Mileage Reimbursement Request

CUSTOMER:
PROVIDER:
SERVED: 
NAME (PRINT): 

	DATE
	BEGINNING

ODOMETER
	ENDING ODOMETER
	TOTAL

MILES
	DESTINATION

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



TOTAL MILEAGE

Mileage is reimbursed @ $________ per miles x total miles = $ _____________________

I, the provider, hereby certify that the mileage expenses for which I seek reimbursement were actually used to seek disability-related services and that I have automobile liability insurance as required by Oregon Law.


Providers Signature
Date


Customer or Guardian Signature
Date

