
 1112 HIGH STREET 
P.O. BOX 186 

DEDHAM, MASSACHUSETTS  
02027 

PHONE:  781-326-2473  
FAX:  781-251-0874 

EMAIL:  tec@tec-coop.org             
www.tec-coop,org 

ABA Services Time Sheet 
 

Therapist Name______________________        Period Ending ______________________ 
Student Name ________________________       Student Town ______________________ 

Date 
(circle) 

Day of 
Week 

Scheduled 
Shift (i.e. 2pm 
-4pm) 

Shift Completed 
(mark with X) 

PC: parent cancellation 
TC: therapist cancellation 
MU: make up session 

Parent Signature Number of Billable 
Hours 

1 16   
 

    

2 17   
 

    

3 18   
 

    

4 19   
 

    

5 20   
 

    

6 21   
 

    

7 22   
 

    

 
8 

23 
 

      

 
9 

 
24 

      

  
10 

 
25 

      

11 26  
 

     

12 27  
 

     

13 28  
 

     

14 29  
 

     

15 30 
31 

 
 

     

 Total  Hours to be Paid __________ 
 
                                         ------------------------------------------------------- 

Therapist Signature 
 

______________________________                                  ______________________________ 
Behavioral Services Coordinator                                       Administrator of Student Services 
 
 
 Please submit to: Payroll Dept at TEC 

P.O. Box 186, Dedham, MA 02027 Fax 251-0874 or 0692 


