
 DARKE COUNTY BOARD OF DEVELOPMENTAL DISABILITIES  

 Request for Mileage Reimbursement 

FAMILY SUPPORT SERVICES 

 

MONTH ________________   YEAR     

 
 
Date 

 
Round trip to and from & return 

List address 

 
Odometer reading 

beginning & ending 

 
Total to exact 

tenth (ex.6.1) 
 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

    

Total Miles   ____________ 

Total Miles x .28 =   ____________ 

NAME:         _________________________________________ 

ADDRESS:  __________________________________________ 

         __________________________________________ 

 

Signature      ___________________________________________                                      09/09 


