
Global Home Care Inc.                                Hospitalization 
1001 Twelve Oaks Center Drive, Suite 1018, Wayzata, MN 55391          
Ph: (763) 210-1414    Fax (651) 925-0423    Email: office@globalcaremn.com                        Admit Date: ________________ Discharge Date : _________________  
       

IHS WORKER  TIME  CARD      Total hours for 2 weeks: _______ 
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Acknowledgement and Required Signatures 
After the HIS worker has documented his/her time and activity, the recipient must draw a line through any dates/times he/she did not receive services from the HIS worker. Review the 
completed time sheet for accuracy before signing. It is a crime to provide false information on IHS billings for Medical Assistance payment. By signing below, you swear and verify the time 
and services entered above are accurate and that the services were performed by the IHS worker listed below as specified in the IHS Care Plan. 
 

Recipient Name   (First, MI, Last) 

 
Recipient / Responsible Party Signature Date 

 
 

I certify and swear under penalty of law that I have accurately reported on this time sheet the hours I actually worked, the services I provided, and the dates and times worked. I understand 
that misreporting my hours is fraud for which I could face criminal prosecution and civil proceedings. 
 

IHC Worker Name   (First, MI, Last) 

 
HIS Worker Signature Date 

 
 


