
How to Use this program:   

Read the section on  

Lesson 4 – Documentation 
and then answer the TEST questions.  

 

You may take as much time as you need. 
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In this chapter… you will learn about: 
 

• The client care plan.  
• The client’s chart.  
• How to keep proper records 

Documentation 

Lesson 4 
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DEFINITIONS   

  Client Care Plan:  The complete plan of care for each client.  

Chart:  The chart contains the care plan, the 
 physician’s orders, and all the health  
 information on one particular client. It is a 
 legal document and must be maintained 
 properly.  

Chronological:  Written in the order in which the events 
 occurred.   
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DEFINITIONS   

  Documentation: Written information in the medical record. 

 

Objective Information:  Observation based on facts you can see.  

 

Subjective Information:  Observation based on what a client feels or 
  thinks and states to you. 
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THE CARE PLAN  

  
In many cases the care plan for your client will be developed immediately 

before the client is released from a hospital stay. A discharge planner will 

work with the medical team at the hospital to draw up a detailed plan for 

recovery or rehabilitation. This will provide full information for the home 

health team, plus schedules for any therapy to be provided. This plan makes 

it easy for the home care agency to assign personnel, plan care, and set up 

therapy schedules.  

Each plan is different because each client has different needs and goals. As 

a home health aide, you will be spending a great deal of time with individual 

clients and you can contribute important information for updating care plans. 
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THE CARE PLAN  

  Each member of the team identifies problems and goals for 
individual clients. Team members also develop a plan for achieving 
these goals in small identifiable steps. Goals are both short term 
and long term. Short-term goals are easily attainable in a short 
period of time (e.g., “get out of bed within 1 week”). Long-term 
goals will probably take longer (e.g., “walk length of hall within 2 
months”).   

 

Any physician’s orders are also included in the care plan.  
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THE CARE PLAN 

  
Problem:  Client is 15 pounds underweight. 

Short-term Goal: Client will gain 2 pounds within 1 month.  

Long-term Goal:  Client will be at ideal body weight within 8  months.  

Nursing Approach:  Encourage client to eat. Provide dietary 
 supplement prescribed. Monitor food intake.  
  

This plan is the blueprint for client care. You don’t have to wonder 
how you are going to take care of your clients. The care plan will be 
your guide. 

Examples of Care Plan Entries: 
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THE CARE PLAN 
DOCUMENTING YOUR CARE 
  

Each client’s records will contain the care plan for that client, any physician’s 

orders and all records of care given. This is called the chart for that client, 

or the documentation for the client. Your agency will show you the forms you 

will use to document ALL parts of the care you provide. These forms differ 

from agency to agency. The form will probably include an area that states 

what care you are to provide and another area for you to write down the care 

you actually provided,  

 

including:  
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• A record of vital signs and other observations. 

• A checklist of procedures provided and when you 
 provided them.  

• A place to document how the client responded to the  care.  

• A space for a narrative description of what you 
 observed about the client or the surroundings.  

• Any complaints made by the client or the family.  

 

THE CARE PLAN 
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THE CARE PLAN  
 

  
You will fill out these forms when you provide care. At the 

agency, these forms may be filed with the client’s medical 

chart, or the information will be transferred into the chart.  

Regularly and faithfully documenting the care you provide helps 

your supervisor and the whole home health team continually 

review and update the individual care plans. Everyone on the 

healthcare team will be working toward the same goals. As 

these goals are achieved, new ones are set.  
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THE CARE PLAN  
 

  Helping a client achieve a goal makes you feel good and helps to 

build your client’s self-esteem. 

Remember, you can have an excellent care plan, but it is 

worthless unless it is followed carefully. It is the home health 

aide’s responsibility to faithfully follow the care plan for each 

individual client.  
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THE CARE PLAN 

  THE CLIENT CHART  
 
The home health aide has the legal and ethical responsibility 
to document all care provided. Your report forms become part 
of a legal document. The entries prove that something either 
has or has not been done. This protects the client, the home 
health aide, the nurse, the healthcare team, and the agency. 
Exact and timely records are extremely important.  
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THE CARE PLAN 

  
The full medical chart at the agency contains the care plan, the 
physician’s orders, and all the health information on that particular 
client. It provides an accurate and continuing picture of the client, 
the care and procedures ordered and provided. And the client’s 
response and progress. This information is used by the physician to 
review the client’s condition, to set new goals, and to order new 
treatment. It is used by the nursing staff as a guide to client care, 
and as a record of the care.  

The chart also contains information on safety precautions taken, 
observed changes in condition and behavior. Potentially dangerous 
situations in the home, and family and social background.  
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THE CARE PLAN 

  
Objective and Subjective Information  

Objective information is what you observe and measure. An 

example of objective information is: “The client drank 2. oz. of 

water.” If a fact can be measured or observed, you should not 

guess or give conclusions or impressions. If you can measure the 

amount the client drank, don’t report: ‘The client didn’t drink 

enough water.” If you can measure the client’s temperature, for 

example, don’t report: “The client seemed hot.”  



15 

THE CARE PLAN 

  

Subjective information is what the client feels or thinks and states 

to you. For example~, you might report, “The client states he feels a 

pain in the chest.” You can’t see this fact, but it can be very 

important to the supervising nurse. Be sure you report that this is 

what the client stated. · It should not be your guess at what the 

client was feeling.  

Together, objective and subjective information often verify each 

other or help the supervising nurse make an assessment about the 

client’s condition, or any change in condition. Remember, the client’s 

chart is a legal document. This means you are to record only what you 

actually observed and measured or what the client told you. You are 

responsible for the accuracy of all the entries you make.  
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THE CARE PLAN  
 

  

  

  

 

Rules for charting  

• Ballpoint pen, never with a felt tip pen or pencil. Don’t use 

 erasable ink pens.  

• Every entry must be signed with your first initial,  last name. and 

 your title.  

• All entries must be in chronological order and contain the month, 

 day, year, and time.  

• Entries are to be exact, brief, and complete.  
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THE CARE PLAN  
 

  

  

  

 

Rules for charting  

• Erasing and correction fluid are not allowed. If an error is 

made, draw one line through the incorrect words and write the 

word “error” above it. Initial and date it. Then make the 

correct entry.  

• There should be no empty space left on a line or between 

entries. Draw a line through the center of the empty space 

and do not leave any empty lines between entries. This 

prevents anyone from adding information to your signed entry. 

Every sheet of paper in the chart must be properly identified 

with the client’s name and identifying information.  
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THE CARE PLAN  
 

  

  

  

 

Rules for charting  

Entries are to be made in the present tense. Example: 

 “The client ambulates without assistance.”  

• Use only approved medical abbreviations (see Appendix A). 

 Ditto marks are not to be used.  

• Every sheet of paper in the chart must be properly 

 identified with the client’s name and identifying 

 information.  



19 

THE CARE PLAN 

  

ABBREVIATIONS  

You can use the commonly accepted abbreviations found in 

Appendix A to help you write brief, concise, but complete 

descriptions of the care you provide. As you study and use 

these abbreviations, you will become comfortable with using 

them..  

 

 

Information for this lesson was taken from MEDCOM TRAINEX publications 
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THE CARE PLAN 

  
APPENDIX A: 

ABBREVIATIONS 
 

The following are some of the more coon abbreviations 
you may see on a physician's order or the resident’s 
chart. You can use these to help you write brief, concise, 
but complete chart entries. As you study and use these 
abbreviations, they will became familiar to you and you 
will become comfortable 
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THE CARE PLAN 
ABBREVIATIONS 

  

ā:  Before   
Abd:  Abdomen  
a.c.:  Before meals  
ADL:  Activities of daily living  
ad lib:  As desired 
adm:  Admitted  
a.m.:  Morning  
amb:  Ambulate 
amt:  Amount  
ap:  Apical  
approx.:  Approximately  
assist:  Assistance  
ax:  Axillary  
b.i.d.:  Two times a day  
BP:  Blood pressure  
bm:  Bowel movement  
BR:  Bathroom  
BRP:  Bathroom privileges  
C:  Centigrade, Celsius  

cc:  Cubic centimeters  
cap:  Capsule  
cath:  Catheter 
CBC:  Complete blood count  
cc:  Cubic centimeter  
CHF:  Congestive heart failure  
c/o:  Complains of   
cont.:  Continuously 
CPR:  Cardiopulmonary 
 resuscitation  
Cs:  Central supply  
CVA:  Cerebral vascular accident 
 (stroke)  
d/e:  Discontinue. Stop  
DOA:  Dead on arrival  
Dr.:  Doctor 
drsg:  Dressing 
Dx:  Diagnosis  
ECG (or EKG}:  Electrocardiogram  
EEG:  Electroencephalogram  
ER:  Emergency Room  
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THE CARE PLAN 
ABBREVIATIONS 

  

F:  Fahrenheit  
FBS:  Fasting blood sugar  
F/C: Foley catheter  
FF:  Force fluids  
ftd:  Fluid 
ft:  Foot or feet  
GB:  Gallbladder  
Gl:  Gastrointestinal  
gm.:  Gram  
gr:  Grain  
GI:  Genitourinary  
gyn.:  Gynecology  
h (or hr):  Hour  
H20:  Water  
hi-cal: High caloric  
H.O.H.:  Hard of hearing  
hr:  Hour  

H.S.:  Hour of sleep (bedtime)  

ht:  Height  
HTN:  Hypertension  
IM:  Intramuscular  
I&.O:  Intake and output  
IV:  Intravenous  
kg:  Kilogram.  
KUB:  Kidney. Ureter. Bladder  
L:  Liter  
Lb:  Pound  
LLQ:  Lower left quadrant  
LP:  Lumbar puncture  
Lt:  Left  
LUQ:  Left upper quadrant  
mg:  Milligram  
M.l.: Myocardial infarction  
NKA: No known allergies  
ml:  Milliliter  
min:  Minimum  
no:  Number  
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noc:  Night  
N/V:  Nausea/vomiting  
NPO:  Nothing by mouth  
N/S:  Normal saline  
02:  Oxygen  
O.D:  Right eye  
O.S.:  Left eye  
os:  Mouth  
O.U.:  Both eyes  
oz:  Ounce  
 After  
p.c.:  After meals  
p.m.:  Afternoon. Evening 
P. T:  Physical therapy  
pt.:  Resident (patient)  
 

PRN:  As necessary  
q.d.:  Every day 
q.h.:  Every hour .  
q2h, q3h, etc.:  Every 2 hours, every 3 hours 
q.i.d.:  Four times a clay  
q.o.d.:  Every other day  
q.s.:  Quantity sufficient  
(R):  Rectal  
Resp:  Respirations  
RLQ:  Right lower quadrant  
ROM:  Range of motion  
RUQ:  Right upper quadrant  
Rt:  Right  
Rx:  Prescription  

THE CARE PLAN 
ABBREVIATIONS 
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  TPR:  Temperature, pulse, Respirations  
TWE:  Tap water enema  
TX:  Traction  
u/a:  Urinalysis  
vag:  Vaginal  
VS:  Vital signs  
WBC:  White blood cell count  
W/C:  Wheelchair  
wt:  Weight  
≤:  less than  
≥:  More than  
 Change  

s: Without  
shwr:  Shower  
S.O.B.:  Short of breath  
Spec:  Specimen  
ss:  One half  
SSE:  Soap suds enema  
Stat:  Immediately  
Supp:  Suppository  
Tab:  Tablet 
tbsp:  Tablespoon.  
t.i.d.:  Three times a day  
tsp:  Teaspoon  
  

THE CARE PLAN 
ABBREVIATIONS 

Information for this lesson was taken from MEDCOM TRAINEX publications 
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THE END ! ! 
 

Complete the test  
and turn in for credit 

 
Don’t forget to add your name 

to the test sheet 


