	 SEQ CHAPTER \h \r 1Health PEI



	In-province Travel

Expense Claim

	Name:   



	Employee #:

	Union:

	Date Travel Begins:

	Date Travel Ends:



	Home Address:

	Worksite  Address:

	Eligible for Monthly Allowance:

❍ Yes      ❍ No
	Local Trip Method of Payment:     

❍ Flat Rate      ❍ $0.50/Km


	Day
	Month
	Year
	Destination to:
	  Destination from:
	  Purpose of Travel:
	Column 1
	Column 2
	     Column 3

	
	
	
	
	
	
	Local Trips
	Total Km’s
	Other    Expenses

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	Totals
	Total Local Trips



	Total Km’s


	Total Other Expenses




	Total Km’s 

(Private Owned Auto)
	No. of Local Trips
	Rate / Local Trip
	Km’s
	Total
	Note:  Amounts claimed in column 1 for local trips at the flat rate, as well as monthly travel allowances, are paid through payroll, and will have income tax and other statutory amounts deducted.  Amounts claimed in column 2 and 3 are paid through accounts payable.


	Local Travel
	
	
	
	
	I am aware that insurance coverage on my vehicle against liability for bodily injury and property damage up to $1 million is my responsibility and the Government insurance policy will only cover that portion of a claim in excess of $1 million, if accident occurs on government business.

	Rate 1
	
	
	
	
	

	Rate 2
	
	
	
	
	

	Other Expenses
	
	
	
	
	


	
	Dept
	Service
	Facility
	Primary
	Secondary
	Program
	Amount

	Distribution Code
	
	
	
	
	
	
	

	Distribution Code
	
	
	
	
	
	
	

	HST
	
	
	
	
	
	
	

	Fiscal Year Km Record (Apr 1st - Mar 31st)
	Total Amount To Be Paid   SEQ CHAPTER \h \r 1

 SEQ CHAPTER \h \r 1▸
	


	1) Present Claim:


	I hereby certify that the information contained herein is correct in all respects.
___________________________________                 __________________________           _____________________
Employee’s Signature                                                    Approved Authorized Signature              Date

___________________________________                 __________________________               
Date                                                                                Print Name

	2) Previous Fiscal Year to Date Total:


	

	3) Fiscal Year to Date Total:

1 + 2 = 3
	


