
Service Provider Record Keeping Log 
Agency Name: __________________________   Staff Name: _______________       Do not mark “I&A” if only completing SHAP activities 
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B = III-B 
E = III-E 
NP = Non- 
         Parent 

Name of Senior 
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Caregiver / NP, 
as applicable 

Month: _____________________________ 
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 List All Services/Issues/Needs Discussed, 

including if Combined Assessment is completed 
(Use more than one line if needed) 
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  Breakout I&A and Outreach by 
Senior (B), Caregiver (E), and Non-Parent (E) 

I&A Senior (B)= I&A CG (E)= I&A NP (E)= 

OR Senior (B)= OR CG (E)= OR NP (E)= 

 


