
Dependent ���v�������o�����Œ��Care Professional Travel Grant Program 
Grant in Advance Verification Form 

FACULTY INFORMATION

Date: 

Last Name: First Name: MI: 

Employee ID: Position: 

Please list your receipts for payment of services. *Staple or scan and attach receipts to this form and submit to the Office of the Provost (see 
below). 

Paid to: Services Rendered: Hourly Rate/Expense Amount: 

Total Travel Expenses Incurred: 


