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Expense Reimbursement Form 
Provider Name Week 

Ending 
Provider 
Signature 

Client
Name 

ALL EXPENSES REQUIRE ITEMIZED RECEIPTS (bank or credit card statements cannot be accepted). 

-Receipts must be submitted at the same time as the 
corresponding Worklog.

-No receipts will be accepted after 30 days on incurring expense. 

Travel (Rental Car, fuel, parking, tolls)

Date (Date)From (Date)To Description Amount

Lodging (Hotel, Apartment, Parking)

Type  (Date)From  (Date)To Description Amount

Miscellaneous (taxi, baggage fees, etc.) 
Date (Date)From (Date)To Description Amount

jennifer.phelps
Text Box
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