
CIIS CONSULTATION TIMESHEET 
 
Child’s Name:  ________________________ Month/Year:  _____________ 
Consultant’s Name:  _________________________________________________ 
 

 
 

SERVICE CODES 
 

Behavior Consultants RN Delegation Interpreters 
1.  Observation/Assessment A.  Assessment 26.  In-home 
2.  Training B.  Delegation 27.  Telephone 
3.  Phone Consultation C.  Care Plan 
4.  Documentation D.  Phone/MD Orders Reminder:  CIIS does  
5.  Interview E.  Specialized Protocols not pay for travel time,  
6.  Other – Specify F.  Other – Specify mileage, and/or supplies 

DATE 
 

SERVICE 
CODE 

TIME IN 
(AM/PM) 

TIME OUT 
(AM/PM) 

TOTAL 
HOURS 

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

TOTAL HOURS:  __________ 
 
____________________      __________    _____________________ __________ 
Parent Signature                 Date               Consultant Signature            Date 
 

REMINDER:  REQUIRED WRITTEN DOCUMENTATION MUST BE ATTACHED 
BEFORE PAYMENT OCCURS! 


