[image: image1.jpg]uuuuuu




SCHOOL OF EDUCATION
TRAVEL EXPENSE FORM FOR SUPERVISION OF FIELD EXPERIENCE
Name:
 








Date:





Address:







  (address where check will be sent)
	DATE
	FROM
	TO
	Kilometers
	Breakfast
	Lunch
	Dinner
	Hotel* 

Receipts Required

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Totals
	
	Number
	
	
	
	
	

	Rate
	
	Rate
	$.37
	$8.00
	$12.00
	$20.00
	

	Claim
	
	Claim Amount
	
	
	
	
	

	
	
	TOTAL CLAIM
	
	


Signature of Claimant:
                                                                                           

Approved by Walter Duggan, Coordinator of Field Experience  






Approved by Andrew Foran, Chair Bachelor of Education Program







Charge to School of Education Account Number 62207-6044


Revised October 2008
