
 
 

 

ADULT DAY HEALTH CARE 
 

SERVICE LOG 
 

PROGRAM:  ☐E & D MEDICAID WAIVER  ☐ACT MEDICAID WAIVER  ☐ALABAMA CARES   
 
CLIENT NAME: ____________________________________________ ADH Location: ____________________________ 
 
CONTRACTOR: ______________________________________________ MONTH: ________________YEAR: _________ 
 
THIS IS TO CERTIFY THAT THE FOLLOWING INFORMATION IS TRUE, ACCURATE, AND COMPLETE. I UNDERSTAND THAT I AM CERTIFYING TO THE ALABAMA 
MEDICAID AGENCY THAT I RECEIVED THE SERVICES LISTED BELOW ON THE DATES HEREIN SPECIFIED.  BILLING WILL NOT BE PAID WITHOUT CLIENT’S 
SIGNATURE OR AN AUTHORIZED SIGNATURE.        (F=Adult Day Health Care) 
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