ACCENT Habilitation Objective Summary
Client Name:  _________________________________________Support Coordinator: _____________________________________           

Provider’s Full Name:   ___________________________________________     Month:_____________________________________

Goal 1: _______________________________________________________________________________________________________ 

Intent:   __________________________________________________________

Method of recording criteria: + or –
Process:_____________________________________________________________________________________________________________________________________________________________________________________________________________________

Start Date:


Target Date:
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Comments:

Goal 2: _______________________________________________________________________________________________________
Intent: __________________________________________________________
Method of recording criteria: + or –

Process:_____________________________________________________________________________________________________________________________________________________________________________________________________________________

Start Date:


Target Date:
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Comments:

                                                                                         TIME SHEET

       Employee Name:_______________________________________________________     Client Name: ________________________                                                                    

       Support Coordinator: _____________________________________________________                 Month/YR:__________________      
	ADVANCE \d4
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	ADVANCE \d4Respite Hours RSP
	Responsible person initialed
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Employee Signature/Date: _______________________________________________________________________________                                                                                                                        

I hereby certify the above entries are accurate. Fraudulent entries will not be tolerated and disciplinary action may result.          

 Responsible Person Signature/Date:________________________________________________________________________                                                                              Sign above after the entries are completed that they are accurate and have been carried out and that you understand the disclaimer statement. RP is financially responsible for over usage of hours at contracted rate. 
ACCENT on Family Care Services,

ATTENDANT CARE (ANC/AFC) Service Documentation

Client Name: _____________________________________________Provider Name:________________________________________

Support Coordinator:
________________________________________Month/Year:________________________________________
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Comments: ____________________________________________________________________​​​​​​​​​​​​________________________________

______________________________________________________________________________________________________________

Provider’s Signature: ____________________________________________________________
Date: ___________________________

ACCENT on Family Care Services, llc



Habilitation  Data  Summary

                   (This page, along with the Comments page &Cover Sheet gets faxed to the Support Coordinator & mailed to ACCENT)

Consumer:                                                      Support Coordinator: _________________________________                             

Provider's Name:                                                            Month/Yr:                           Start Date:                            End Date:_________  

Outcome 1:  ___________________________________________________________________________________
Intent:  ______________________________________________
Process:   _____________________________________________________________________________________________________

______________________________________________________________________________________________________________

Met goal ____________% of the time for the month.                                        Average number of prompts used per trial _________

Outcome 2:  __________________________________________________________________________________
Intent: _______________________________________________
Process: _____________________________________________________________________________________________________

_____________________________________________________________________________________________________________

Met goal ____________% of the time for the month.                                      Average number of prompts used per trial _________



Outcome 3:  ____________________________________________________________________________________
Intent:  _______________________________________________
Process: _____________________________________________________________________________________________________________

______________________________________________________________________________________________________________

Met goal ____________% of the time for the month.                                       Average number of prompts used per trial _________



Provider's Signature____________________________________ Parent's Signature________________________________________

Date signed_______________                                                     Date signed________________
