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       Date:       

Case Name:       

CID:       

Worker #:       

ABAWD Name:       

 

Verification of Able-Bodied Adult Without Dependents (ABAWD) Volunteer Hours 

 Please confirm the number of hours the ABAWD listed above volunteers or will volunteer.  The 

 ABAWD volunteers or will volunteer at least       hours per month beginning 

       .  

 

 Please enter the number of volunteer hours that the ABAWD listed above volunteered during the 
 last two months on the table below.   
 

 We are reviewing the past participation of the ABAWD listed above.  Please enter the exact 

 number of hours volunteered each month for the period of       

 through       on the table below. 
 
 

Volunteer Hours: Year:       
 

Month January February March April May  June 

Total 
Hours 

      

 
Month 

 
July August September October November December 

 

Total 
Hours 

      

 

Comments:  

  

 
I attest that the above information is true and correct to the best of my knowledge. 
 

 

     
Supervisor’s Name (Print)  Supervisor’s Signature  Supervisor’s Phone Number 
 
 

   
Agency/Company Name  Date 
 


