
Personal Care & Non‑Medical Home Care Pricing Schedule

Phone: 855-909-1099 | Fax: 888-201-1926

________________________________________________________________________________________________________________________

This pricing schedule is designed using current MO/GA market rates for private pay non-medical home care and 
personal care services. Rates may vary based on client acuity, hours authorized, staffing availability, holidays, and 
level of assistance required.

Service Level Pricing



Level of Service Description Hourly Rate Daily Rate Monthly Estimate

Level 1 – Companion 
Care

Supervision, 
companionship, 
meal reminders, 
light housekeeping, 
errands.

$34/hr $180–$240 $4,500–$6,000

Level 2 – Personal 
Care Assistance

Bathing, grooming, 
dressing, toileting 
assistance, mobility 
support.

$35–$40/hr $250–$320 $6,500–$8,500

Level 3 – Enhanced 
Personal Care

Two-person assist, 
transfer assistance, 
dementia 
supervision, fall risk 
monitoring.

$41–$50/hr $320–$420 $8,500–$11,000

Level 4 – 24-Hour 
Non‑Medical Care

Continuous 
caregiver 
supervision and 
personal care 
assistance.

$875–$1,200/day 24-Hour Coverage $18,000–$30,000

Additional Services & Fees



Service Rate

Transportation Services $0.75–$1.25 per mile

Holiday Rate 1.5x regular hourly rate

Live-In Care $350–$500 per day

RN Wellness Visit (if contracted) $95–$175 per visit

Same-Day Staffing Request Additional $50–$150 staffing fee

ADL Service Level Determination Guide

Level 1: Client is mostly independent and requires minimal supervision.

Level 2: Client requires assistance with 2–4 Activities of Daily Living (ADLs).

Level 3: Client requires extensive assistance, fall prevention, or dementia support.

Level 4: Client requires around-the-clock supervision and personal care support.

Notes

All services are non-medical and do not include skilled nursing.

A completed intake and assessment are required before services begin.

Rates are subject to reassessment based on client condition changes.

Minimum shift requirement may apply.
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