AMERICAN PUBLIC HEALTH ASSOCIATION

800 I Street, NW, Washington, DC 20001-3710

TRAVEL VOUCHER

	Date:
	


	Name:
	

	Check to be mailed to:
	

	
	Zip:
	


A.
TRAVEL ITINERARY

	From:
	
	To:
	
	Date:
	
	Hour:
	

	From:
	
	To:
	
	Date:
	
	Hour:
	

	Purpose:
	


B. EXPENSE VOUCHER

      Date:                   Date:                  Date:                 Date:                 Date:


[image: image1.wmf]Item

Amount

Amount

Amount

Amount

Amount

Totals

Air Fare

Rail Fare

Mileage $.51 mile

Taxi/Limo

Hotel Room

Breakfast

Lunch

Dinner

Telephone Calls

Other (specify)

Airport Parking

Total Expenses


	PLEASE ATTACH ORIGINAL TICKETS, STUBS AND HOTEL RECEIPTS

	I will incur the above expenses on behalf of the APHA.

	
	Signature:
	


C.
ACCOUNTING DATA



FOR APHA USE

	Amount of Advance
	
	Authorized  
	

	Amount of expense (-)
	
	Date
	

	
	
	
	

	Amount due to traveler
	
	Cost account no.
	
	
	
	
	
	

	
	
	Encumbrance no.
	
	
	
	

	
	
	

	Date
	
	Voucher Examiner  


1. The Executive Office or designated APHA staff liaison must approve all travel on APHA business in advance.

2. Designated APHA staff liaison should fill out Part C before travel and encumber the funds.

3. Purposes should be stated concisely but clearly.  Types of activity (e.g., “consultant”, etc.) are not sufficient.

4. All Travel is to be performed in accordance with association or APHA related project travel policies.
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				Date:		Date:		Date:		Date:		Date:

		Item		Amount		Amount		Amount		Amount		Amount		Totals

		Air Fare												0

		Rail Fare												0

		Mileage $.36.5 mile												0

		Taxi/Limo												0

				Item		Amount		Amount		Amount		Amount		Amount		Totals

		Hotel Room		Air Fare

		Breakfast		Rail Fare

		Lunch		Mileage $.51 mile

		Dinner		Taxi/Limo

		Telephone Calls		Hotel Room

		Other. (specify)		Breakfast

				Lunch

				Dinner

				Telephone Calls

				Other (specify)

				Airport Parking

		Total Expenses		Total Expenses






