
MILEAGE REIMBURSEMENT CLAIM FORM

Employee Name:
Submission Date:
Department:
Manager Name:
Vehicle Make/Model:
Claim Period:

Date Destination / Purpose of Trip Odometer
Start

Odometer
End

Total
Distance Rate per Unit Total Amount

Total Distance

Reimbursement Rate

Total Claim Amount

Employee Signature Date

Authorized Approver Signature Date
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