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INA HealthCare  Time Sheet
1st Copy: Send once to INA HealthCare Limited - 2nd Copy: Leave with the Client - 3rd Copy: Keep for your records

Please either Upload your Timesheet by Monday 12PM:
Address:
G3 Suite,Gorleston,


 Great Yarmouth, NR31  7RA
Telephone:    07931463111 (Monday – Friday 10:00- 16:00)
DO NOT FAX YOUR TIMESHEET
Section 1: Please write your first name on the top line, your surname on the second line and the Client name on the third line. E.g. Hospital name
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Section 2: Please minus your breaks when totaling your hours worked & ensure you use the 24hr clock. If no break was taken, write NB in the space provided

Section 3: Please ensure your timesheet is fully completed and emailed to INA HealthCare  before Monday 12PM to secure payment on that week. Failure to do so may result in your payment being delayed and/or amended
	NURSE:
I declare that the information I have given on this form is correct and complete and that I have not claimed elsewhere for the hours/shifts detailed on this timesheet. I understand that if I knowingly provide false information this may result in disciplinary action and I may be liable to prosecution and civil recovery proceedings. I consent to this disclosure of information from this form to and by any INA HealthCare Ltd. authorized body for the purpose of verification of this claim and the investigation, prevention, detection, and prosecution of fraud.
	Name:
	Signature:

	
	Speciality:
	Date:

	AUTHORIZED BY: (SENIOR MEMBER OF STAFF)
I am an authorized signatory of the above named client. I am signing to confirm that the Job Profile Title and Band of Agency Worker and the hours/shift that I am authorising are accurate and I approve payment. I understand that if I knowingly provide false information this may result in disciplinary action and I may be liable to prosecution and civil recovery proceedings. I consent to the disclosure of the information from this form to and by any INA HealthCare ltd. authorized body for the purpose of verification of this claim and the investigation, prevention, detection and prosecution of fraud. I understand and agree to INA HealthCare  Ltd - A standard introductory fee will be charged if the Nurse is taken on full time or allowed to change agencies.
	Name:
	Signature:

	
	Position:
	Date:
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AGREED EXPENSES: (ATTACH MILEAGE FORM/RECEIPTS)�
�









