
Client and Healthcare Professional should retain a copy. PLEASE FAX A COPY TO SPECIALTY  718-225-9421

Hours Must Be Received by 5pm (EST)  every Monday to be paid that week. 

Please Call  the office to  confirm receipt 
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Authorized Client Signature:__________________________________Title: _________________________________________Date: ___________________________

Employee certifies by signing this that the hours shown above represent the total hours worked and were properly verified by the client or an authorized representative. 

Employee also agrees that no injury was sustained by me while working on assignment unless noted above. 

Client certifies that the Employee performed their duties correctly and in a satisfactory manner. 

Revised: 4/2012 Specialty Professional Services, Corp 


