Servisair
2150 SMITHTOWN AVE, SUITE 4, RONKONKOMA, NY 11779
Phone 516-433-4500
-MILEAGE REIMBURSEMENT PROGRAM-

Notification Date; Child’s Name:

Address:

Dear Parent/Guardian:

Welcome to the Mileage Reimbursement Program (MRP) for Nassau County. This Mileage
Reimbursement packet contains the necessary claim forms and instructions for you to submit your claims.

When submitting your MR claims please be sure to print all information legibly in blue ink. This
will help expedite claims for payment.

Reimbursement will be paid at the Federal rate per mile for one trip to the service provider and one
trip from the service provider daily (i.e. only one round trip per day).

The number of miles from a child’s legal address to the service provider will be determined by
utilizing MapQuest only. If you do not have internet access, please call Servisair at 631-737-
0600 to obtain your MapQuest mileage.

Parent/Guardian MUST drive the child on a consistent basis.

Parent/Guardian MUST have the dates on the Claim Form validated by a Service provider
representative.

Completed claim forms are to be mailed no later that fifteen (15) calendar days after the end of the
period for which the claim is being made (for example, the claim form for April — June must be
mailed to this office by July 15).

Complete Nassau County Claim Voucher in blue ink (see attached) Must submit a Claim Voucher
for each Claim Form.

Complete Nassau County Request for Taxpayer Form in blue ink (#700-W9)

If you have any questions, please do not hesitate to contact me at 631-737-0600

Sincerely,

Kathy Stork

Mileage Reimbursement Examiner

CC:

Carol Genovese, General Manager, Nassau County Preschool Transportation Services

X:\old\Nassau PMR\PMR-NASSAU 2011 packet letter- 1final.doc



Servisair

2150 SMITHTOWN AVE, SUITE 4, RONKONKOMA, NY 11779

Phone 516-433-4500
-MILEAGE REIMBURSEMENT PROGRAM-

CLAIM FORM INSTRUCTIONS: (Please refer to the enclosed example Claim Form)

Parents/Guardians are responsible for completing SECTIONS A.B & C

SECTION A SECTION B SECTION C
e  Child’s Name CIRCLE each date Signature of Parent/Guardian
e Legal Address in each month you Date of signature
e Date of Child’s Birth transported your Valid phone number
e Name of Service Provider child to AND from Legibly print Parent/Guardian name
e  Service Provider Location the approved Service Social Security Number of Parent/
Provider Guardian claiming reimbursement

Parents/Guardians are responsible for completing SECTIONS 4. 6. 7 & 8 on the Nassau County Claim Voucher

SECTION 4
Parent/Guardian
Social Security Number

SECTION 6 SECTION 7 SECTION 8
Parent/Guardian Name  Mailing Address Parent/Guardian printed Name, Date
completed

Parent/Guardian Signature

Service Provider Representative is responsible for completing SECTIONS D & E

SECTION D SECTION E

Verify if child is Early Intervention or Preschool CIRCLE each date in each month child
Include EI Authorization Number if applicable attended services/program at Service
Verify number of authorized days of service/program provider location. School Representative

MUST sign and date this section.

If you have any questions, please do not hesitate to contact me at 631-737-0600.

Please send the requested documents to the following address:

Sincerely,

Kathy Stork

Servisair
2150 SMITHTOWN AVE, SUITE 4
RONKONKOMA, NY 11779
Attn: Mileage Reimbursement Program

Mileage Reimbursement Examiner

CC: Carol Genovese, General Manager, Nassau County Preschool Transportation Services

Y:\Nassau Preschool\PMR\PMR-NASSAU 2011 claim form instructions - FINAL.doc



COUNTY OF NASSAU

CLAIM VOUCHER

CLAIMANT: Fill out only those aress printed
in red. SEE reverse side far instructions.

INVOICE NUMBER
DOCUMENT #|___| [ l I ! [ !
©) (FOR NASSAU COUNTY DEPARTMENT USE ONLY)
ORDER /CONTRACT NO. BLANKET ORDER NO.
@ — (I | | ® R R R R N R N
VENDOR INFORMATION: NUMBER SUFFIX DISCOUNT AMOUNT i DISCOUI[\)IT DATE 2
@ @ @ o @
® ® _ o CLAIMANTS CERTIFICATION o
I hereby certify that this claim voucher is just, true, and correct; that the amount claimed is actually due
and owing and has not been previously claimed; that no taxes from which the County is exempt are
NAME (30 included; and that anﬂ/ amounts claimed for disbursements have actually and necessarily besn made.
| further certify that all iems andfor services were delivered or rendered as set forth in this claim, and
for all items and/or services delivered or rendered in accordance with a purchase order or contract
that the prices charged are in accordance with the reference purchase order or contract. For all
30) claims made as reimbursement for employes expenses, | further certify that the amounts set forth
were actually and necessarily expended for the benefit of Nassau County, and that the monies ex-
pended have not been reimbursed nor do | expect to be reimbursed from any source.
ABDR (30) @
@ Claimanis Name Date
(30) X
By (Signature) Title
30) DEPT. GOODS OR SERVICES DELIVERED 70 VENDOR'S PAYMENT TERMS
@ DATE _ _
DELIVERED ITEMIZATION UNIT PRICE AMOUNT
G2 voraLcLawe B>
For Nassau County Department Use Only:
NIFS ACCOUNT CODES Please note that only one invoice is payable per claim voucher. The invoice may be charged to more than one account code.
LINE # INDEX SUBOBJ USERCODE PROJECT PROJDETAIL GRANT GRTDETAIL GILACCOUNT SUBSIDIARY AMOUNT
1
NVOICE NO or CLAIN NO and DESCRIPTION (50):
FORMAT - “invoice no. or claim no." descripiion
UNEF|  INDEX SUBOEJ USERCODE | PROJECT PROJDETAIL | GRANT GRTDETAIL | GlLACCOUNT SUBSIDIARY | AMOUNT
2 ‘
NVOICE NO or CLAIM NO and DESCRIPTION (50):
FORMAT - "invoice no. or claim no.” descriplion
UNE 2| INDEX | susoms | usercope | proJECT | pRoJmETAL GRANT GRIDETAL |  GiACCOUNT | SUBSIDARY | awouwt
3 ‘ J
NVOICE NO or CLAIM NO and DESCRIPTION (50):
FORMAT - “invaice no. or claim no.” descripion
[ unez] INDEX | susoes [ usercope PROJECT | PROJDETAL GRANT GRTDETAIL | GILACCOUNT | SuBSIiARY AMOUNT |
: I |
NVOICE NO or CLAIN: NO and DESCRIPTION (50):
FORMAT - “invoice no. or claim no.” description
NC Department Amount Approved $
Contact Person Date
Telephone No. Comptrollers Approval

FORM NIFS560.11/98 (CPE!

COMPTROLLER COPY

CO-155-A:3/88 REV. 10/00




COUNTY OF NASSAU

CLAIM VOUCHER

CLAIMANT: Fill out only those areas printed
in red. SEE reverse side for instructions.

©O)

INVOICE NUMBER

DOCUMENT #|____| | | 1 | | I | |
(FOR NASSAU COUNTY DEPARTMENT USE ONLY) »

ORDER/CONTRACT NQ.

@ — v

BLANKET ORDER NO.

® L Lo

VENDOR INFORMATION: NUMBER SUFFIX DISCOUNT AMOUNT DISCOUNT DATE
© [rd] MO B‘g YR
@ [ ?
® ® ~ o _CLAIMANTS CERTIFICATION D
| hereby certify that this claim voucher is jus, true, and correct; that the amount claimed is actually due
and owing and has not been previously claimed; that no taxes from which ihe County s exempt are
NANE. (30 included; and that anﬂ/ amounts claimed for disbursements have actually and necessarily been made.
= | further certify that all items and/or services were delivered o rendered as set forth in this claim, and
@ for all items and/or services delivered or rendered in accordance with a purchase order or contract
that the prices charged are in accordance with the reference purchase order or contract. For all
30) claims made s reimbursement for employes expenses, | furiher ceriify that the amounts set forth
were actually and necessarily expended for the benefit of Nassau County, and that the monies ex-
pended have not been reimbursed nor do | expect to be reimbursed from any source.
AR (30) @
@ Claimanis Name Date
(30) X
By (Signature) Title
(30) DEPT. GOODS OR SERVICES DELIVERED TO VENDOR'S PAYMENT TERIAS
® @
@ DATE
DELIVERED [TEMIZATION UNIT PRICE AMOUNT
‘ G2 TomaLcLamm
For Nassau County Department Use Only:
NIFS ACCOUNT CODES Please note that only one invoice is payable per claim voucher. The invoice may be charged to more than one account code.
LINE # INDEX SUBORJ USERCODE PROJECT PROJDETAIL GRANT GRTDETALL GILACCOUNT SUBSIDIARY AMOUNT
1
NVOICE NO or CLAIN: NO and DESCRIPTION (50):
FORNAT - “invoice no. or claim na. description
LINE £ INDEX SUBOBJ USERCODE PROJECT PROJDETAIL GRANT GRTDETAIL GILACCOUNT SUBSIDIARY | AMOUNT
2 ‘
NVOICE NO or CLAIM NO and DESCRIPTION (50):
FORMAT - “invoice no. or claim no.” descriplion
LINE # INDEX SUBDB) USERCODE PROJECT | PROJDETALL GRANT | crroeTAL | euaccount SUBSIDIARY | AMOUNT
3 l
NVDICE NO or CLAIM NO and DESCRIPTION (50):
FORMAT - “invoice no. or claim n.” deseription
LINE INDEX | susom) [ USERCODE |  PROJECT | PROJDETAL GRANT | GRDETAL | GiLACCOUNT | suspmey | AMOUNT
|
; | |
NVOICE NO or CLAIN: NO and DESCRIPTION (50):
FORMAT - “invoice no. or claim no.” descriplion
NC Department Amount Approved $
Contact Person Date
Telephone No.

Comptrollers Approval

FORM NIFS560.11/98 13ce!

COMPTROLLER COPY

CD-155-A.3/38 REV. 10/00




COUNTY OF NASSAU

CLAIM VOUCHER

CLAIMANT: Fill out anty those areas printed

in red. SEE reverse side for instructions.
INVOICE NUMBER
DOCUMENT #| | | I I N N [
@) (FOR NASSAU COUNTY DEPARTMENT USE ONLY)
ORDER /CONTRACT NO. BLANKET ORDER NO.
@ — L — ® — L1 [ B R
VENDOR INFORMATION: NUMBER SUFFIX DISCOUNT AMOUNT DISCOUNT DATE
) @ MO DX YR
@ e @
® ® . N CLAIMANTS CERTIFICATION o
| hereby certify that this claim voucher s jusl, true, and correct; that the amount claimed is actually due
and owing and has not been praviously claimed; that no taxes from which the County is exempt are
NAVE (30) included; and that anl\{ amounts claimad for disbursements have actually and necessarily been made.
| further certify that all ilems and/or services were defivered or rendered s set forth in this claim, and
@ for all items and/or services delivered or rendered in accordance with a purchase order or contract
that the prices charged are in accordance with the reference purchase order or coniract. For all
30) claims made as reimbursement for employee expenses, | furiher ceriify that the amounts set forth
were actually and necessarily expended for the benefit of Nassau County, and that the monies ex-
pended have not been reimbursed nor do | expect to be reimbursed from any source.
ADDR (30) @
Claimanis Name Date
(30) X
By (Signature) Title
30) DEPT. GOODS OR SERVICES DELIVERED 70 VENDDR'S PAYMENT TERMS
@
@ DATE _
DELIVERED [TEMIZATION UNIT PRICE AMOUNT
G2 voraLcLamen
For Nassau County Department Use Only:
NIFS ACCOUNT CODES Plezse note thal only one invoice is payable per ciaim voucher. The invoice may be charged to more than one account code.
LINE # INDEX SUB0BJ USERCODE PROJECT PROJDETAIL GRANT GRTDETAIL GIL ACCOUNT SUBSIDIARY AMOUNT
1
INVDICE NO or CLAIV NO and DESCRIPTION (50):
FORMAT - “invoice no. or claim no.” descriplion
LINE £ INDEX SUB0BJ USERCODE PROJECT PROJDETAIL GRANT GRTDETAIL GIL ACCOUNT SUBSIDIARY AMOUNT
2
INVOICE NO or CLAIM NO and DESCRIPTION (50):
FORMAT - “invoice no. or claim no.” descripiion
LNE 2 INDEX | susoms | usercope | prosect PRODETAL | granT | ceroeTaL GiLACCOUNT | suBSIDIARY AMOUNT
3 '
NVDICE NO or CLAIM NG and DESCRIPTION (S0):
FORIMAT - “invoice no. or claim no.” descriplion
LINE# | INDEY, SUBOEJ USERCODE PROJECT | PROJDETAL | GRANT | crmoEm | caccount | sussiiary AMOUNT
4 |
INVOICE NO or CLAIV NO and DESCRIPTION (S0):
FORMAT - “invoice no. or claim no.” descriplion
NC Department Amount Approved $
Contact Person Date
Telephone No. Comptrollers Approval

FORM NIFS560.11/98 Sgi&!

COMPTROLLER COPY

CO0-155-A.3/38 REV. 10/00




COUNTY OF NASSAU

CLAIM VOUCHER

CLAIMANT: Fill out only those areas printed
in red. SEE reverse side for instructions.

INVOICE NUMBER
DOCUMENT # | | | | | | | |
©) (FOR NASSAU GOUNTY DEPARTMENT USE ONLY)
ORDER JCONTRACT NQ. BLANKET ORDER NQ.
@ — ] ® [ S T RO N
VENDOR INFORMATION: NUMBER SUFFIX DISCOUNT AMOUNT DISCOUNT DATE
@) @ MO D‘ﬂ YR
@ @ @
- —
®@ ® _ N CLAIMANTS CERTIFICATION o
I hereby certfy that this claim voucher s just, true, and correct; that the amount claimed is actually due
and owing and has not been previously claimed; that no taxes from which the County is exempl are
NANE (30 included; and that anH amouns claimed for disbursements have actually and necessarily been made.
| further certify that all items and/or services were delivered or rendered as set forth in this claim, and
@ for all items and/or services defivered or rendered in accordance with a purchase order or contract
that the prices charged are in accordance with the reference purchase order or contract. For all
(30) claims made s reimbursement for employes expenses, | furiier cerify that the amounts set forth
were actually and necessarily expended for the benefit of Nassau County, and that the monies ex-
pended have not been reimbursed nor do | expect to be reimbursed from any source.
ABDR (30)
S
Claimanis Name Date
(30) X
By (Signature) Title
a0 DEPT. GOODS OR SERVICES DELIVERED TO VENDOR'S PAYMENT TERMS
@
G ose _
DELIVERED [TEMIZATION UNIT PRICE AMOUNT
|
G2 voraLcLame >
For Nassau County Department Use Only:
NIFS ACCOUNT CODES Plezse note that only one invoice is payabie per claim voucher. The invoice may be charged to more than one account code.
LINE # INDEX susoe) | usercone PROJECT PROJDETAIL GRANT GRTDETAIL GIL ACCOUNT SUBSIDIARY AMOUNT
1
NVOICE NO or CLAIM NO and DESCRIPTION (50):
FORMAT - “invoice no. or claim no.” descriplion
LINE # INDEX SUBOBJ USERCODE PROJECT PROJDETALL GRANT GRTDETAIL GIL ACCOUNT SUBSIDIARY AMOUNT
H
NVOICE NO or CLAIM NO and DESCRIPTION (50):
FORMAT - “invoice no. or claim no.” descriplion
LINE # INDEX SUBOB) USERCODE PROJECT PROJDETAIL GRANT GRIDETAIL GILACCOUNT SUBSIDIARY AMOUNT
3
INVOICE NO or CLAIM NO and DESCRIPTION (S0):
FORMAT - “invoice no. or claim no." descripion
UNE# ] INDEX SUBOBJ USERCODE PROJECT PROJDETAIL GRANT GRTDETAIL GILACCOUNT SUBSIDIARY AMOUNT
4
%lCE NO or CLAIN: NO and DESCRIPTION (50):
FORMAT - “invaice no. or claim no.” descriplion
NC Department Amount Approved $
Contact Person Date
Telephone No. Comptrollers Approval
FORM NIFS560.11/38 3cp6! COMPTROLLER COPY CO-155-A3/98 REV. 10/00



NASSAU COUNTY REQUEST FOR TAXPAYER amboriztionis: |

(CHECK ONE)
IDENTIFICATION NUMBER AND CERTIFICATION ED:]NE‘”

; Change
INSTRUCTIONS: Please complete Section I and sign at the bottom. If you would like to be paid electronically please complete
Sections I and II and sign at the bottom.

Mail to: Nassau County Comptroller’s Office, Vendor Claims Department, 240 Old Country Road, Mineola, NY 11501
Or Fax to: (516) 571- 2533 or email to comptrollerclaims@nassaucountyny.gov

1. Federal ID No. or Social Security No.

2. Vendor Name:

3. Verdor Remittance Address:

4. Vendor Contact Person:

5. Vendor Contzact Telephone No.

6. Vendor E-Mail Address:

7. Ple ase answer the four questions below. Unanswered questions will delay paymen

\. The vendor/payee ID number provided above is: C. Is a medical or legal service ever pr ovidtd by vendor:
Federal ID# Social Security # Yes No
B. Is vendor/payee incorporated: D. Is vendor/payee an employee of Nassau County:
No Yes No

Q0

Routing Transit Number: _ J

(Located at the bottom of vour check)

9. Bank Account Number:

10. Account Name (Your name on the account).
11. Bank Name:

o T3 et T et i O A T R

e S S I D o R T e e

e A e A e T e A AP o P K N T AR e T v

12. Vend or Certmca t10BR: Certification-Under penalties of perjury, I certify that: (1) The number shown on this form is my correct identification
number (or I am waiting for a number to be issued to me), and (2) I am not subject to backup withholding because: (a) I am exempt from backup withholding or

(b) I have not been notified by the Internal Revenue Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends or
(c) the IRS has notified me that T am no longer subject to backup withholding. (3) The information provided on this form is correct to the best of my knowledge.
Certification Instructions-You must cross out item (2) above if you have been notified by the IRS that you are currently subject to backup withholding because

of under reporting interest or dividends on your tax return. For rezal estate transactions, item (2) does not apply. .The IRS does not require your consent to any
provision of this document other than the cerification required to avoid backup withholding.

T understand that if T have completed Section IT that I authorize payments to be received by electronic funds transfer into the bank account designated in Section II.

I further understand that in the event that an erroneous electronic payment is sent, Nassau County reserves the right to reverse the electronic payment. In the event
that a reversal cannot be implemented, Nassau County will utilize any other lawful means to retrieve payments to which the payee was not entitled.

Authorized Signature Print Name/Title Dat

Nassau County Comptroller’s Office FORM=700-W9
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MILEAGE REIMBURSEMENT CLAIM FORM

CHILD'S NAME: DATE OF BIRTH: - Child is: D
0 Early Intervention (birth-2yrs 11mos)

A SERVICE PROVIDER: A
EI Auth. #

ADDRESS:
SERVICE LOCATION

[J Preschool Age (3-5yrs)

£y AMPLE
_ ) o NUMBER OF DAYS PER WEEK CHILD RECEIVES

CLAIM PERIOD: July & August SCHOOL YEAR:

JULY FOR PARENT/GUARDIAN USE

AUG. FOR PARENT/GUARDIAN USK

ONLY

B
1 2 3 45 6 7 8 9 10
11 12 13 14 15 16 17 18 19 20
2122 23 24 25 26 27 28 29 30

31

FOR SERVICE PROVIDER USE ONLY
I

1 2 3 45 6 7 8 9 10
11 1213 14 15 16 17 18 19 20
21 22 23 24 25 26 27 28 29 3
ol :

Verified by:
SCHOOL REPRESENTATIVE ~ DATE

ONLY
B

1 2 3 45 6 7 8 9 10
11 12 13 14 15 16 17 18 19 20
21 22 23 24 25 26 27 28 29 30

SERVICES OR ATTENDS PROGRAM:

31

IFOR SERVICE PROVIDER USE ONLY
I

1 2 3 45 6 7 8 9 10
11 12 13 14 1516 17 18 19 20
21 22 23 24 2526 27 28 29 30
31

Verified by:

SCHOOL REPRESENTATIVE ~ DATE

(PRINTY

SCHOOL REPRESENTATIVE TITLE
This Form will be rejected without the verified attendance portion above completed by the Service Provider Representative. Claims should be submitted no later than fifteen (15) calendar
days after the end of the period for which the claim is being made. Forward this completed Mileage Reimbursement Claim Form to: SERVISAIR, (v iy sy

RE: NASSAU COUNTY DEPARTMENT OI' HEALTH MILEAGE REIMBURSEMENT PROGRAM
C

I certify that I provided transportation for the above named child on the dates indicated.

i
i

Signature of Parent/Guardian Date Teleplhione # Printed name of Parent/Guardian Social Security Number of Parent/Guardian
FOR SERVISAIR USE ONLY I '
X X X 2=8%__ . ,
one-way mileage  # ol Days reimbursement rate

C:\Documents and Seltings\NM O BILE\My Documents\PMR-NASSAU FORM 2011 INSTRUCEION EXAMPLE.doe
'
i



NASSAU COUNTY DEPARTMENT O HEALTH
OTFICE OF SERVICES FOR CHILDREN WITH SPECIAL NEEDS
MILEAGE REIMBURSEMENT ATTENDANCE FORIM

DATE OF BIRTH:

Child is:

CHILD’S NAME:

O Early Intervention (birth-2yrs 11mos)

SERVICE PROVIDER:

ADDRESS: O O

~ SERVICE LOCATION

EI Auth. #

CLAIM PERIOD: Sept. — Dec. SCHOOL YEAR:

SEPT. FOR PARENT/GUARDIAN USL
ONLY

1 2 3 45 6 7 8 9 10
11 12 13 14 15 16 17 18 19 20
91 22 23 24 25 26 27 28 29 30

FOR SERVICE PROVIDER USE
ONLY

{ 2 3 45 6 7 8 9 10

111213 14 15 16 17 18 19 20

91 22 23 24 25 26 27 28 29 30

31
Verificd by:
SCHOOL REPRESENTATIVE ~ DATE
SCHOOL REPRESENTATIVE TITLE (PRINT)

)

J Preschool Age (3-5yrs)

NUMBER OF DAYS PER WEEK CHILD RECEIVES

SERVICES OR ATTENDS PROGRAM:

DIEC. FOR PARENT/GUARDIAN US.

OCT. FOR PARENT/GUARDIAN USLL | NOV. I'OR PARENT/GUARDIAN USIE,

ONLY ‘ ONLY ONLY
1234.567891012345678910123456’7891
1112 13 141516 17 18 1920 | 111213 14 15 16 17 18 19 20 | 11 12 13 14 15 16 17 18 192
21 22 23 24 25 26 27 28 29 30 | 21 22 23 24 25 26 27 28 29 30| 21 22 23 24 25 26 27 28 29 1
31 31 31

FOR SERVICE PROVIDER UST FFOR SERVICE PROVIDILR USIE FOR SERVICTE, PROVIDER US

ONLY ONLY | ONLY |
L 2 3 4567 89101 23 4567 89101 2 3 456789 1
11 12 13 14 1516 17 18 19 20| 11 12 13 14 1516 17 18 19 20 | 11 12 13 14 1516 17 18 19 :
2 9293 94 25 26 27 28 29 30 21 22 23 24 2526 27 28 29 30 | 21 22 23 24 25 26 27 28 292
31 31 -
Veritisl by Verified by: \3/elriﬁcdb ;

SCHOOL REPRESENTATIVE ~ DATE SCHOOL REPRESENTATIVE DATE y‘SCHOOL REPRESENTATIVE  DAT
SCHOOL REPRESENTATIVE TITLE (PRINT) SCHOOL REPRESENTATIVE TITLE (PRINT) SCHOOL REPRESENTATIVE TITLE (PRINT)

n above completed by the Service Provider Representative. Claims should be submitted no later than fifteen (15) calendar «

This Form will be rejected without the verified attendance portio

after the end of the period for which the claim is being made. Forw

RE: NASSAU COUNTY DEPARTMENT OF HEALTIH MILE

ard this completed Mileage Reimbursement Claim Form to: SERVISAIR, O T e T T T U T, e

AGE REIMBURSEMENT PROGRAM

T certify that I provided transportation for the above named child on the dates iudicate(l

Date Telephone # Printed name of Parent/Guardian Social Security Number of Parent/Guardian

Signature of Parent/Gua rdian

TOR'SERVISAIR USE ONLY: _ e -
By T ML R el D CH AN R e, SOy H oM R R

reimbursement rate

one-way mileage

) #ofDnys




NASSAU COUNTY DEPARTMENT OI' HEALTIL
OYTICE OF SERVICES I'OR CHILDREN WITH SPECIAL NEEDS
MILEAGE REIMBURSEMENT ATTENDANCE IFORM

DATE OF BIRTH:

Child is:

CHILD’S NAME:

O Early Intervention (birth-2yrs 11mos)

SERVICE PROVIDER:

ADDRESS: o
S

SERVICE LOCATION

EI Auth. #

O Preschool Age (3-5yrs)

CLAIM PERIOD: January — March SCHOOL YEAR:

JAN. FOR PARENT/GUARDIAN USE
ONLY

1 2 3 456 7 8 9 10
1112 13 14 15 16 17 18 19 20
21 22 23 24 25 26 27 28 29 30
31
FOR SERVICE PROVIDER USKE
~ ONLY

1 2 3 45 6 7 8 9 10
111213 14 15 16 17 18 19 20
21 22 23 24 25 26 27 28 29 30

31
Verified by:

-
SCHOOL REPRESENTATIVE ~ DATE

SCHOOL REPRESENTATIVE TITLE (PRINT)
___’_I————’_—‘—_———'/‘——_

This Form will be rejected without the ver ified attendance pol
ch the claim is being made.

after the end of the period for whi
RE: NASSAU COUNTY DEPA

Signature of Paren t/Guardian

TORSERVISAIR USE ONLY.

NUMBER OF DAYS PER WEEK CHILD RECEIVES
SERVICES OR ATTENDS PROGRAM:

FEB. FOR PARENT/GUARDIAN USE
ONLY

1 2 3 45 06 7 8 910
11 12 13 14 15 16 17 18 19 20
21 22 23 24 2526 27 28 29 30
31

IFOR SERVICE PROVIDER USE
ONLY

1 2 3 45 6 7 8 9 10
11 12 13 14 15 16 17 18 19 20
21 22 23 24 25 26 27 28 29 30

31 31
Verilied by: Verified by: )

SCHOOL REPRESENTATIVE ~ DATE SCHOOL REPRESENTATIVE  DATE
SCHOOL REPRESENTATIVE TITLE (PRINT) SCHOOL REPRES ENTATIVE TITLE (PRINT)

MAR. FOR PARENT/GUARDIAN USI
ONLY

1 2 3 45 6 7 8§ 9 10
1112 13 14 15 16 17 18 19 20
21 22 23 24 25 26 27 28 29 30
31

FOR SERVICE PROVIDER USEE
ONLY

1 2 3 45 6 7 8§ 9 10
111213 14 15 16 17 18 19 20
21 22 23 24 25 26 27 28 29 30

tion above completed by the Service Provider Representative. Claims should be submitted no later than fifteen (15) calendar d

Forward this completed Mileage Reimbursement Claim Formn to: SERVISAIR, W

RTMENT O HEALTH MILEAGE REIMBURSEMENT PROGRAM

I certify that I provided transportation for the above named child on the dates indicated.

Date _Telephone #

one-way milezige # ol Days

Printed name of Parent/Guardian Social Security Number of Parent/Guardian

= ﬂ'.,“: - A

reimbursement rate



CHILD'SNAME:

NASSAU COUNTY DEPARTMENT OF LLEA LTI
OIFICE OF SERVICES FOR CHILDREN WITH SPECIAL NEEDS
MILEAGE REIMBURSEMENT ATTENDANCE IFORIVM

DATE OF BIRTH:

Child is:

SERVICE PROVIDER:

O Early Intervention (birth-2yrs 11mos)

ADDRESS: 0 O O

SERVICE LOCATION

EI Auth. #

-

CLAIM PERIOD: April - June SCHOOL YEAR:

APRIL. FOR PARENT/GUARDIAN USk
ONLY

1 2 3 45 6 7 89 10
1112 13 14 15 16 17 18 19 20
21 22 23 24 25 26 27 28 29 30

FOR SERVICE PROVIDER USI
ONLY

{ 2 3 45 6 7 8 9 10
111213 14 15 16 17 18 19 20
91 22 23 24 25 26 27 28 29 30

31
Verified by:

SCHOOL REPRESENTATIVE DATE
SCHOOL REPRESENTATIVE TITLE (PRINT)

This Form will be rejected without the verified attend
vhich the claim is being made.

after the end of the period for v
RE: NASSAU COUNTY DE

I certify that I provided transportation for the above named child on the dates indicated.

Signature of Parent/Guardian

% el B

HOR'SERVISAIR USE ONLY

}

O Preschool Age (3-5yrs)

" MAY FOR PARENT/GUARDIAN USE

ONLY

1 2 3 45 6 7 8910
11 12 13 14 15 16 17 18 19 20
21 22 23 24 2526 27 28 29 30

31

E R

L A SR
one-way mileage

FOR SERVICE PROVIDER USE
ONLY

1 2 3 45 6 7 8 910
11 12 13 14 15 16 17 18 19 20
21 22 23 24 25 26 27 28 29 30
31

Verified by:
SCHOOL REPRESENTATIVE

SCHOOL REPRESENTATIVE TITLE (PRINT)

DATE

NUMBER OFF DAY S PER WEEIC CHILD RECEIVES
SERVICES OR ATTENDS PROGRAM:

JUNE FOR PARENT/GUARDIAN USE

ONLY
1 2 3 456 7 8 9 10
111213 14 15 16 17 18 19 20
21 22 23 24 25 26 27 28 29 30
31
FOR SERVICE PROVIDER USE
ONLY
1 2 3 456 7 8 9 10

1112 13 14 1516 17 18 19 20

21 22 23 24 25 26 27 28 29 30

31,

Verilied by: :
SCHOOL REPRESENTATIVE  DATE

SCHOOL REPRESENTATIVE TITLE (PRINT—)

ance portion above comp

Forward this completed Mileage Reimbursement Claim Form to: SERVISAIR,
PARTMENT OF HEALTH MILEAGE REIMBURSEMENT PROGRAM

 —

leted by the Service Provider Representative. Claims should be submitted no later than fifteen (15) calendar

Date Telephone #

# ol Days

reimbursement rate

Printed name of Parent/Guardian

IR SN T

Social Security Number of Parent/Guardian



CHILD'SNAME:

ADDRESS: .
-

CLAIM PERIOD: July & August SCHOOL YEAR:

JULY FOR PARENT/GUARDIAN USE:
ONLY

1 2 3 45 6 7 8 9 10

111213 14 15 16 17 18 19 20

21 22 23 24 25 26 27 28 29 30

31
FOR SERVICE PROVIDER USE
ONLY
12345678910
111213 14 15 16 17 18 19 20
21 22 23 24 25 26 27 28 29 30

31
Verified by:

SCHOOL REPRESENTATIVE ~ DATE

(PRINT)

SCHOOL REPRESENTATIVE TITLE

This Form will be rejected without the verified
after the end of the period for which the claim i

RE: NASSAU COUNTY DEPARTMENT OI HI

I certify that I provided tx

Signaturce of Parent/Guardian

TOR SERVISATRUSE-ONLY:

R SRS BN Y

one-way mileage

NASSAU COUNTY DEPARTMENT OF HEALTIL
OTFICE OF SERVICES FOR CHILDREN WITH SPECIAL NEEDS
MILEAGE REIMBURSEMENT ATTENDANCE FORM

Child is:

DATE OF BIRTL:
O Early Intervention (birth-2yrs 11mos)

SERVICE PROVIDER:
EI Auth. #

SERVICE LOCATION

(J Preschool Age (3-5yrs)

NUMBER OF DAYS PER WEEI CHILD RECEIVES
SERVICES OR ATTENDS PROGRAM:

S
AUG. FOR PARENT/GUARDIAN USE
ONLY

45 6 7 8 9 10
14 15 16 17 18 19 20
24 25 26 27 28 29 30

12 3
11 12 13
21 22 23
31

FOR SERVICE PROVIDER USIL
ONLY

1 2 3 45 6 7 8910
11 12 13 14 15 16 17 18 19 20
21 22 23 24 25 26 27 28 29 30

31
Verified by:

-
SCHOOL REPRESENTATIVE ~ DATE

(PRINT)

SCHOOL REPRESENTATIVE TITLE

Service Provider Representative. Claims should be submitted no later than fifteen (15) calendar d

RVISAIR, GO oo et T Lo T, T U T e

attendance portion above completed by the
s being made. Forward this completed Mileage Reimbursement Claim Form to: SE

tALTH MILEAGE REIMBURSEMENT PROGRAM

ansportation for the above named child on the dates indicated.

Datc Telephoue # Printed name of Parent/Guardian Social Security Number of Parent/Guardian

B TR

SRR SRR SRt aUiss o)
# of Days reimbursement rate



