EDWIN FAIR COMMUNITY MENTAL HEALTH CENTER

REQUEST FOR MEETING EXPENSE

[   ] REIMBURSEMENT

[   ] ADVANCE**
**All advances require pre-approval from Supervisors/county Administrations @ $30/day.

**All advance requests shall be accompanied with an Employee Leave Request.

Name: ________________________________________
Date of Request: _________________________

Meeting: _______________________________________________________________________________

Place of Meeting: _______________________________
Date(s) of Meeting: _______________________

IS THIS AN OVERNIGHT TRIP:      YES      NO      (Circle One).
     If YES, submit original meal tickets.

** ADVANCES:  ORIGINAL RECEIPTS must be turned in and submitted within (10) days after meeting to Accounts Payable.  Any advances that were not documented within the days allowed will be deducted from the next advance, mileage, expense reimbursement, or payroll.  Please inform Accounts Payable for extension.

**  TO GET A REIMBURSEMENT:  ORIGINAL RECEIPTS must be attached to the back of this form.  Any request  for reimbursement will be returned and will not be processed for payment unless properly documented.

**  AUTHORIZATION:  I authorized Edwin Fair CMHC, Inc. to deduct from my next advance, mileage or expense reimbursement, or withheld from my payroll any outstanding advances if I failed to submit the original receipts, after the allowed number of days.

Signed: _____________________________________________

Employee  (Signature Required for Issuance of Check)
STATEMENT OF EXPENSES:  (Enter $ amounts in spaces provided)

	Date
	Registration Fees

(not pd in adv)
	Lodging
	Meals

(if overnight)
	Air Fair  /

Auto Rental
	Parking /

Tolls
	Total

$$$

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


MILEAGE (A) OR (B):

A) ODOMETER READING


                         TOTAL (from above)
$______________

From _____ to _____ TOTAL _____
From _____ to _____ TOTAL _____     MILES x REIMBURSEMENT RATE ________ =  $_____________

From _____ to _____ TOTAL _____

B) CALCULATED MILES _______


                        TOTAL EXPENSES  $_____________





                                                LESS:  ADVANCES (Prior)  $_____________




        NET AMOUNT OF [  ] REIMBURSEMENT  [  ] ADVANCE  $_____________




Requested by: ___________________________________
Date:_________________




Approved By:___________________________________
Date:_________________
