
COMMUNITY SERVICE HOURS 

VERIFICATION FORM 

 

Client’s Name:___________________________________________________________ 

Agency Name:___________________________________________________________ 

Date Hours 
(Beginning) 

Hours 
(Ending) 

Total # 
of Hours 

Supervisor Signature Agency Name & Phone # 

      

      

      

      

      

      

      

      

      

      

      

      

      

 

TOTAL____________________________ Date hours completed:________________________ 

Comments: 

 

 

 

_______________________________________  ______________________________________ 

   Agency Supervisor Signature       Client Signature 


