CLAIM FORM - LAB TUTOR SUPPORT SERVICES

   Hourly Intermittent Employee

· Services to Students With Disabilities (SSWD), CSU, Sacramento, LSN 1008,  (916) 278-6955 / TDD 278-7239

Services for the period of Month_____________________________________Year: _____________

Check one:   Spanish 10 ______        Writing Skills ____     Study Skills _____ 

          Math Skills _____     WPE____     ELM____     Other Skills (Please specify) __________________

CLAIM PRESENTED BY: __________________________________________________________ 

TELEPHONE: _________________________  Sac State ID: ____________________

STUDENT(S) SERVED: 

1. NAME 




            Sac State ID
 

2. NAME 




            Sac State ID

 



3. NAME 




            Sac State ID

 



4. NAME 




            Sac State ID

 



5. NAME 




            Sac State ID 

6. NAME 




            Sac State ID

 



7. NAME 




            Sac State ID
8. NAME 




            Sac State ID
    *Report fraction of hours as tenths as shown (Minutes/Tenths):         1-6 / .10       7-12 / .20       13-18 / .30

19-24 / .40       25-30 / .50        31-36 /. 60      37-42 /. 70      43-48 / .80      49-54 / .90       55-60 /1.00
DATE / HOURS WORKED / DAILY TOTAL  

Example:     1   9:00-11:00 / 2.0 (hrs)  

1 ______________     2______________    3_______________   4______________   5_____________

6 ______________     7______________    8_______________   9______________   10____________
11 _____________     12_____________    13______________   14_____________   15____________
16 _____________     17_____________    18______________   19_____________   20____________

21 _____________     22_____________    23______________   24_____________   25____________
26 _____________     27_____________    28______________   29_____________   30____________

31 _____________
TOTAL HOURS: ________       HOURLY PAY RATE   $_______      TOTAL $_____________

I hereby certify that the services itemized on the foregoing statement were rendered by me personally and that this bill is presented for time spent as designated, and no other charge is being made for these same hours.

X

Signature of Employee/Claimant


 
                  Date
  

X






 
Signature/Approval of Staff





     Date


