
ADULT DAY HEALTH CARE DAILY LOG 
 

Recipient’s Name:  Medicaid ID:  
  

DAY: Monday Tuesday Wednesday Thursday Friday Saturday Sunday 

DATE  (Month/Day/Year):      /      /             /      /             /      /           /      /            /      /             /      /            /      /        
ACTIVITY:        

 Toileting 
       

 Ambulation/Transfer 
       

 Eating/Feeding 
       

 Supervision 
       

 Meals/Snacks 
       

 Nutritional Counseling 
       

 Administer Medication 
       

 Health Monitoring 
       

 Skilled Services 
       

 Social/Rec. Activities 
       

 Rehab. Support 
       

 Transportation 
       

 Other        

DAILY TIME IN        

DAILY TIME OUT        

 NUMBER OF HOURS        
 

Weekly Comments & Date:   
 

 

 

 

Weekly Signatures: 
 
 

  

Recipient/Family’s Signature                                        Date  ADHC Staff Signature                                                    Date 
   

 
_______________________________________________ 

  
________________________________________________ 

Printed Recipient/Family Name 
 

 Printed ADHC Staff Name: 

DMAS-302   
rev. 0908 

This form contains patient-identifiable information and is intended for review and use of no one except authorized 
parties. Misuse or disclosure of this information is prohibited by State and Federal Laws. If you have obtained this 
form by mistake, please send it to:    DMAS, 600 East Broad Street, Suite 1300, Richmond, VA 23219 
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