Healthcare Placemenrt Services

I
Contractor Name: Specialty:

WEEKLY TIMESHEET/ INVOICE:

Department: Social Security # (Or Tax ID #):
Facility Name: Mailing Address:
Period From: To:
Date:
Day: MONDAY TUESDAY | WEDNESDAY | THURSDAY FRIDAY SATURDAY | SUNDAY
Day Shift Start Time XXXXXXXXX
(8:01AM-4:00PM) Lunch XXXXXXXXX
LUNCH 30 MIN Finish Time XXXXXXXXX
Modality XXXXXXXXX
Evening Shift Start Time XXXXXXXXX
(4:01PM-12:00PM) Lunch XXXXXXXXX
LUNCH 30 MIN Finish Time XXXXXXXXX
Modality XXXXXXXXX
Night Shift Start Time XXXXXXXXX
(12:01AM-8:00AM) Lunch XXXXXXXXX
LUNCH 30 MIN Finish Time XXXXXXXXX
On Call On Call Hours XXXXXXXXX
Call Back IN TIME XXXXXXXXX
Call Back OUT TIME [ XXXXXXXXX
Modality XXXXXXXXX
Actual Hours XXXXXXXXX
TOTALS: On Call Hours XXXXXXXXX
Call Back Hours XXXXXXXXX
/7 ////////////;/;/;/;/;/;;/;/;/;/;/;;;/;/;/;/;/;/;;/;/;/;/;;;/;/;/;/;/;/;/;/;/;/;/;;/;/;/;/;;/;/;/7/;/;/7/;;/;/;/7//;;;/;/;;/;/7/;/;/;/7/;/;;/7/;/;/;;;/;/7/;
***Please round hr to every 1/4 hr. FINAL TOTALS:|Actual Hours Contractor Signature: Date:
***Please use different invoice per hospital On Call Hours
***PLEASE PUT YOUR START TIME AND END TIME Call Back Hrs.
IN THE APPROPRIATE SHIFT BLOCK (IF YOU START AT Total Hours Client Facility Signature: Date:

8AM AND END AT 5PM: YOUR START TIME GOES IN THE DAY SHIFT
AND YOUR END TIME GOES IN THE EVENING SHIFT

Paramount Healthcare Placement Services
2570 BLVD OF THE GENERALS
BLDG 200, SUITE 220
NORRISTOWN, PA 19403
PH: (866) 831-1391

FX: (610) 854-3786



