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Team Member: ___________________________________   Print Name

 

Circle One :    MD   DO   NP     MN    PA     RN    LPN     MA     MGR   CPC  
( Solo Presenter
Type of program:    ( Childhood     ( Adult     ( Combo     ( Women’s Health      ( Coding     ( School  
Location of  EPIC Program Presentation: 

_________________  __________________________________________________________________

Date                                       Practice/Facility Name
/
City

  

    

Location Traveled From: ​​​​​​​​​​​​​​​​​​​​​__________________________________________________ 
My round-trip mileage was ___________ miles.    

Pre-authorized expenses: 
        Meal(s)
_________________________

(Receipts must be attached)





        Lodging* _________________________ 




         

 (*Requires prior approval to be reimbursed)




        Other
_________________________ 

__________________________________________



Signature







         OFFICE   USE   ONLY

Date Received: __________ 


Evaluations Received: ___ Yes  ___ No

Honorarium Due:




$ ________________

956-7340

Miles: __________ @  ______  = 


$________________

956-7001

Pre-Authorized Expenses: 

$ ________________     
956-7001










Receipt must be attached ___







$ ________________      
956-7001











Receipt must be attached ___





Total Due:      $ _________________ 






Approved by: ________________________  
Date: __________








 EPIC Director or Coordinator

Approved by: _______________________










 Executive Director

Date Mailed:  ___/___/___  by _______

Updated 1/14/2014

