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Volunteer Activity Report

Volunteer Name: 







Date: 




Patient Name: 








Pt. ID #: 



DIRECT PATIENT CONTACT:

Place of Visit:

( Home
( Nursing Center
( Hospital
( By Phone

Services Provided:

( Companionship
( Reading
( Correspondence
( Prepare Meal

( Ran Errands: 












( Participated in crafts / hobbies: 










( Other: 













Observations / Comments / Notes:

NON-PATIENT CONTACT ACTIVITY:

( Clerical / Administrative Support: 










( Meeting / Training: 












( Special Events / Other: 











Time  in

Time out
Total Time

Date


Mileage

Travel time



(Excluding Travel Time)






(Optional)

Signature of Volunteer
Signature of Social Worker
410 Mill St Suite 104 Mt Pleasant, SC 29464

(843) 849-5910  Fax: (843) 881-9603

