3

EVERGREEN

SERVICE PROVIDERS

HEALTH FIRST COLORADO

RESIDENTIAL ATTENDACE RECORD
Provider: Month Ending:

This form is DUE to ESP no later than the 1% day of each Month to receive payment!

(You can fax to 303-422-4985 or secure email to Deanne.evergreen@comcast.net)

Absent
121 1) 2 2| 1) 2 2| 12| 2| 2| 2| 2| 2| 2| 2| 2| 2] 2| 3|3
Name 1/2|3|4|5/6|7|8,9| 0| 1| 2| 3| 4|, 5| 6| 7| 8| 9| 0| 1] 2| 3| 45| 6| 7| 8| 9| 0| 1
Notes:
Absent
121 1) 22| 1) 2 2| 12| 2| 2| 2| 2| 2| 2| 2| 2| 2] 2| 3|3
Name 1/2|3|4|5/6|7|8,9| 0| 1| 2| 3| 4|, 5| 6| 7| 8| 9| 0| 1] 2| 3| 45| 6| 7| 8| 9| 0|1
Notes:
Attendance Certified By: HHP
Name (Signature) Title Date

Special Codes:

E = Enroliment/Admission Date Blank = Client in Residence V = Visit to Family, Friends or Special Program
H = Hospital Day / Nursing Home / ICFMR J = Incarceration | = Ineligible Days

T = Termination / Discharge Date X = Vacation Days due to Termination
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