
 

 

Monthly Activity Report

Patient Name: _______________________________________ 
 
Volunteer Advocate: __________________________________ 
 
Month: _________________Year:_______ 
 
Estimated hours: _____________                     
 
Date submitted: ______________ 
 
 
Number of patient visits: _____________ 
 Describe: 
_______________________________________________________________ 
      
_______________________________________________________________ 
 
 
Number of Care Conferences attended: ____________ 

Describe:  
_______________________________________________________________ 
       
_______________________________________________________________ 
    
 
Decisions made for patient:  
 

 Financial 
 
Describe: 
_______________________________________________________________ 

         
  
  Medicaid Application Started? 

 
Describe: 
_______________________________________________________________ 
 
 

 Placement 
 



 

 

 Describe: 
_______________________________________________________________ 
       

 DNR Consent 
 

  Describe: 
_______________________________________________________________ 

 
 

 End of life treatment withdrawal 
 
 Describe: 
_______________________________________________________________ 

       
             

 End of life treatment withheld  
 
 
 Describe: 
_______________________________________________________________ 
 
 

 Palliative Care Consult Requested  
 
 Describe: 
_______________________________________________________________ 
       

 Hospice Referral Requested  
 

 
 Describe: 
_______________________________________________________________ 

 
 

 Ethics Consult Requested  
 
 Describe: 
_______________________________________________________________ 
       
             

 Readmissions to hospital (same diagnosis within 30 days of discharge) 
 
 Describe: 
_______________________________________________________________ 
 

 
 Admission to hospital  

 
 Describe: 
_______________________________________________________________ 
 



 

 

       
              Medical procedures (invasive procedures requiring your consent)  
 
 Describe: 
_______________________________________________________________ 
       
             

 Funeral planning 
 
 Describe: 
_______________________________________________________________ 
 
 
 
ADDITIONAL NOTES:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


