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SAN MIGUEL COUNTY

OUT-OF-STATE TRAVEL FORM
Traveler:
     






Fund:       
Destination:
     






Department:      
Justification:
     
	Anticipated Departure





Date:        Time:      


From:       


Anticipated Return
Date:      Time:      
From:      

	Actual Departure
Date:        Time:      


From:       
Actual Return
Date:       Time:      


From:      


Mileage








Anticipated 

Actual

Private ($.55 per mile x      _miles)





$     


$     
County Car (*If No, see below)






 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
Commercial Plane (Req. #     )






$     


$     
Per Diem

For meal money when occasional or irregular travel extends the normal work day and overnight lodging is not required

a) Less than 2 hrs = none

b) 2 but less than 6 hrs = $12.00

c) 6 but less than 12 hrs = $20.00

d) 12 but less than 24 hrs = $30.00






$     
$     
For overnight travel for each 24 hour period where overnight lodging is required.

a) Out-of State = $115.00







$     
$     
For a partial day following a 24 hour period where overnight lodging is required.

a) Less than 2 hrs = none

b) 2 but less than 6 hrs = $12.00

c) 6 but less than 12 hrs = $20.00

d) 12 but less than 24 hrs = $30.00






$     
$     
Other Costs 
Registration Fee, etc. (Attach receipts)



$     
$     
Total Cost of Trip







$     
$     
Amount of Advance Requested





$     
$     
Amount Due to/From Employee 

(80% advance as per DFA Rule 95-1.  20% reimbursement upon return)

$     
$     
	Vehicle                                                                                                          Begin                                     End                                       

License No.:                      Model:        Year:           Odometer       Odometer     
Requesting       miles further than destination due to (justification) :      
      


*If use of personal vehicle is required, please justify:      
Employee’s Signature: ____________________________________    Date:   /  /    
Supervisor  Signature: ____________________________________    Date:   /  /    
	 Approvals      
	Anticipated                                   Date
	Actual                                                      Date

	 Supervisor
	  /  /    
	  /  /    

	Finance
	  /  /    
	  /  /    


*Reimbursement in excess of stated per diem will require prior approval by Supervisor. An estimate of actual cost should also be documented on form.
