Fountain of Hope Family Services
_____________________________________________________________________________________________
Service Verification

Client Name:  __________________________________________   Medicaid Number:  __________________
Service 

Date                Start Time    End Time       Service Provided     Signature of Client or Representative
__________     __________     __________     _______________     _____________________________________

__________     __________     __________     _______________     _____________________________________
__________     __________     __________     _______________     _____________________________________
__________     __________     __________     _______________     _____________________________________
__________     __________     __________     _______________     _____________________________________
__________     __________     __________     _______________     _____________________________________

__________     __________     __________     _______________     _____________________________________
__________     __________     __________     _______________     _____________________________________
__________     __________     __________     _______________     _____________________________________
__________     __________     __________     _______________     _____________________________________
__________     __________     __________     _______________     _____________________________________

__________     __________     __________     _______________     _____________________________________

__________     __________     __________     _______________     _____________________________________
__________     __________     __________     _______________     _____________________________________
__________     __________     __________     _______________     _____________________________________
__________     __________     __________     _______________     _____________________________________
__________     __________     __________     _______________     _____________________________________
Client should be informed that their signature indicates their agreement with the date, time, and service provided.  This form should be turned in with coinciding progress notes each month.

Staff Signature:  ________________________   Print Name and Credentials:  ________________________
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