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Request for Travel Stipend

Name      





Phone      
Agency      





Fax      
Address      





Email      
City, State, Zipcode:      

Meeting or course you wish to attend      
Location      
Dates you plan to be in attendance:       to      
Roles/responsibilities if other than a participant       

Anticipated Expenses:


Hotel 



     

Transportation


     

Registration


     

Meals



     

TOTAL


     

Agency Contribution

     

Personal Contribution

     
ASTDD Request

     
What is the minimum amount that you need from ASTDD to attend this meeting?      
Note: If approved, you will need to complete a travel reimbursement form after the meeting, attach receipts (copies ok) and send to Chris Wood at the ASTDD Central Office 
ASTDD Disposition:  FORMCHECKBOX 
 Cannot fund    FORMCHECKBOX 
 Hold for possible funding    FORMCHECKBOX 
 Fund

Maximum Amount ASTDD will fund      
TRAVEL STIPEND REQUEST
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                                                    Expense Reimbursement Form

Name      

Address      

City, State and Zip      

SSN      


Meeting Name      


Meeting Dates      


Travel Dates      


Location      

Expenses


Airline ticket or other type of transportation





        

 (Receipt required)


Hotel









     

(Receipt required)


Ground Transportation/Parking 






       


(Receipt required)


Meals – Reimbursed in accordance with the midrange for federal per 


     

diem; Breakfast-$10; Lunch-$15, Dinner-$25. Request for meal reimbursement 


should be adjusted if meals are covered in the registration fee or provided 


by the sponsor if there is no registration fee.


Personal vehicle mileage @ 50 cents/mi.





     

Tips/incidentals








     

Registration/fees








     

(Receipt required)










Honorarium (if applicable)







     

Other  









     

     

(Receipts Required)


TOTAL EXPENSES





        $     

Signature      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
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FORM MUST BE RECEIVED WITHIN 60 DAYS OF EVENT
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