	Workers’ Compensation Risk Retention Program

Plan Administrator:  Montana School Boards Association

PO Box 7029

Helena, Montana 59604

(406) 457-4500 * 1-877-667-7392 * FAX (406) 457-4505




	TRAVEL EXPENSE VOUCHER



	PLEASE SEE BACK OF FORM FOR INSTRUCTIONS

	Name
	SSN                                        | Claim Number

                                               |

	Mailing Address
	Employer



	City
	Name of Attending Physician



	Home Town
	Nature of Injury



	Purpose of Travel:  (check only one)

· No same or similar services available locally                       ( No Local practicing physician                         

· Exam/evaluation requested by MTSBA WC                        ( Referral by attending physician




	
	Date
	Travel Details
	Total Miles
	Per Diem Allowed (attach Receipt) LODGING
	Per Diem Allowed

MEALS
	Total

Amount

	1


	
	
	
	
	
	

	2
	
	
	
	
	
	

	3
	
	
	
	
	
	

	4
	
	
	
	
	
	

	5
	
	
	
	
	
	

	6
	
	
	
	
	
	

	7
	
	
	
	
	
	

	8
	
	
	
	
	
	

	9
	
	
	
	
	
	

	
	
	GRAND TOTALS
	
	
	
	


I hereby certify that this is a valid travel claim to WCRRP, in accordance with statutes and administrative procedures.





_______________________________  ________________





Claimant’s Signature



      Date

INSTRUCTIONS AND MAXIMUM RATES

(Subject to change)

PURPOSE OF TRAVEL:  Mark an “x” in the appropriate box describing the reason for travel.  Use a separate voucher for each kind of travel.

Submit this form and receipts to the address shown on the reverse side.  Keep a copy for your records.

GENERAL REIMBURSEMENT CONSIDERATIONS

1. Total reimbursable automobile miles are determined according to the most direct             highway route between the injured workers’ residence and the provider. 

2. Expenses for eligible meals shall be reimbursed at the meal rates established for state employees.

3. Lodging is paid at state rates, with an original receipt.  If it is high cost city, the actual cost of lodging is reimbursed.  If the claimant does not have a receipt, the state rate for non-receipted lodging is paid.

4. If supported by paid receipts, miscellaneous costs such as taxi fares or parking fees are reimbursable.

FOR INJURIES OCCURRING JULY 1, 2001 AND AFTER:

· Travel must be in relationship to the injury and the primary reason for travel.
· Travel requests must be made to WCRRP within 90 days of incurring expense.
· 100 mile per month exclusion unless travel is at the direction of the insurer.
· Travel within the local “community” is excluded.
· Qualifying mileage is reimbursed at .405 per mile (effective 1/1/05)
        TRAVEL TIME
                   IN-STATE

  OUT-OF STATE


MEALS:


      a.  Three (3) hours or less


None



None

b. Greater than three (3) hours – and at least three hours (3) hours within each of the ranges below:

Morning: 12:01 to 10:00 am

$5.00



$6.00
  

Midday: 10:01 to 3:00 pm

$6.00



$6.00

Evening: 3:01 to 12:00 am   
          $12.00


          $16.00
Out-of-state per diem:  Divide the day into quarters, starting at midnight.  Travel during any of the 6-hour blocks results in one-fourth of the calculated meal per diem.

LODGING: effective (9/23/04)
Receipted, including Montana bed tax*

$64.20



$64.20 









           or more
Non-receipted





$12.00



$12.00

Plus Montana bed tax rate





