



W-4000 Residential Habilitation Intervention

 or W-4001 Day Habilitation Intervention 
Service Form
Participant Name:  _____________________    Provider: ___________________     Location:  _________________  Plan Date:___________  
   

Usual supervision: __1:3____  Staff Instructions:  When Participant XX becomes aggressive and begins physically harming self, others, or property, an additional staff person must attend to participant XX exclusively (1:1).  Document length of time extra staff was used for intervention, initial all actions taken, and sign at bottom of form. Use this form in addition to the schedule, incident reports, or other required documentation. 
	Intervention Service                          Date:

Behaviors
	
	
	
	
	
	

	Staff initials
	
	
	
	
	
	

	Staff assigned to Participant XX: (name)
	
	
	
	
	
	

	Additional Staff assigned? (name)
	
	
	
	
	
	

	Start time of intervention:
	_____ am/pm
	_____ am/pm
	_____ am/pm
	_____ am/pm
	_____ am/pm
	_____ am/pm

	Positive interventions used?
	
	
	
	
	
	

	Physical restraint used?
	
	
	
	
	
	

	Therapeutic Rapport established?
	
	
	
	
	
	

	Incident Report written?
	
	
	
	
	
	

	Other action taken: (list)
	
	
	
	
	
	

	End time of intervention:
	_____ am/pm
	_____ am/pm
	_____ am/pm
	_____ am/pm
	_____ am/pm
	_____ am/pm

	
	
	
	
	
	
	


Provider/Staff Initials and Signatures:   ____=____________________      ____=____________________     ____=_____________________

COMMENTS or CONCERNS (Sign and date each entry): _________________________________________________________________ _________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 
W-4000 Residential Habilitation Intervention 

Service Form
Participant Name:  _____________________    Provider: ___________________     Location:  _________________  Plan Date:___________  
   

	Intervention Service                        Date:

Medical
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Staff initials
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	 Intervention Time in
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	 Intervention Time out
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Personal care 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Meal time assistance
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Snack time assistance
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mobility assistance with gait belt
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pericare
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Repositioning every two hours – 1st time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2nd time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3rd time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	4th time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Contact nurse for wound care
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Meds monitored 8 am
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Meds monitored 4 pm
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other: (list)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Usual supervision: __1:3_ Staff Instructions:  Participant XX just had surgery on his hip and needs extra support, personal care, and supervision during rehabilitation. Staff will assist him Monday through Friday at his home during the day.  Staff shall provide 1:1 direct care and supervision to Participant XX during his recovery until the physician releases him to return to day activities.  The support given shall be documented on this schedule and staff must sign bottom of form.  Intervention hours are billed per hour of service, but the hour of service can be broken down into smaller increments throughout the day .
Provider/Staff Initials and Signatures:   ____=____________________      ____=____________________     ____=_____________________

COMMENTS or CONCERNS (Sign and date each entry): _________________________________________________________________ _________________________________________________________________________________________________________________

Participant XX   Intervention Usage Form      2

