Bloforce

—-Timecard

Please complete, print, sign, and fax to 617.969.1049 by 2:00 PM on Tuesday.

Last Name:

First Name:

Client Company:
Office Location:
Reporting Manager:

Manager Phone Number:

(example: 8.0)
Week Ending Date Mon Tue Wed Thu Fri Sat Sun Total

Have you completed your assignment? Yes No If yes, date of completion:

Bioforce Solutions Contractor:
| certify that | have worked the hours listed on the time card. While on this assignment, | have not had any work related injuries or
illnesses that | have not reported to Bioforce Solutions.

Signature: Date:

Authorized Client Representative:

CLIENT NOTICE AND VERIFICATION: The undersigned, as agent for the client company, certifies that the Bioforce Solutions
contractor named herein worked acceptably the hours noted on this card. The payment of these hours is subject to the terms and
conditions of the Consulting Services Agreement signed by the client and Bioforce Solutions.

Title:

Signature: Date:

FAX TO: 617.969.1049



