
VOLUNTEER SERVICE LOG 
City General Hospital & Medical Center 

Fiscal Year: 2024  

Volunteer Name: ___________________________ 

Volunteer ID: ___________________________ 

Department/Unit: ___________________________ 

Supervisor: ___________________________ 

DATE 
START 
TIME 

END 
TIME 

DUTIES / NOTES HOURS INITIALS 

      

      

      

      

      

      

      

      

      

      

      

      



DATE 
START 
TIME 

END 
TIME 

DUTIES / NOTES HOURS INITIALS 

      

      

      

Total Monthly Hours 
  

VOLUNTEER SIGNATURE 

SUPERVISOR SIGNATURE 


