
 

 

Overtime Claim Form  

Employee Name:    

Employee Number:  
Department:  

PLEASE NOTE: To ensure your form is processed in a timely and accurate 
manner, please provide ALL details as requested. 

Week Day  Date Start Finish Hours Charge To  

      

      

      

      

      

      

      

  TOTAL HOURS   

Employee's Signature:  Manager's Signature:  

 
 


