MISSOURI DEPARTMENT OF HEALTH AND SENICR

I T H

SERVICES DOCUMENT NO.
WENDOHR N ([SOCIALSECURITY MO
S MONTHLY EXPENSE REPORT DIRECT (ACH) Face
EMPLOYEE NAME [LAST, FIRST) AGENCY (CHECK)
[ HOoME (CHECK) D — OF
HOME ADDAESS IOnly neaded if HOME [CHECHK) is markad) DEPARTMENT/DIVISION OR INSTITUTICON
[OFFICE ADDRESS [WIORK PHOMNE MO LMNIT/COUMTY
RET | TRAvEL i BUSFR/
DATE FROMTO & PURPOSE e | ormow- | 7 MILES BREAKFAST LUNGCH DINNER LODGING AIR - GAR mMisc.* TOTAL
E RNTLEXP
TOTALS OF ABOVE »
TOTALS FROM OTHER PAGES »
TOTAL STANDARD (S} MILES » AT $0.500 FER MILE
TOTAL FLEET (F} MILES » AT $0.260 PER MILE
TOTAL RENTAL (R} MILES » AT PER MILE
TOTALINSTATE TOTALOUTSTATE
[ % TOTAL REIMBURSABLE EXPENSE >
DATE * EXPLANATICN OF MISCELLANEOUS ** EXPLANATION OF TRAVEL OPTION
(Choose all that apply for each trip}
1 DHSS VEHICLE NOT AVAILABLE
2 RENTAL VEHICLE NOT AVAILABLE
3 PROXIMITY OF STATE VEHICLE
4 PROXIMITY OF RENTAL VEHICLE
5 EMERGENCY/ANCNYMITY (explain
=3 DHSS THRESHOLD OPTION
7 (3-2) EXCEPTIONS (refer to palicy)
| hereby certify that | have reviewed the above claim and that the expenses | hereby certify the above claim is correct, that these expenses were necessary to canduct state
are accurate and in compliance with DHSS and OA Policy business, that payment has been made from personal funds for which | have not been reimbursed,
nor will | receive from any source any payment for these expenses

[APPHOWAL SIGNATURE CLAIMANT SIGNATURE DATE

[APPHOWAL MAME (FLEASE PHINT OH TYPE) (CLAIMARNT NAME (PLEASE PHINT OH TYPE)

[TITLE DATE APPRVD [TITLE [OFFICIAL DOMICILE

VERIFIED B GATE

TG Sen-29a T E (06-05) DISTRIBUTION:  WHITE/DIVISION OF ADMINIST RATION  CARARY/DIVISION. GENTER  PINK/EMPLOVEE HE TAINED oo




