Mileage Cover Sheet

Individual Transported___ _____

Home Dept#_____________

Employee________ ________________

Month & Year_________________________

Total Miles this Month _____________

Multiply by .41 cents _____________ total to be paid.



Plan of Care Year: 
Allotted Miles:
    Used:

Authorized Per Month:83          Miles Remaining:



Please review your mileage before you turn it in. Mileage must pertain to the activities and the Plan for the person you are working with. No personal errands should be claimed on this form. Cross streets are required, the whole address is not. Briefly describe where you went and purpose.
