Northern New Mexico Quality Care
MI VIA STAFF TIME SHEET
                                                                                                                                                             From: ________To:_________

                                                                                                                                                                       (Saturday)            (Friday)

Employee Name: _____________________________________ Person Served: _________________________________________

                                        (Please Print)

PLEASE CHECK ONE ONLY                                                                                                                                 

 ( Substitute Care    ( Community Direct Support Navigation     ( Customized In-Home Support     
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Staff Signature: ________________________________ NNMQC Supervisor Signature________________________________
* Area for Accounting Office Only
	Date Received: _________________Received By:__________________________ Contact Logs:       (yes  ( no    
Comments:                               

Date Accounting Office Received_______________________________________


