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FACILITY TIME SHEET

Therapist Name: _______________________

Month: _______________
[image: image2.emf] 

 

[image: image3.emf] 

  

    OT        PT         SP

Location of Service: _____________________
Time Sheet Codes

H – Holiday/ Closed     A – Provider Absent
	DAY OF WEEK
	DATE
	MORNING                        IN                  OUT
	AFTERNOON                             IN                 OUT
	TOTAL HOURS 

	 
	 
	 
	 
	 
	 
	 

	
	 
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 




       I hereby certify this report is accurate:    
Therapist signature: ________________________________
Total Hours: ___________________

Facility Authorization: (Please print and sign):
(must be to nearest ¼ hour)
Name: ____________________________________________

Signature: _________________________________________



CHECK ONE:


		1st to 15th


  	16th to 31st


�   	Last day of service	











☓ x
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All bills MUST be received by uploading through the NYTPS website by the 4th of the following month.








