
Clinical #: 

Name: _____________________________________ Date: __________________ 

   Requested by:      _______________________    __________________________  
 Print Name    Signature 

For Office Use Only: 

__________________           _____________________  ________________________ 
Program Coordinator           Principal        Business Manager 

Clinical Rate: $45.00 

Hours:         

Amount: ______________      Account # __________________________ 

Date Start Time End Time Total Hours Supervisor 
Initial 

Clinical Site 

Clinical Time Sheet 
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