
HOSPICE OF THE CAROLINA FOOTHILLS • 130 Forest Glen Dr., Columbus, N.C. 28722 
 

     VOLUNTEER ACTIVITY REPORT   
 

PATIENT: ____________________________________________ ID#_______________________ 

(Record the date and time you enter and leave the person’s home or room, circling a.m. or p.m.  

Record your total travel time and mileage round trip in the space provided.) 

  

DATE OF CONTACT: ___________________________________ 
 

CONTACT TIME: Arrival: _________ a.m. / p.m.    Travel Time: ______ Mileage ______  

       Departure: _________ a.m. / p.m.  

   

PLACE OF VISIT:           

����  Home                       ����  Hospital        ����  Facility  
 

TYPE OF CONTACT:     

����  Telephone               ����  Visit               ����  Sensory Visit               ����  Errands/Transportation 

 

SERVICES PROVIDED: 

����  Patient/Family Support                   ����  Caregiver Relief         ����  Errands/Transportation             

 

`     VOLUNTEER SUMMARY 

_________________________________________________________________________________ 

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________ 

_________________________________________________________________________________

_________________________________________________________________________________ 

SIGNATURE OF VOLUNTEER: ____________________________________________________ 

(Please submit all Volunteer Activity Reports no later than the 5
th

 of the next month.) 
 

 

FOR OFFICE USE ONLY:  Date Received:_______________ Date Reviewed:_______________ 

Concerns reported to:  ����  not applicable_______________________________________________ 

    Staff Signature: ___________________________________________ 

Vol-ActRpt-0207 


