


Bureau of Senior Services 
LIGHTHOUSE PROGRAM 

Sliding Fee Schedule 
 

Instructions 
 
 

1) An individual’s income may be determined by voluntary 
disclosure by the client; means tests are not required. If 
client does not want to disclose income, then 100% fee 
may be charged. 

2) Only the applicant’s income is to be counted when 
determining payment by client.  All taxable income is to 
be considered.  Neither client assets nor other household 
income is to be considered. 

3) The Sliding Fee Schedule and provider agency’s policy 
for payment shall be discussed with the applicant at the 
time of eligibility determination. 

4) The fees collected are to be used to provide additional 
services in the Lighthouse Program at the same hourly 
rate. 
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LIGHTHOUSE PROGRAM  
Sliding Fee Schedule 

 
 

Sliding Fee Schedule Effective February 1, 2009 
 

Sliding Fee % Fee per Hour Individual’s 
Annual Income 

Individual’s 
Monthly Income

Minimum $1.00 Up to $20,220 Up to $1,685 
25% $4.00 $20,221 to 

$30,220 
$1,685 to  

$2,518 
50% $8.00 $30,221 to 

$40,220 
$2,518 to  

$3,351 
75% $12.00 $40,221 to 

$50,220 
$3,351 to  

$4,185 
100% $16.00 $50,221 and up $4,185  

and up 
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Bureau of Senior Services 
LIGHTHOUSE PROGRAM 

RN Client Assessment 
 

Instructions 
 
 

1) RN Client Assessment must be completed in full by the 
provider agency RN, and must include a narrative 
which includes client’s living conditions, medical 
history, medications, diagnoses, and ability to perform 
personal care, mobility, nutritional, and environmental 
tasks.  

2) This Assessment is used to develop the client’s Plan of 
Care; therefore, as much detail as possible must be 
included (additional pages may be attached as 
necessary).  The documentation should paint a picture 
and validate the tasks and time frames on the POC. 

3) Assessment must be completed at least every 12 
months, or more often, at RN’s discretion, if client’s 
needs change. 

4) Provider agency RN must sign and date Assessment. 
5) Original copy of Assessment must be kept in client’s 

file. 
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Date: __________ 
 

Lighthouse Program RN Client Assessment Form 
 
Client Name: ________________________________________ Date of Birth: ________ 
------------------------------------------------------------------------------------------------------------ 
Describe client’s living conditions: 
 
 
------------------------------------------------------------------------------------------------------------ 
Narrative: Include medical history, current diagnoses available, medications, allergies 
and current conditions: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
------------------------------------------------------------------------------------------------------------ 
Describe client’s ability to perform Personal Care Tasks: 
 
Grooming: 
 
 
Bathing: 
 
 
Dressing: 
 
 
 
Toileting: 
 
 
------------------------------------------------------------------------------------------------------------ 
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Client Name: ____________________ 
------------------------------------------------------------------------------------------------------------ 
Describe the client’s ability to perform mobility tasks. 
 
Transferring: 
 
 
 
Walking: 
 
 
------------------------------------------------------------------------------------------------------------ 
Describe the client’s ability to perform Nutritional tasks: 
 
Meal Preparation: 
 
 
 
Feeding and/or special dietary needs: 
 
 
 
Shopping: 
 
 
------------------------------------------------------------------------------------------------------------ 
Describe the client’s ability to perform environmental tasks: 
 
Light housecleaning: 
 
 
Dishwashing: 
 
 
Making/Changing client’s bed: 
 
 
Client’s laundry: 
 
 
------------------------------------------------------------------------------------------------------------ 
 
 
 
________________________________________RN__      _______________________ 
RN signature        Date of assessment 
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Bureau of Senior Services 
LIGHTHOUSE PROGRAM 

Plan of Care 
Instructions 

 
1) Plan of Care must be completed in full by the provider agency 

RN based on the RN Client Assessment. No tasks can be 
provided outside the service definitions. 

2) Plan of Care must be completed initially and annually or as 
indicated with any documented change in client condition. 

3) Time in minutes is to be entered for each task. RN is to use 
professional judgment for times needed for each task to be 
completed.  Excessive time for tasks must have thorough 
documentation. Times indicated will be averages and are used 
to determine a block of time. 

4) Indicate the “time to begin” and “time to end” for every day of 
service. This time must correlate with the total times indicated 
under tasks for each day of service. 

5) Environmental tasks are incidental to the other tasks and 
cannot exceed 1/3 of the total monthly hours that the client 
receives. 

6) RN should include in “Comments” section any instructions to 
caregiver. Always include the number of meals to be prepared 
under “meal preparation.” 

7) Plan of Care must be discussed in detail with client.  Since 
client will be paying for services, he/she may want to restrict 
the hours of service provided. Any POC change must have 
documentation that it was reviewed with client and/or family. 

8) RN must sign and date Plan of Care.   
9) A copy of the Plan of Care must be kept at client’s home to be 

utilized by the provider agency caregiver, and original copy of 
Plan of Care must be kept in client’s file. 

May 2009 



May 2009 

LIGHTHOUSE PROGRAM 
PLAN OF CARE 

 
Client Name: 
 
Client Address: 
 

 
 
Days of the Week: 

 Comments 

Mon Tues Wed Thurs Fri Sat Sun  

Date:         

Time to begin:         

Time to end:         

PERSONAL CARE   

A. Grooming         

B. Bathing         

C. Dressing         

D. Toileting         

MOBILITY         

A. Transferring         

B. Walking         

NUTRITIONAL SUPPORT   

A. Meal Preparation         

B. Feeding/Special Dietary Needs         

C. Grocery/Pharmacy Shopping         

ENVIRONMENTAL   

A. Light Housecleaning                                                         

B. Dishwashing         

C. Making/Changing Bed         

D. Client’s Laundry         

TOTAL MINUTES         

 
NOTE:  Environmental Tasks cannot exceed 1/3 of total time. 
 
 
RN Signature:  ______________________________________________RN 
 
Date:  _______________________________________________________ 



Bureau of Senior Services 
LIGHTHOUSE PROGRAM 
Caregiver Weekly Worksheet 

 
Instructions 

 
1) The Caregiver Weekly Worksheet must reflect the 

Plan of Care, a copy of which must be in the client’s 
home.   

2) Caregiver is to indicate time of arrival and departure 
each day of service. 

3) Caregiver is to initial each task done on each day of 
service.  They must not initial if task not completed. 
Time spent on each service is not to be entered.  

4) Any reasons that a task is not performed (e.g., client 
does not feel well enough for a bath) should be 
reported in the “Comments” section. 

5) Client must sign and date the Worksheet at the end of 
the week verifying that he/she received services as 
initialed. 

6) Caregiver must sign and date the Worksheet at the end 
of the week to verify service delivery. 

7) Worksheet is subsequently given to RN for approval, 
who then signs and dates.  Provider Agency RN has 
responsibility to ensure that POC is being followed. 
Follow-up must be done and documented for any 
discrepancies.  Worksheet must be approved by RN 
prior to billing. 

8) Each signed Caregiver Weekly Worksheet is to be kept 
in client’s file.  Additionally, client must be given a 
copy of the Worksheet upon request. 
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LIGHTHOUSE PROGRAM 
CAREGIVER WEEKLY WORKSHEET 

 
Client Name: 
Client Address: 

  Daily Planned Task 
Comments  Day of Week: Mon Tues Wed Thurs Fri Sat Sun 

 Date:         

 Beginning Time:         

 Ending Time:         

PERSONAL CARE   

A. Grooming         

B. Bathing         

C. Dressing         

D. Toileting         

MOBILITY   

A. Transferring         

B. Walking         

NUTRITIONAL SUPPORT   

A. Meal Preparation         

B. Feeding/Special Dietary Needs         

C. Grocery/Pharmacy Shopping         

ENVIRONMENTAL   

A. Light Housecleaning         

B. Dishwashing         

C. Making/Changing Bed         

D. Client’s Laundry         

Caregiver must initial each task performed daily.  Do not initial if task not completed. 
I have received the services as initialed above. 
 
________________________________, Client 

Date: 
 
___________________ 

  
I have provided the services as initialed above. 
 
_______________________________, Caregiver 

Date: 
 
____________________

  
I have reviewed this worksheet and verify that it is 
correct. 
_______________________________, RN   

Date: 
 
____________________




