
;1 0 [round the Cloch 
Healthcare Services 

J  64 7 "Staffing .. wherever healthcare is provided. " 

cuenrr# DATE D 
OFFICE# CK# D 

PRINT CLIENTS NAME 

PRINT YOUR NAME 

CLASSIFICATION SOCIAL 
SECURf1Y# 

TIME IN AND TIME OUT MUST BE ACCURATE AND MATCH CLIENT RECORDS. 

DAY DATE AREA TIME 
STARTED 

TIME 
FINISHED 

LESS 
LUNCH HOURS MILES CLIENT 

APPR'VD 

SUN 

MON 

TUES 

WED 

THURS 

FRI 

SAT 

TOTAL MILES TOTAL HOURS 
NEAREST 1/4 HOUR 

ALL PERSONNEL CERTIFY THAT THIS FORM IS TRUE AND ACCURATE. 
During this pay period, if you sustained an accident or injury while 

working on assignment, please check "Yes" > > > > > > Yes 
(Before Signing Please Read -Conditions On Bac ) 

YOURSIGNATURE 

CUENTSAUTHORIZED 
SIGNATURE 

White: Local Office Yellow: Client Pink: HCA Rev. 10/2012 
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