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Total Hours ______________

15 minutes = 1/4 = .25; 30 minutes = 1/2 = .50; 45 minutes = 3/4 = .75; 1 hour = 1.

Date Name of Contact Remarks

Totals
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8B – SAMPLE WEEKLY ACTIVITY REPORT
BREASTFEEDING PEER COUNSELING PROGRAM

Week Ending Date ______________________________

Clinic/Local Agency ____________________________

Name ________________________________________

FOR CLIENT CONTACT ONLY


