
CAREGIVER MONTHLY TIME SHEET For month of: 

Employer (Member) : Phone: 

Employee (Caregiver) : Phone:

Was the Employer hospitalized during anytime this month?   □ Yes   □ No

Date Admitted: ____________________        Date Discharged: _______________________

(PLEASE PRINT)

(PLEASE PRINT)

(MONTH/YEAR)

Does the caregiver live with the member?   □ Yes □ No
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Total:

Employer Signature: Date:

Employee Signature: Date:

 18000 West 9 Mile Rd. - Suite 360 - Southfield, MI 48075 - Phone: (313) 963-8383 -Fax: (313) 879-5260 - Email: fax@metrosolutions.us 

By signing below, I certify that the information above is accurate and true and does not include hours the employee did not work when the employer was hospitalized, 

and/or for services the employee did not provide. I understand that claiming hours not worked, when the employer was hospitalized, and/or for services that were not 

provided is Medicare/Medicaid fraud, and is a felony under law. I agree to allow Metro HCBS to deduct from subsequent earnings all overpayments issued to and 

received by the employee. I further understand that Metro HCBS cannot pay the employee more than the total units authorized by the Waiver Agent and/or the 

employer's Health Insurance Provider. 

Check the boxes of all duties performed 
(Drawing lines are not acceptable) Time Out
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