
The Heart Touch Project – VOLUNTEER SERVICE REPORT 9/04 

 

The Heart Touch Project  �  3400 Airport Avenue, No. 42, Santa Monica, CA 90405 
Phone: (310) 391-2558 ? Fax: (310) 391-2168  �  Email: babak@hearttouch.org  �  URL: www.hearttouch.org 

1 

 
       
� � � � � � � � � � � � ������������	
�����	
��� 

VOLUNTEER SERVICE REPORT 
 
Volunteer Name: ______________________________________Month ___________________ Year _________ 
 
Therapy Hours is the time spent with client. Non-Therapy Hours include travel and set-up time. Support hours include office 
work, outreach events etc. For each month, please indicate if you attended the in-service. Thank you for taking the time to 
complete and submit these crucial service reports. Please feel free to call Heart Touch with your questions/concerns. 
……………………………………………………………………………………………………………...…………………… 

Date of Service_____________________     Location/Facility __________________________________________  
  ________   Therapy Hours 

Name of Client or Event______________________________________________ ________ Non-Therapy Hours 

Medical Condition/Changes/Observations:________________________________  ________ Support Hours 

_________________________________________________________________  ________ TOTAL HOURS  

……………………………………………………………………………………………………………...…………………… 

Date of Service____________________  
Location __________________________________________________________ ________   Therapy Hours 

Name of Client or Event______________________________________________ ________ Non-Therapy Hours 

Medical Condition/Changes/Observations:________________________________  ________ Support Hours 

_________________________________________________________________  ________ TOTAL HOURS  

……………………………………………………………………………………………………………...…………………… 

Date of Service___________________  
Location __________________________________________________________ ________   Therapy Hours 

Name of Client or Event______________________________________________ ________ Non-Therapy Hours 

Medical Condition/Changes/Observations:________________________________  ________ Support Hours 

_________________________________________________________________  ________ TOTAL HOURS  

……………………………………………………………………………………………………………...…………………… 

Date of Service____________________  
Location __________________________________________________________ ________   Therapy Hours 

Name of Client or Event______________________________________________ ________ Non-Therapy Hours 

Medical Condition/Changes/Observations:________________________________  ________ Support Hours 

_________________________________________________________________  ________ TOTAL HOURS  

……………………………………………………………………………………………………………...…………………… 

 

Total Hours This Month:   _________ Therapy Hours _________ Non-therapy Hours ________ Support Hours 

I attended the in-service this month:   � Yes    � No 

Volunteer’s Signature ________________________________________       Date______________________ 


