
 2351 Honolulu Ave, Montrose, CA 91020 
 Tel: 818-241-4444  Fax: 818-241-4443 

 Per Diem Agreement 

 CLINICIAN INFORMATION  DATE: 

 Full Address:  Full Name:  Rate:  CHHA[X] 
 Flat Rate $40 

 Phone: 

 E-Mail: 
 Mileage: Not reimbursed 

 COVERAGE LOCATIONS  NOT-DESIRED LOCATIONS 

 SPECIAL SKILLS  Examples: Housekeeping, Communication, Nutritional Knowledge 

 MONDAY  TUESDAY  WEDNESDAY  THURSDAY  FRIDAY  SATURDAY  SUNDAY 

 BASE 
 AVAILABILITY 

 We require 2 week notice to change your base schedule to safely redirect patients.  *See field employee standards handbook for details* 

 NAME (Print) 

 Make sure you have read and understood  TITLE 
 the payroll & route sheets documents & explanation 

 SIGNATURE 

 This is a confidential document that is privileged and legally protected. You are not authorized to share, copy or disclose the contents of this document. 
 This document is intended for informational purposes only and does not constitute legal, accounting, or tax advice, nor does it create an attorney-client relationship. 
 The information provided here was based on certain federal and state statutes and does not encompass all applicable requirements or other regulations that may 
 exist, such as local ordinances or case law. 
 Version 1.1  Revision Date Oct1,2022 
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