
NC Division of Medical Assistance Medicaid and Health Choice 

Community Alternatives Program  Clinical Coverage Policy No: 3K-1 

For Children (CAP/C)  Amended Date: August 15, 2020 

20H10     138 

Task List and Employee Competency Validation 

 

Beneficiary name: 

 

Name of individual acting as employer:  

 

Name of direct care employee:  

 

Directions to complete: Circle the skill that is needed to address the beneficiary’s care 

needs. Provide instructions on how the employee(s) shall complete the task.  Provide the 

appropriate response to indicate the employee’s ability to complete the task.  Complete for 

each employee. 

 

Note: Tasks should align with needs identified in the comprehensive assessment. 

Task Instructions to employee: Employee’s ability to complete task: 

bathing 

 

 

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

toileting   

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

incontinence care

 

 

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

dressing  Previous caregiver:                 Yes No  
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Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

personal hygiene 

 

 

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

 

 

transfers/ambulation 

positioning 

 

 

 

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

fall prevention   

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

feeding/meal prep  

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

vital signs/ 

monitoring 

 

 

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

therapy 

reinforcement 

 

 

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

G-tube/J-tube care 

 

 

 Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

IV fluids/site check 

 

 

 Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

administering/  Previous caregiver:                 Yes No  
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monitoring 

medication 
 

 

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

seizure management  

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

apnea monitoring  

 

 

 Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

 

catheter care 

 

 

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

wound care  

 

 

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

housekeeping  

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

 

shopping  

 

 

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

meal preparation  

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

transportation  

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

other  Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  
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Training provided:                  Yes No  

other  

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  

other  

 

 

Previous caregiver:                 Yes No  

Hlth./pers. care experience:    Yes No  

Training provided:                  Yes No  
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Task List and Employee Competency Validation Signature Page 

My signature indicates that I have completed the task list and confirmed the skill 

set of the employee(s) that I intend to hire.  I understand that an employee(s) is not 

required to be a licensed health care professional to provide my care needs.  I have 

determined that my employee(s) has the competencies to complete the tasks 

required for my care and I take full responsibility of hiring, training, and 

supervising the employee(s) I hire and ensuring that he/she maintains the 

requirements needed to provide my care. 

 

Individual acting as employer name:                 Beneficiary name: 

  

Individual acting as employer signature:                 Date signed: 

 

The care advisor’s signature indicates that he or she has reviewed the completed 

task list and employee competency validation.   

 

Care advisor name:         

 

Care advisor signature:       Date signed: 

 

Appendix E: Created August 2018 Revised: November 2018 

 


