Can nAAD 4L AADS No.
Jul 230 2008 1:20PM

Ambassador Healthcare

Payroll Manual Check Request
DATE: :

FACILITY;
EMPLOYEE NAME:

REASON FOR REQUEST
MISSED HOURS
Hours missed by facility
Hours missed by employee
Other (please specify)

TERMINATION
Voluntary
[nvoluntary
Date of Termination

HOURS
Type Hours Rate Gross
Regutar X
Overtime X
Shift Diff, X
Haliday X
Vacation X
Qther (specify) X
DOLLARS
Type Amount
Bonus
Retro
Insurance
Other (specify)
SIGNATURES
Business Office ' Administrator

PLEASE FAX TO: (840) 464-0580




