Virginia Birth-Related Monthly Care Summary (Optional)
Neurological Injury

COMPENSATION PROGRAM

Month: Year:

Caregiver Type:
L1 Family Caregiver [ Independent Caregiver L1 Agency Staff

Participant Name:

Caregiver Name:

Relationship:

Physician: Phone:

Medications (name/time) Equipment Used

Personal Care Given:

Bathing: [ In Bed LI InTub [ In Shower

Feeding: [1 By Mouth L1 By Tube Formula:  cans/day Brand:
Toileting: [ 1 Passed Urine [ Catheter Mouth Care: [J Yes [INo
Turningevery ______ hrs Exercise daily: [1Yes [1No

Personal Care Given:

Bowel: [] Yes CINo

Skin: [ Good [JRed (location):

Sores/Open Areas (location):

Changes/Concerns:

Signature: Date:

August 2026 Please reach out to your Case Specialist with any questions.
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