
Act

☐

Monthly check that notes match the care plan 42 CFR Part 484; best
practice

☐

Completed by: signature Printed name and title Date

Reviewed by: signature Printed name and title Date

Sources and further reading
California DHCS: Electronic Visit Verification (dhcs.ca.gov)
CMS: Access Rule incident management slides (medicaid.gov)
INTERACT Stop and Watch Early Warning Tool (secure.in.gov)
Crowell: OIG General Compliance Program Guidance (crowell.com)

This resource is for general education. It is not legal advice and does not replace your state rules, your license requirements, or your
agency policies. You may print, copy, and adapt it for non-commercial use. Please keep the credit to Aricares Alliance. Questions or
corrections: contact@aricaresalliance.com.
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https://www.dhcs.ca.gov/provgovpart/Pages/EVV.aspx
https://www.medicaid.gov/medicaid/access-care/downloads/access-final-rule-slides-september-2024.pdf
https://secure.in.gov/health/files/INTERACT_Stop_and_Watch_Early_Warning_Tool.pdf
https://www.crowell.com/en/insights/client-alerts/oig-issues-updated-general-compliance-program-guidance-overview-of-key-elements-and-changes

