Bi-Weekly Time Sheet

	Employee:
	Social Security Number:

	Position:
	Hourly:

	Employer/Medicaid Number:
	Employer Date of Birth:

	Pay Period:  From:
	To:


	Day
	Date
	Start
	Leave
	Return
	Leave
	Return
	Leave
	Hours Worked
	Description of Activities Performed

	Saturday
	
	
	
	
	
	
	
	
	

	Sunday
	
	
	
	
	
	
	
	
	

	Monday
	
	
	
	
	
	
	
	
	

	Tuesday
	
	
	
	
	
	
	
	
	

	Wednesday
	
	
	
	
	
	
	
	
	

	Thursday
	
	
	
	
	
	
	
	
	

	Friday
	
	
	
	
	
	
	
	
	

	Saturday
	
	
	
	
	
	
	
	
	

	Sunday
	
	
	
	
	
	
	
	
	

	Monday
	
	
	
	
	
	
	
	
	

	Tuesday
	
	
	
	
	
	
	
	
	

	Wednesday
	
	
	
	
	
	
	
	
	

	Thursday
	
	
	
	
	
	
	
	
	

	Friday
	
	
	
	
	
	
	
	
	


All time recorded on the time sheets needs to be documented to the nearest quarter hour.  Time cards must be received by the Financial Management Service within 30 days of the last day of service provided.

Description of all activities performed during this time period (this section is to be completed by the employee):

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
Satisfaction Report for Bi-Weekly Time Period


1.
Did the employee arrive on time for work as expected?

 FORMCHECKBOX 
  Never
 FORMCHECKBOX 
  Seldom
 FORMCHECKBOX 
  Sometimes
 FORMCHECKBOX 
  Usually
 FORMCHECKBOX 
  Always


2.
Did the employee perform the job in a respectful and courteous manner?

 FORMCHECKBOX 
  Never
 FORMCHECKBOX 
  Seldom
 FORMCHECKBOX 
  Sometimes
 FORMCHECKBOX 
  Usually
 FORMCHECKBOX 
  Always


3.
Did the employee provide you with a high quality of service?

I certify that the person whose name appears on this time sheet has worked the time indicated above. 

________________________________________
________________________________________

Employee’s Signature
Employer’s Signature

________________________________________
________________________________________

Date
Date

470-4429  (1/07)
Iowa Department of Human Services

470-4429  (1/07)
Iowa Department of Human Services

