Baptist Health
South Florida

TRAVEL/EDUCATION EXPENSE REIMBURSEMENT REQUEST

INSTRUCTIONS

1. Complete Part A and obtain appropriate authorization in accordance with established approval levels.

2. Department Head/Manager will keep original and follow-up on completion of Part B 20 business days after trip/program.
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3. If payment by BHSF or an advance check to the employee is requested, forward a copy of the approved request form to Accounts
Payable. A check will be issued in accordance with established check writing procedures.

4. Within 20 business days after completion of trip/program, Part B is to be completed and forwarded to Accounts Payable even if
there is no balance to settle. If a balance is due Baptist Health South Florida (“BHSF"), present the completed form to the cashier
and receive a receipt for the balance paid. The cashier must forward original form and all attachments to Accounts Payable.

5. ltis imperative that adequate documentation (original receipts, detailed hotel bills, airline passenger receipts, etc.) be a part of this

accounting.

Please refer to Policy No. 27.BHSF for guidance and documentation requirements.

PART A

REQUEST FOR APPROVAL (to be completed PRIOR to travel/education program) ESTIMATED EXPENSES

Employee Name:

Airfare:

Employee Address: Mileage @40.5¢:

Taxi or Other Transportation:
Business Phone: Extension: Entity: Hotel:
Department Name: Cost Center: Registration:
Travel Dates: To: Meals:
Method of Travel: Other:
Destination (City and State): Total:

Reason for Trip:

Advance Request:

Submitted By:

Date:

Approved by Dept. Head/Manager:

Date:

Approved by Vice President:

Date:

PART B

ACCOUNTING FOR TRIP (to be completed within 20 business days subsequent to travel/education program)

ACTUAL EXPENSES

Airfare:

Total Expense:

Mileage:

Less Advance:

Taxi or Other Transportation:

Less Amounts Paid:

Hotel:

Directly by BHSF:

Registration:

Balance:

Meals:

Due Employee:

Other (explain):

Due BHSF:

BHSF Receipt No.:

Submitted By:

Date:

Approved by Dept. Head/Manager:

Date:

Approved by Vice President:

Date:

Note: By signing this form, you are representing that to the best of your knowledge and belief that all expenses submitted for

reimbursement on this form were incurred for a legitimate business purpose and in compliance with BHSF policies.


JulieDa
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