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CLINICAL INQUEST CENTER LTD
TRAVEL/EXPENSE REPORT              Date Received: __________

	Employee Id __________ Name ____________________________________________________________________

Client Name ___________________________________ Contact Phone number_________________________________

Purpose of Trip:  [  ] Relocation  [  ] Initial Settling  [  ] Travel  [  ] Other  ______________ Week Ending: ____________



	Day/Date
	Mon
	Tue
	Wed
	Thurs
	Fri
	Sat
	Sun
	Total  Expense
	CIC Charges

	From:
	
	
	
	
	
	
	
	
	

	To:
	
	
	
	
	
	
	
	
	

	Miles
	
	
	
	
	
	
	
	
	

	@$0.55/mile
	
	
	
	
	
	
	
	
	

	Gas
	
	
	
	
	
	
	
	
	

	Park/Toll/Taxi
	
	
	
	
	
	
	
	
	

	Hotel/Lodging
	
	
	
	
	
	
	
	
	

	Car Rental
	
	
	
	
	
	
	
	
	

	Airfare
	
	
	
	
	
	
	
	
	

	Meals
	
	
	
	
	
	
	
	
	

	Phone
	
	
	
	
	
	
	
	
	

	Postal/Courier
	
	
	
	
	
	
	
	
	

	Office Equip
	
	
	
	
	
	
	
	
	

	Office Supplies
	
	
	
	
	
	
	
	
	

	License / Permits
	
	
	
	
	
	
	
	
	

	TOTALS
	
	
	
	
	
	
	
	
	


Please note:

a) Attach all original receipts for each expense. Photocopies of receipts will not be accepted.

b) Do not inquire for at least two weeks after submitting any claim.

c) Claim form must be completed and signed.

Is this expense Billable to the Client  _____  (Y/N), if yes, then please get it signed from your client 

Client Signature ________________________     Date : _____________________

I CERTIFY that all the expenses mentioned above our true business expenses. Any false or incorrect information may lead to a legal action against me or my employment and/or termination from CIC

Employee Signature ________________________     Date : _____________________

CIC Manager’s Signature ____________________     Date : _____________________  

1911 North Fairfield Road, Ste 230, Beavercreek, OH 45432
Phone: (937) 429-2422 Fax: (937) 352-4111 E-mail:  rakesh@cic-america.com

