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CLIENT FEEDBACK ONLY: On a Scale of 1 (POOR) to 5 (EXCELLENT) please circle to accrue
Clinical Skills-1 2 3 4 5 Patient & Other Record Management - 1 2 3 4 5 Organisational Ability - 1 2 3 4 5
Communication Skills- 1 2 3 4 5 Relationship with Patient & Others - 1 2 3 4 5 Punctuality- 1 2 3 4 5

The hours shown above are true declaration of the hours | worked  [FciilcIelale e

Client Notice: We certify that the above staff has attended his/her assignment with us at the stated times and to our
satisfaction. We agree to be bound by the policy and procedure as well as Terms and Condition of Gifted Workforce Solutions.

STAFE NOTICE: PLEASE SUBMIT (SIGNED/DATED TIMESHEET) AND RETURN TO THE OFFICE BY OF EVERY
WEEK FAILURE TO DO SO WILL RESULT TO LATE PAYMENT.




