
ARIZONA DEPARTMENT OF HEALTH SERVICES

TRAVEL REIMBURSEMENT FORM for Non-State Employees

TO FILE FOR REIMBURSEMENT, PLEASE COMPLETE THE FOLLOWING (TYPE OR PRINT)

Name:  _______________________________________________________________________________________________________________________________

Employment Address: ______________________________________________________________________________________________________________________________

Identify Official Business Activity: ___________________________________________________________________________________________________________

Address or Place of Destination: ____________________________________________________________________________________________________________

Date & time Official Business Began/Ended at: _________________________________________________________________________________________________

REIMBURSEMENT FOR PER DIEM AND LODGING

     $__________   Meals (indicate number of each: Breakfast @  Please  CHECK STATE CAPS /ea__________; Lunch@ $CHECK STATE CAPS/ea__________; Dinner@ $check state caps /ea__________)

      $__________   Motel/Hotel reimbursement (receipt required) Please check state CAPS for the hotels
      $__________   Full Per Diem allowable for business activity (amount computed by ADHS)
      $__________   Conference Registration Fees Reimbursement (Copy of Conference Brochure, Registration Form and Receipt or Cancelled Check required)
      $__________   Total Amount

REIMBURSEMENT FOR TRANSPORATION EXPENSES BY PERSONAL VEHICLE –CURRENT STATE MILIEAGE IS .445 CENTS PER MILE. The state cannot pay over this per mile.

Driver’s License Number   _________________Not Needed___________________                 Vehicle License Number __________________________

      Important:  Indicate every departure address and arrival point address.


ACTUAL DEPARTURE POINTS




ACTUAL ARRIVAL POINTS

DATE 
   DEPARTED FROM
          TIME
                ODOMETER

  DATE
   ARRIVED AT
            TIME
         ODOMETER
___________________________________________________________

_________________________________________________________________

___________________________________________________________

_________________________________________________________________

___________________________________________________________

_________________________________________________________________

___________________________________________________________

_________________________________________________________________

___________________________________________________________

_________________________________________________________________

___________________________________________________________

_________________________________________________________________

Total miles claimed: _________________

Reimbursement rate XXXXXXXXXXXXXXXmile
$____________________
Total mileage reimbursement claimed:
$______________


$ _______________________

Parking fee (receipt required)

$ _______________________

TOAL CLAIMED

I hereby certify that all items of expenses included in the above were necessary in discharging the official business of the Arizona Department of Health Services.  I also certify that the distances for which reimbursement is requested were actually traveled on the dates specified; no part of the travel expenses listed above have been paid or previously claimed against the State of Arizona, my employer or other reimbursing entity.  I declare under penalties of perjury that I have rendered accurate, true and correct information on this form and also herby certify that to the best of my knowledge and belief, this information represents a valid claim for reimbursement of travel and/or subsistence expenses.


Claimant’s Signature


Date


DHS Program Approval
Date
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