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LIMITATION ON SERVICES

24f£.

9)

Personal Care Services (42 CFR 440.17 (Cont.)

5)

6)

7

8)

Assist with mobility, transfers and comfort:

a)  assist with ambulation with or without aids;

b)  assure repositioning every two hours or more often for bedridden or wheelchair-using
individuals clients;

c)  encourage active range-of-motion exercises when indicated;

d)  assist with passive range-of-motion exercise if ordered by physician and RN has
observed and approved technique;

e)  assist with transfers with or without mechanical devices.

Nutrition:

a)  prepare nutritional meals;

b)  plan and prepare special diets as ordered by physician;
c)  assure adequate fluid intake;

d) feed if necessary.

Care of confused, mentally or physically disabled client:

a) assure maximum safety of client;
b)  provide or assist with approved activities.

First aid and handling of emergencies:

a)  discussed and approved at time of first visit;
b)  maintain and prioritize emergency notification system.

Perform housekeeping tasks necessary to maintain the client in a healthy and safe environment.

10)

11)

12)

Arrange and assist client to and from necessary appointments.

Observation of client status and reporting of any significant changes to the appropriate case
manager or other person as designated by the care plan.

Tasks delegated by a nurse.

Personal care services are provided subject to rules and procedures set forth in Oregon Administrative

Rules.
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AMOUNT, DURATION, AND SCOPE OF MEDICAL

AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

Home and Community Care for Functionally Disabled Xlderly Individuals,
as defined, described and limited in Supplement 2 to Attachment 3.1-A,
and Appendices A-G to Supplement 2 to Attachment 3.1-A.

provided X not provided

Personal care services furnished to an individual who is not an
inpatient or resident of a hospital, nursing facility, intermediate
care facility for the mentally retarded, or institution for mental
disease that are (A) authorized for the individual by a physician in
accordance with a plan of treatment, (B) provided by an individual who
is qualified to provide such services and who is not e member of the
individual's family, and (C) furnished in a home.

X Provided: _)X State Approved (Not Physician) Service Plan

Allowed
X Services Outside the Home Also Allowed

X Limitations Described on Attachment
Not Provided.

<:. TN No.

_GH =T

Superledeqﬂa>ilép Approval Date 57;2#/ 727 Effective Date A@/é/?@rf

TN No.




