
 

 
VOLUNTEER HOME VISIT REPORT 

IIff  FFaaxxiinngg,,  sseenndd  ttoo  EEiilleeeenn  SSppiinnnneerr  ((331144--995533--11777777))  

  

 

Hospice Volunteer/Staff 
 

Volunteer Signature:        Date:        
 
Volunteer Coordinator Initials:        

 Hospice  Patient Name:        
 Supportive Care  MR#:        

Date of Call:       Total Time of Call:       Initial Call?       

 Phone Patient/Family  Bereavement Call 
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Brief Summary: 
      

Date of Visit:       Total Time of Visit & Travel:       Miles:       
Services Provided: 

 Visit with 
Patient/Family 

 Caregiver Relief  Housekeeping 
or Yardwork 

 Lumina  Spiritual Care 

 Child Care  Errands/ 
Transportation 

 Bereavement 
Visit 

 Other:       

Brief Summary of Interventions/Goals Met: 
      

Patient/Family Concerns: 
      

Urgent Needs Reported to:       

 Volunteer Coordinator  On Call Nurse 
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 Case Manager/RN  Social Worker/Chaplain 

 I will continue to call/visit                 time(s) a                          . 
       

 I will increase calls/visits to                 time(s) a                          . 
 due to:       
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 I will decrease calls/visits to                 time(s) a                          . 
 due to:       
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