
                                                         DIRECT HOME HEALTH CARE, INC.

       1622 Park Avenue South Minneapolis, MN 55404 TEL (612) 870-8256 FAX (612) 870-1968

  COMPANION SERVICES TIMESHEET       

(MM/DD/YY) (MM/DD/YY) (MM/DD/YY) (MM/DD/YY) (MM/DD/YY) (MM/DD/YY) (MM/DD/YY)

     Time in AM AM AM AM AM AM AM

 (circle AM/PM) PM PM PM PM PM PM PM
     Time Out AM AM AM AM AM AM AM
 (circle AM/PM) PM PM PM PM PM PM PM

Daily (Total Hours) HR HR HR HR HR HR HR

Total hours    

      This Time sheet                          
                              Hours

Acknowledgement and Required Signature

After the employee has documented his/her time, the recipient must draw a line through any dates and time he/she 

did not receive services from the employee. Review the completed time sheet for accuracy before signing. It is a federal crime to

provide false information on billings for Medical Assistance payment. Your signature verifies the time and services entered

above are accurate and that the service was performed.

RECIPIENT NAME(first, m, last) MA MEMBER OR D.O.B       Recipient/ Responsible Party Signature DATE

     Employee (first, m, last)          NPI/UMPI          Employee Signature DATE

Comments or concerns:____________________________________________________________________________________

Dates of Service            
(in consecutrive order)

Phone Number:         -          -Dates /Location fo Recipient stay in hospital/Care facility/Incarceration:


