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Breastfeeding Peer Counselor Weekly Activity Report 
 
Peer Counselor Name:___________________________ 
Week Ending: ___________ Peer Counselor signature:_________________________________________ 

Page ____ of ______ 
Total Hours  ______ 

Type & Time of Contact 
Client Contacts Other Peer Activities   

D
at

e 

Te
le

ph
on

e 
co

nt
ac

t 

   
   

   
   

   
   

   
   

   
   

   
H

om
e 

V
is

it 
/ M

ile
s 

In
 c

lin
ic

 / 
in

di
vi

du
al

 

   
   

   
   

   
   

   
   

   
 

H
os

pi
ta

l V
is

it 
/ M

ile
s 

C
la

ss
  

O
th

er
 c

on
ta

ct
 

M
ai

le
d 

in
fo

rm
at

io
n 

# 
St

am
ps

 U
se

d 

Pr
en

at
al

 

Po
st

pa
rtu

m
 

Tr
ai

ni
ng

 / 
In

-s
er

vi
ce

 

Pe
er

 M
ee

tin
g 

PC
 P

ro
m

ot
io

n 

C
on

su
lt 

w
 P

ee
r M

gr
/S

up
. 

C
le

ric
al

 / 
A

dm
in

 

H
om

e 
St

ud
y 

O
th

er
: _

__
__

__
__

__
__

_ 

D
ai

ly
 T

ot
al

 H
ou

rs
 

Remarks 
                      
                      
                      
                      
                      
                      
                      
                      
                      
                      
                      
                      
                      
                      

  Time:   Totals  
 

 
 

              
Miles: 

Round time to the nearest 5 minutes. 
 


