ACTIVITY REPORT

(MENTORS ONLY)
CMO/Referral Source: 







IC Name:




_


Name of Client:






Provider:   Total Family Solutions




Week Ending Date:
___/___/___ TO ___/___/___

	
	Date of Activity
	Activity Description
	Cost



	Saturday
	       /         /      
	
	

	Sunday
	       /         /      
	
	

	Monday
	       /         /      
	
	

	Tuesday
	       /         /      
	
	

	Wednesday
	       /         /      
	
	

	Thursday
	       /         /      
	
	

	Friday
	       /         /      
	
	

















Total Cost



I certify that this is an accurate record of the activities provided for my client. Activities cannot exceed $12.50 weekly without prior written authorization. Original Receipts must accompany activity report.

_____________________________________

__________________________________
________________________

IC Name (Please Print)



IC Signature




Date

______________________________________________________________________________

TFS Authorized Signature

Please send the original Activity Report (attached with the original receipts) along with weekly paperwork, due no later than Monday at 7pm. Paperwork not completed correctly may delay your payment.

