
Date/Time: Worker Name: Resident Name:

Planned Activity Assessed Mobility Equipment Required

Complete PACE pre-mobilty check (Check boxes)

Toileting
Personal Care
HS Care/Tuck In
Repositioning
Transfer
Shower
Sponge Bath
Bed Bath
Other:___________

Independent
Supervised
1 Person Assist
2 Person Assist
Sit to Stand
Mechanical Lift

Lift/Sling
Transfer Belt
Slider Sheet
Do� N’ Donner
Other:___________

INDEPENDENT MIN. ASSISTANCE MOD-MAX ASSISTANCE

SUFFICIENT LIMITATIONS UNABLE TO COMMUNICATE

NON AGGRESSIVE UNPREDICTABLE MODERATE

NO OBSTACLES MOVEABLE OBJECTS OBSTACLES
Completed Activity Current Mobility Equipment Used

Toileting
Personal Care
HS Care/Tuck In
Repositioning
Transfer
Shower
Sponge Bath
Bed Bath
Other:___________

Independent
Supervised
1 Person Assist
2 Person Assist
Sit to Stand
Mechanical Lift

Lift/Sling
Transfer Belt
Slider Sheet
Do� N’ Donner
Other:___________

Was the activity completed as planned?         Yes        No   
If answer is ‘No’, why?________________________________________________
Was the Supervisor noti�ed?         Yes        No    


