											Individualised Funding
	Email: ifpayments@psn.org.nz Fax: (09) 835 0310
Fortnightly Timesheet


	Name of Client
	
	Name of Agent
(if applicable the person managing funds on behalf of the Client)
	

	Name of Employee
	

	Fortnight Ending Date
	

	
Week 1
	

Date
	Personal Care 
	Household Management 
	Respite
	
	
Week 2
	

Date
	Personal Care 
	Household Management 
	Respite

	
	
	Hours
	Hours
	Hours
	
	
	
	Hours
	Hours
	Hours

	Monday
	
	
	
	
	
	Monday
	
	
	
	

	Tuesday
	
	
	
	
	
	Tuesday
	
	
	
	

	Wednesday
	
	
	
	
	
	Wednesday
	
	
	
	

	Thursday
	
	
	
	
	
	Thursday
	
	
	
	

	Friday
	
	
	
	
	
	Friday
	
	
	
	

	Saturday
	
	
	
	
	
	Saturday
	
	
	
	

	Sunday
	
	
	
	
	
	Sunday
	
	
	
	

	
	Total Hours
	
	
	
	
	
	Total Hours
	
	
	

	Please note if your worker has taken any leave (annual, sick or statutory day), please write the type of leave they are taking next to the number of hours worked. 
When a worker works a public holiday please write “p/h worked” next to the hours – if this is not written these hours will be loaded as public holiday off.

	Please attach copies of receipts for expenses/claims listed below except mileage; record number of km travelled each journey and list these below along with the rate per km. Please choose where you would like the costs to be taken from i.e. (tick) PC, HM, Respite.

	Date
	Particulars
	Amount

	
	                                                                                                                    PC □          HM □            RESPITE □
	

	
	                                                                                                                    PC □          HM □            RESPITE □
	

	
	                                                                                                                    PC □          HM □            RESPITE □
	

	
	                                                                                                                    PC □          HM □            RESPITE □
	

	
	                                                                                                                    PC □          HM □            RESPITE □
	

	[bookmark: _GoBack]By signing below, I confirm that the above information is a true and accurate record of the services provided and those services were provided in compliance with the Whaikaha - Ministry of Disabled People policies and guidelines relating to Disability Support Services.

	Declaration by worker: I hereby verify that the hours on this timesheet were worked by me during the week shown above. 
	Signed:
	Date:

	Declaration by client: I hereby verify that the hours on this timesheet are a true reflection of the hours worked by my worker
	Signed:
	Date:
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