
[image: image1.png]


Print Name & Title:      
________________________________________________
Client/Hospital:      
________________________________________________
     




     
Dept./Unit & Shift: ____________________Date Worked: _________________________

   (Please fill out a time sheet for each shift)

     



     





     
In: _______ AM - PM (Circle One) Out: ______ AM - PM (Circle One) Total Hrs Worked: ________
Monday        Tuesday         Wednesday         Thursday         Friday       

 Saturday          Sunday       (Circle One or enter day)
Meal Time: 30 Min.  60 Min.  (Circle One or enter 30 or 60)
     
PLEASE OBSERVE THE FOLLOWING GUIDELINES:

1. Please take this form with you to the department you are assigned.

2. This form must be returned to Critical Solutions Medical Staffing upon the completion of your shift. Please fax this form to (706) 722-3606 or bring this form to us. We will not be responsible to pay you for time that is not submitted to us using this process.

I certify that the hours shown above are correct and that the contracted staff performed satisfactorily.
Signature of Authorized Client: ___________________________________________
I certify that the hours shown above represent my total hours worked and that they were properly verified by the client or by an authorized representative. I also certify that I was not injured on the above shift.
Staff Signature: ___________________________________________________
You must leave a duplicate copy of this timesheet with the Client.
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