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HARRIS MEDICAL ASSOCIATES

PROVIDER TIMESHEET

	PROVIDER NAME:
	

	CLIENT NAME:
	
	CLIENT #:
	

	WORKSITE NAME:
	

	WORKSITE ADDRESS:
	

	WEEK BEGINNING:
	
	WEEK ENDING:
	


	
	DATE
	TIME IN
	LUNCH OUT
	LUNCH IN
	TIME OUT
	CALL BACK TIME IN
	CALL BACK TIME OUT
	TOTAL HOURS
	# OF MILES
($0.55/mile)

	SUN
	
	
	
	
	
	
	
	
	

	MON
	
	
	
	
	
	
	
	
	

	TUE
	
	
	
	
	
	
	
	
	

	WED
	
	
	
	
	
	
	
	
	

	THU
	
	
	
	
	
	
	
	
	

	FRI
	
	
	
	
	
	
	
	
	

	SAT
	
	
	
	
	
	
	
	
	


	PROVIDER SIGNATURE:
	










	CLIENT SIGNATURE:
	











NOTE:  Insurance is provided only for hours involving patient contact for both regular and on call hours. This sheet must be completed and signed by BOTH the provider and the client.  It must be faxed on Monday of each week during the assignment in order for the Provider payment to be processed.   Please fax to: ACCOUNTING DEPARTMENT – FAX # (770) 495-0409
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