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County of San Diego 
Health and Human Services Agency 

CalFresh Able-Bodied Adults Without Dependents (ABAWD)  
Volunteer Work Hours Verification Form 

Case Name: ________________________________ 
        Case Number: ______________________________ 
        Human Services Specialist (HSS): ______________ 
        HSS Phone Number: _________________________ 
        Date: _______________________________ 
 
 

CalFresh rules require some CalFresh participants to work or participate in a qualifying work activity to keep their CalFresh 
benefits. Volunteering or doing community service is a qualifying work activity. This form may be used to verify volunteer or 
community service hours. 

Name of CalFresh Participant: ______________________________________________________     

Date of Birth:    ______________________________________________________ 

Address:   ______________________________________________________ 

 
  
 

Volunteer Activity Information:  

This section must be completed by a representative of the organization where the person named above volunteers or does 
community service. Please fill in the information below.  

 

Name of the Organization: __________________________________________________________ 

Name of Representative: __________________________________________________________ 

Address:   __________________________________________________________ 

    __________________________________________________________ 

Phone Number:  __________________________________________________________ 

 

For the month of ______________, I certify that the person named above volunteered or performed community service for 
the organization I represent for _________ hours. The volunteer activity is: 

 

Ongoing 
  

One Time 
 

 

Signature of Representative: _____________________________ Date Signed: ___________________  
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