
STIC CDPA Program Personal Assistant Time sheet 
Timesheets are due by 7am Monday 

STIC, 135 East Frederick Street, Binghamton, NY 13904 
Check Box to have an additional supply of time sheets mailed or call 607-724-1111 

 
Consumers Name:__________________________________Payroll Week:___________ to __________  
 
 Personal Assistant Name (please print)       Date Worked Start Time End Time       Hours   Type* 

                 

                 

*Type Code: V-Vacation  S-Sick  H- Holiday J-Jury Duty FH-Floating Holiday 

Personal Assistant Attests: by my signature, I certify that I have followed the procedure for completing this time sheet and I have provided 

Personal care services as directed on my work agreement based on the care plan developed by the county DSS. I attest that I have 

accurately recorded my time on this timesheet ant the beginning and end of each shift I worked and that no hours are being claimed while the 

consumer was hospitalized or in a nursing or rehab facility. I attest that I have signed each page of this timesheet at the end of the wee. I 

understand that this is a Medicaid funded program and that these hours will be billed to Medicaid. I understand that the Federal False Claims 

Act (31 USC 3729-3733) imposes liability of any person who submits a claim to the federal government that he or she knows (or should 

know) is false. Social Services law 366-b provides that any person who, with the intent to defraud, presents for payment a false or fraudulent 

claim for furnishing services, knowingly submits false information to obtain greater Medicaid compensation is guilty of a Class A 

Misdemeanor. I understand that recording time that I did not work, or failure to follow any of STIC’s policies may result in my ineligibility to 

provide program services, repayment to STIC for fraudulently billed hours, and / or criminal prosecution. 

__ _______________    _ ___     __________ _______________________    __________     ___________      
Personal Assistants Signature         Date Total Hours  Personal Assistant Signature Date  Total Hours 
      Per page       Per Page 
 

_______________________    __________     ___________ _______________________    __________     ___________ 
Personal Assistants Signature Date  Total Hours  Personal Assistant Signature Date  Total Hours 
      Per page       Per Page 
 

_______________________    __________     ___________ _______________________    __________     ___________ 
Personal Assistants Signature Date  Total Hours  Personal Assistant Signature Date  Total Hours 
      Per page       Per Page 
 

_______________________    __________     ___________ _______________________    __________     ___________ 
Personal Assistants Signature Date  Total Hours  Personal Assistant Signature Date  Total Hours 
      Per page       Per Page 
 
Consumer Attests: by my signature, I swear that I have reviewed this time sheet and it accurately records the personal care services I have 
received on the dates indicated above. I attest that the services I received were provided as directed on my county DSS care plan and that 
no hours were worked during any part of a hospitalization or while I was in a nursing or rehab facility. I understand that falsification of time 
sheets or failure to follow any of STIC’s policies may result in ineligibility of my personal assistant to provide program services, repayment of 
fraudulently billed hours and my removal form the program. I may also be subject to criminal persecution.  
 

___ ________________________________    _____________________ 
  Consumer Signature       Date 


