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EVENT: _________________________________ DATE: 

 

_________

 

 

NAME: __________________________________ PHONE: 

 

_______

 

 

ADDRESS:

 

______________________

CITY: 

 

__________________

 

 

POSTAL C

ODE: ________________________

 

 

Distance Traveled (BOD):

 

_____

km X $0.15/km

 

  

= 

 

_______________

 

Distance traveled (Staff): 

 

_____

Km X $0.23/km

 

  

= 

 

______________

 

Accommod

ations: 

 

                                

                   

=

 

 

_______________

                                        

 

Honorarium:

 

                                

                             

= 

 

_______________

 

Other: 
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Other:
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_______________

 

                                                    

Other:

 

                             

 

                                

         

=

 

 

_______________

 

 

 

 

                                

                           

  

TOTAL: $__________________

                                                                 

 

                                

                           

 

      

 

Signature:  ________________   

 

                     

Signature:  ________________

_
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DATE PAID_______________________

 

CHEQUE NO._____________________

 

 

STAFF/BOARD OF DIRECTORS

 

EXPENSE CLAIM FORM

 


