
Date of 

Travel

Total Miles 

driven for 

Work

Current 

Milage Rate
Reimbursement Due

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

 $     0.6700  $                        -     

Total Reimbursement  $                        -     

Staff reimbursement requests must be approved and received by the first week of the month to be reimbursed for all expenses incurred in the prior month.   

Please submit all reimbursement forms, along with a signed Check Request to Anthony Nicolaides, anicolaides@viacarela.org 

MILEAGE REIMBURSEMENT FORM - 2024

Name of Medical Facility visited.  Mileage should always be calculated from Home Site.  

Please include detailed Description and Purpose of Travel

EMPLOYEE NAME EMPLOYEE TITLE

SUPERVISOR APPROVAL (signature) MONTH OF SUBMISSION

EMPLOYEE'S SIGNATURE TODAY'S DATE

EMPLOYEE HOME SITE/LOCATION PROGRAM/CONTRACT (if applicable)

Mileage_Form - 2024


