
  VOLUNTEER ACTIVITY REPORT       PLEASE SUBMIT THIS FORM WEEKLY 

 

Patient MR No._____________________ Volunteer Name_________________________________________ 
 
                    Total Time               Travel 
DATE __________________________________________ Spent __________________________Time________________________ 
 
Type of Contact:  _____Visit      _____Phone Call    _____Other (explain):_______________________________________________ 
 
Location of visit:  _____Patient’s Home   _____SNF   _____ALF   _____Hospital   _____Other 
 
Activities (check ALL that apply):    _____Companionship/Emotional Support       _____Caregiver Relief        _____ Light Housekeeping 
 
_____Transportation/Errands   _____Communication _____Bereavement      _____Vigil  
 
_____In-Service/Support Meeting _____Clerical/Office _____Deliver Supplies      _____Other:____________________ 
 
COMMENTS: _________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 

 
                    Total Time             Travel 
DATE __________________________________________ Spent_________________________ Time_________________________ 
 
Type of Contact:  _____Visit      _____Phone Call    _____Other (explain):_______________________________________________ 
 
Location of visit:  _____Patient’s Home   _____SNF   _____ALF   _____Hospital   _____Other 
 
Activities (check ALL that apply):    _____Companionship/Emotional Support       _____Caregiver Relief        _____ Light Housekeeping 
 
_____Transportation/Errands   _____Communication _____Bereavement      _____Vigil  
 
_____In-Service/Support Meeting _____Clerical/Office _____Deliver Supplies      _____Other:___________________ 
 
COMMENTS: _________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
 
                    Total Time             Travel 
DATE __________________________________________ Spent_________________________ Time_________________________ 
 
Type of Contact:  _____Visit      _____Phone Call    _____Other (explain):_______________________________________________ 
 
Location of visit:  _____Patient’s Home   _____SNF   _____ALF   _____Hospital   _____Other 
 
Activities (check ALL that apply):    _____Companionship/Emotional Support       _____Caregiver Relief        _____ Light Housekeeping 
 
_____Transportation/Errands   _____Communication _____Bereavement      _____Vigil  
 
_____In-Service/Support Meeting _____Clerical/Office _____Deliver Supplies      _____Other:____________________ 
 
COMMENTS: _________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 

 

***********************  PLEASE COMPLETE ALL INFORMATION BELOW  ************************ 
 
Additional Patient/Family Needs Identified? ________________________________________________________________________ 
 
Contact With Hospice Staff Needed? ______________________________________________________________________________ 
 
Need Additional Forms?______  Envelopes?______ Unavailable Future Dates?___________________ Need Substitute?__________ 
 
TOTAL WEEKLY HOURS: ____________    Reviewed by Volunteer Coordinator: 

 
_______________________________________________ _______________________________________________________ 
Volunteer Signature                      Signature     Date 


