
SOH501824-0001 

~Cllent / Hospital Address 

Shift Code:    t = General 

7 = Call Qut 

-’’ Day Date Year 
Month 

2 = Gedatrio 3 = Psychiatric 4 = Specialist S-c~l~r. Shift 6 = On Call.Shift .... in Cl:la_rge I~ y l~ N 

8 = Sitter Shift 9 = Acute & Pdmary 0 = Acute Child Specialist A= ICU B = Rental C" = Midwifery 

Hours Worked Meal Break Meal Break Total Hours Shift Codes 
Start ~ Finish Start ~ Finish Hrs Mins Claimed Grade See Above 

Financial Code (Client use only) 
Booking Refel;~iice Number Ward Signature or Ward Stamp 

.. Please. Check tire FollowiFig 

1. The shift details claimed on this 

lime.sheet are correct. 

2. The total hours claimed are correct 

and the breakdown of those hours 

3. Do you need an internal timesheet? 

E]YES 

4. Your timesheet has been signed by 

an authorised person in th~ Client 

Authorisallon box. 

5. You have stated the ward/unit worked on. 

~ " T~I 

CLIEN!UTHORISATION (MUST BE COMPLETED) 

TOTAL HOURS TO BE PAID - IN WORDS 

~o be complet~byClient only) - DO NOT USE HYPHENS,BE~EEN WORDS 

MINUTES ~ ~ L~ [~] [~J [~] 1"~] ~] ~ ~ ~ ~2~ ~ ~’~"-""’I ........ 
Fi ................. i f .................... I r .................... r-i ................ 

Please give you~-comments including the pemons clinical pe#o~ance dudng the shi~(s) ._ 

(~) ~w.Satisfactow ~ Sati~ow ~ Unsati~ow Please 

if unsa6~a~ow, p~se ~ntact the ]o~1 branch to discu~ training ne~s. 

.. ~.,~ -. .,, ,-: ........ ,. 

; It isthe responsibllli176f the Member to ensure this 

time.sheet is correct and complete before leaving the clianL 

* Timesheets must be submitted within two weeks of 

completing shift. 

~ -77 7"] i ............... ; ............. f._._...~ 

-, _              . 
Name:"L____~ ..... -I~-8~~-~: ............ 

Posilion; E [~- ~ 

Client Copy 

Agenc~ Member Signature 

I ........... j ........... ....... L-L 


