DEPARTMENT OF HEALTH & SOCIAL SERVICES

TRAVEL MEMORANDUM OF AGREEMENT – NON-EMPLOYEE

This Agreement between the Department of Health & Social Services, Division of Public Health and  

                                                                                                            (Participant) is for the purpose of sponsoring the Participant to attend a training session, workshop or seminar; and to prescribe the amount the Department shall reimburse the Participant for travel and transportation expenses.  It is understood and agreed that the Participant is not an employee of the Department and is not providing services for a fee.

The Participant will attend:                                                                                                                                     .  

The Department will directly purchase all air transportation.  Unless otherwise required, the Department will purchase the lowest cost airfare.  The Department will reimburse the Participant for the remaining costs of necessary and reasonable ground transportation and per diem in accordance with the travel rules of the State of Alaska, Alaska Administrative Manual.  Receipts for food purchases are not required.  The traveler will be reimbursed a flat daily rate depending on destination.  The State of Alaska does not reimburse for rental vehicles unless agreed upon in advance.  The Participant will provide original receipts to support all reimbursement claims.  

Lodging will be purchased directly by the Department unless agreed upon in advance.

If the Participant receives a travel advance, and does not attend the event indicated above, the Participant will reimburse the Department for the amount of the advance within 14 days of the scheduled travel.  Additionally, the Participant must reimburse the Department for any advance that exceeds the amount of allowable expenses.  It the Participant fails to reimburse the Department within the stated timeframe, the Department will pursue any and all collection methods available, including recovering this advance from any future travel reimbursement.

Participant





Department Health & Social Services

Signature_______________________________

Signature________________________________







Division of Public Health Director/Designee

(SSN)__Required-please call to provide _______

 Date____________________________________
Physical Home Address:




Mailing Address (If different than physical):

_______________________________________ 

___________________________________


_______________________________________

___________________________________
City 

    State                Zip


City

State

Zip
Phone Number:  ______________________________

E-Mail Address: _________________________________________________________

THIS FORM MUST BE ATTACHED TO A TRAVEL AUTHORIZATION
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