
 
SAN LUIS VALLEY COMPREHENSIVE COMMUNITY 

MENTAL HEALTH CENTER 
 

MILEAGE REIMBURSEMENT 
(Local Travel) 

 
Employee’s Name:   MONTH OF:  

 
 

 
DATE FROM TO PURPOSE MILES 

     
     
     
     
     
     
     
     
     
     
     
     
     

                  
 

I hereby certify that this requested reimbursement was according to 
Authorization and that the information is correct and that no part of the                        TOTAL MILES  
Compensation claimed is of personal nature. 
                  X  $ .485/MILE 

                       
  

 
I hereby certify that the reimbursement requested here was according to authorization and that the 
information is correct and that no part of the compensation claimed is of personal nature. 
 
EMPLOYEE’S SIGNATURE: ____________________________________________________________ 
 
PROGRAM DIRECTOR’S SIGNATURE: ___________________________________________________ 
 
DEPARTMENT: ________________________________________ ACCOUNT #____________________ 

 

$ 
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