Uhto Department ot Job and kamuly Services
HOME CARE >HHHZU>2H MEDICATION AUTHORIZATION

“TRAINING DETAIL

CONSUMER/AUTHORIZED REPRESENTATIVE (If applicable, please read before signing and dating)

assist me (the consumer) in the self-administration of medication.

I agree to have the Home Care Attendant (HCA) identified below to

Date m.m:g

Consumer Name (Please print) Consumer Signature

Peity Aubble 1= mu%\cfi L

Authorized Representative (Please print) Authorized wnc_om?:.::d Signature dia m_munm

>\\u >\\b z\$

HOME CARE ATTENDANT (Please read @m\oxm signing and dating)

VNG:W

ation” >=::= ization and will assist the consumer in accor danci
and/or trainer. I understand that Lam approve

I have received training in administering the medications listed on the Medication Profile section of ::m Medic
initialing each medication listed, verify

with OAC Rule 5101:3-46-04.1 or 5101:3-50- 04.1, as appropriate, and as tr ained by the consumersy E:B_ _Nna :%qamni.:,ﬁw
to assist the consumer in the self-administr ation of only those medications for which I have 5822_ a.»EEm i, maEEa:wE:m By

that I have been trained to assist the consumer in the self-administration of the medication.

Initials Date Signed

HH 4 - l-2plo

Home Care Attendant Signature

Home Care 28253 (Please pring)
N

I el en Im\\ ,}u@\
HF&ZMW Qu\mmam read before Em:Em and dating) / :
rify that I have trained E&ﬂoam Care ZAn:QEﬁ to

By :::E_:m each medication listed, I ve assist the consumer in the self-administration of medication.

Initials Date Signed

4~1-20/T

H.E:o_ Name (Please prini) H_.E:n_ m_mnuﬁ:o

@ @/TT Au Mele B N @(QWC( &Cr Il e 18
ZE,EGWHNHZO mmakﬂm O>EwwWOﬁMmmHOZ>H QES% read before signing. &i dating) ; : ,

rort the’ ann_m_oz of the consumer or his/her E:Su.iop represéntative to direct and supervise the Home C

are Attendant in assisting the consumer in the self-

I hereby EE
administration o* medication.

Authorizing Health Care Professional Name/Title (Please print) Authorizing Health Care Professional Signature

W \xN M) Q&m \QEK\Q\#N\ WF A - 1-20/0

\ilma F | Inre<tone. , N WD ; .
X A Emergency Phone Number (Including Area Code) Fax Number (Jncluding Area Code)

License #
Aqq499 LIA-555-5555 Cl4-555-0D00

Initials | Date Signed
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In the event that no physician is aware of or supports the consumer’s decision to use the Home Care Attendant option, the Registered Nurse who is serving as the Authorizec
Healthcare Professional must be made aware of the physician’s exclusion or non-support.

Consumer/Authorized Representative Initials

Authorized Healthcare Professional Initials

EmEowﬁoz”wwome |

DIRECTIONS Please complete all boxes for each medication that the Home Care Attendant (HCA) will assist ::w consumer in self-administeri ring. If the
prescription is changed in any of the medications listed on this form, including name of medication, dosage (amount, route, frequency Q::m, _umn day), or side
effects, enter a “STOP/Change Date: on the current line and re-write the medication with updated information as :mﬂ min% ona 9&.9 ent line. ;

*+ The Home Care Attendant (HCA) and Trainer (T) must initial each entry after training is complete.
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