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Please Print Clearly

Client Name:

Employee Name:

Soc Sec # XXX-XX-
Classification: ORN OLPN OCNA OcsT /st O

Date Worked Unit /Floor:

Shift: 07am-3pm O3pm-11pm O11pm-7am O7am-7pm O7pm-7am
O other

CircleOne:  Monday Tuesday Wednesday Thursday Friday
Saturday Sunday

Time In: Time Out: Meal: (30 Min) Yes No
(60 Min) (Circle One)

Completed By Facility

Total hours Overtime
worked: Approved Yes No

| recognize the rights of MEDICAL STAFFING ~ NETWORK, INC. as the employer and agree not
to employ directly in any capacity the person named hereon without first providing MEDICAL
STAFFING NETWORK, INC. atleastninety (90) days written notice following the termination of this
assignment. | certify that the hours shown above are correct and that the employee performed
satisfactorily.

Signature of Authorized Client Only

| certify that the hours shown above represent my total hours worked and that they were properly
verified by the client or by an authorized representative. | also certify that | was not injured on
the above shift.

Employee Signature

PAY SLI' P MUST BE RETURNED TO MEDICAL STAFFING NETWORK, INC. WITHIN 7 DAYS

White - Employer « Yellow - Client « Pink - Employee 501



