
 
Homemaker/Home Health Aide Program 

Monthly Workload Capture Log 
 

Please indicate the number of authorized chargeable visits made for each veteran listed.   Include 
ALL veterans receiving authorized reimbursement.  This form needs to be completed at the end 
of each month and faxed to: 540/224-1936 by the 3rd day of the following month. 
 
Agency:        Reporting Month: 
   
   
   
 
 
Name SS# # HHA Visits  
    
    
    
    
    
    
    
    
    
    
    
 
 
 
 
Additional Comments: (Please include veterans name with specific comment) ____________________________________________ 
____________________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 

______________________________________________________________________________ 
______________________________________________________________________________ 
 
 
 
 
 
 
Agency Nurse: _________________________________  Telephone:_____________________ 
 


