
Number of no meal breaks Number of days roster >8 consecutive
Number of occasions when there are not at 
least 8 consecutive hours off duty. Please also 
highlight where this has occurred

Payroll use only 

Description Code Hours Cost centre/rate/class

Ord hours sal

Casual hours c120

Casual hours c120

PH not worked Phol

Sick sic

Annual leave ann

LSL taken lsl

LWOP lwoP

Special leave w pay slwP

R o/time 150 R150

R o/time 200 r200

R o/time 250 R250

NR o/time 150 oT15

NR o/time 200 oT20

NR o/time 250 oT25

R OT >110 hrs oTMP

Call 150 cb15

Call 200 cb20

Call 250 cb25

Pen 15% Po15

Pen 25% Po25

Pen 50% Po50

Pen 75% Po75

Pen 150% h150

No meal break <76 PM50

No meal break OT MP50

Contin days >8 co50

Contin >8 OT cD05

No 8hr break OT oT05

PC50 PR50

PC100 X100

PC175 X175

On call high a155

On call low a156

Meals high a144

Meals low a145

Phone calls a387

Term TlsM

Rostered hours 
(time worked)

On call 
(RC/RP)

Non rostered hours 
(outside rostered hours)

Authorised 
non-rost OT/

non  
meal break/
continuous 

daysDay
Date 

(dd/mm/yy)
Cost 

centre On Off On Off On Off
Hours 

worked
Cost 

centre On Off

Non 
rostered 

hours 
worked

Sat

Sun

Mon

Tue

Wed

Thur

Fri

Sat

Sun

Mon

Tue

Wed

Thur

Fri

Total hours Total hours

Medical practitioner timesheet

Mental Health Service

Employee number: .........................................................................................................

Pager/extension no:......................................................................................................

Note: All call back hours are to be recorded on the back of the timesheet

..........................................................................................................................................  
Employee signature

..........................................................................................................................................  
Certified correct signature

..........................................................................................................................................  
Name and title of certifying officer

Name: .......................................................................................................................................................................
 Surname  Given

Location: ...............................................................................................................................................................

Classification: .................................................................................................................................................

Please note
Your timesheet must be authorised by a delegated officer, then forwarded to 
Payroll Services by the designated time or payment cannot be guaranteed.

Leave
All Leave must be applied for via the appropriate leave application.  
For payment to be guaranteed (planned leave only) leave form must be 
submitted to Payroll Services four weeks prior to the commencement of leave.

Reviewed May 2009



R
ecall reco

rd

D
ate 

recalled
P

atient or reason for attendance  
(full nam

e and unit num
ber)

R
ecall initiated by  

(nam
e &

 position)
W

ard/ 
hospital

R
ecall tim

e

C
ost 

centre

Tick one colum
n

S
tart

Finish

A
ctual 

hours of 
recall

P
rox 

recall
R

em
ote 

recall

R
eco

rd
 o

f telep
h

o
n

e calls (w
ith

o
u

t recall) an
d

 telem
ed

icin
e

D
ate

Telep
h

o
n

e calls 
Telephone call received w

hich did not result in a recall for each on call period
D

ate
Telem

ed
icin

e


