	TRAVEL VOUCHER FOR NON-STATE EMPLOYEE

	Michigan Department of Health and Human Services

	DOCUMENT INFORMATION (For MDHHS Accounting Use Only)

	Code
	Unit
	ID
	Pre-Audit By
	Entered By
	Approved By

	
	
	
	
	
	

	DOCUMENT INFORMATION

	Case Name
	Case Number
	Recipient ID Number

	[bookmark: Text2][bookmark: _GoBack]     
	[bookmark: Text3]     
	[bookmark: Text4]     

	HEADER INFORMATION

	Document Description
	Expected Amount

	[bookmark: Text6]     
	$0.00

	Extended Description (if applicable)

	[bookmark: Text28]     

	VENDOR INFORMATION

	Vendor/Customer/Grantee Number
	Vender/Customer/Grantee Legal Name
	Address Code

	[bookmark: Text7]     
	[bookmark: Text8]     
	[bookmark: Text29]     

	Vendor/Customer/Grantee Address Line 1
	Vendor/Customer/Grantee Address Line 2

	[bookmark: Text10]     
	     

	City
	State
	Zip Code
	Single Payment
	

	[bookmark: Text33]     
	     
	     
	[bookmark: Check1][bookmark: Check2]|_| Yes	|_| No
	

	ACCOUNTING INFORMATION

	Invoice Number
	Reference DOC Code
	Reference DOC Department
	Reference DOC ID
	Ref. Type (P/F)

	[bookmark: Text14]     
	     
	     
	[bookmark: Text31]     
	[bookmark: Text32]     

	Event Type
	Accounting Template
	Line Amount
	Unit
	Dept. Object
	Location
	Program Period
	Total

	1.
	[bookmark: Text34]    
	[bookmark: Text17]     
	[bookmark: LineAmt1]     
	     
	[bookmark: Text20]     
	
	
	[bookmark: AcctTotal1]$0.00

	2.
	    
	     
	[bookmark: LineAmt2]     
	     
	     
	
	
	[bookmark: AcctTotal2]$0.00

	3.
	    
	     
	[bookmark: LineAmt3]     
	     
	     
	
	
	[bookmark: AcctTotal3]$0.00

	4
	    
	     
	[bookmark: LineAmt4]     
	     
	     
	
	
	[bookmark: AcctTotal4]$0.00

	
	
	
	
	
	
	
	
	[bookmark: AcctTotal5]$0.00

	TRAVEL INFORMATION

	Start Date of Travel
	End date of Travel

	Date
	Destinations
	Depart Time
	Return Time
	Number of Miles
	Mileage Rate
	Mileage Account
	Lodging
	Non-Taxable
	Taxable
	Other
	Daily Total

	     
	     
	     
	     
	[bookmark: NumberofMiles1]    
	[bookmark: MileageRate1]0.000
	[bookmark: MileageAccount1]0.00
	[bookmark: lodging1]0.00
	[bookmark: NonTax1]0.00
	[bookmark: Tax1]0.00
	[bookmark: Other1]0.00
	[bookmark: DailyTotal1]0.00

	     
	     
	     
	     
	[bookmark: NumberofMiles2]    
	[bookmark: MileageRate2]0.000
	[bookmark: MileageAccount2]0.00
	[bookmark: lodging2]0.00
	[bookmark: NonTax2]0.00
	[bookmark: Tax2]0.00
	[bookmark: Other2]0.00
	[bookmark: DailyTotal2]0.00

	     
	     
	     
	     
	[bookmark: NumberofMiles3]    
	[bookmark: MileageRate3]0.000
	[bookmark: MileageAccount3]0.00
	[bookmark: lodging3]0.00
	[bookmark: NonTax3]0.00
	[bookmark: Tax3]0.00
	[bookmark: Other3]0.00
	[bookmark: DailyTotal3]0.00

	     
	     
	     
	     
	[bookmark: NumberofMiles4]    
	[bookmark: MileageRate4]0.000
	[bookmark: MileageAccount4]0.00
	[bookmark: lodging4]0.00
	[bookmark: NonTax4]0.00
	[bookmark: Tax4]0.00
	[bookmark: Other4]0.00
	[bookmark: DailyTotal4]0.00

	     
	     
	     
	     
	[bookmark: NumberofMiles5]    
	[bookmark: MileageRate5]0.000
	[bookmark: MileageAccount5]0.00
	[bookmark: lodging5]0.00
	[bookmark: NonTax5]0.00
	[bookmark: Tax5]0.00
	[bookmark: Other5]0.00
	[bookmark: DailyTotal5]0.00

	     
	     
	     
	     
	[bookmark: NumberofMiles6]    
	[bookmark: MileageRate6]0.000
	[bookmark: MileageAccount6]0.00
	[bookmark: lodging6]0.00
	[bookmark: NonTax6]0.00
	[bookmark: Tax6]0.00
	[bookmark: Other6]0.00
	[bookmark: DailyTotal6]0.00

	     
	     
	     
	     
	[bookmark: NumberofMiles7]    
	[bookmark: MileageRate7]0.000
	[bookmark: MileageAccount7]0.00
	[bookmark: lodging7]0.00
	[bookmark: NonTax7]0.00
	[bookmark: Tax7]0.00
	[bookmark: Other7]0.00
	[bookmark: DailyTotal7]0.00

	Column Total
	[bookmark: NumberofMiles8]0
	[bookmark: MileageRate8]0.000
	[bookmark: MileageAccount8]0.00
	[bookmark: lodging8]0.00
	[bookmark: NonTax8]0.00
	[bookmark: Tax8]0.00
	[bookmark: Other8]0.00
	[bookmark: DailyTotal8]0.00

	PROGRAM INFORMATION

	Check all that apply

	[bookmark: Check3]|_| ES
	|_| MYOI-Chaffee
	|_| SFSC Fam Supp
	|_| CCF
	|_| MA Trans

	|_| FR
	|_| MYOI JCYOI
	|_| SFSC Plac Prev
	|_| SWF
	|_| Donated Funds

	|_| YIT
	|_| SFSC Adopt
	|_| SFSC Reun
	|_| DSS (bulk only)
	|_| Volunteer Services

	|_| SWBC
	|_| Other:
	[bookmark: Text36]     
	|_| IV-E
	

	

	Print Name of Preparer
	Signature of Preparer
	Date

	[bookmark: Text26]     
	
	[bookmark: Text27]     

	Print Authorized/Approval Name of MDHHS Employee
	Signature of Authorized/Approval Name of MDHHS Employee
	Date

	     
	
	     

	Print Authorized/Approval Name of MDHHS Employee
	Signature of Authorized/Approval Name of MDHHS Employee
	Date

	     
	
	     

	

	The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability. 




	INSTRUCTIONS FOR COMPLETION OF MDHHS-5628

	Michigan Department of Health and Human Services

	

	Incomplete or improperly completed forms may be returned to the preparer for completion. For questions on completing this form please refer to the instructions below, contact your Accounting Service Center or email MDHHS-Travel@michigan.gov depending on where the payment request is sent.

	

	Document Information (For MDHHS Accounting Use Only) - To be completed by the MDHHS Accounting staff.
Code: SIGMA document code (GAX, PRC, etc.).
Unit: Payment section unit code.
ID: Document ID number (i.e., 170000000056).
Pre-Audit By: Individual auditing the document prior to entry into SIGMA.
Entered By: Individual entering the document into SIGMA.
Approved By: Individual approving the payment in SIGMA.

	

	Document Information - To be completed by the preparer (if applicable).
Case Name: Case name from the appropriate system (i.e., Bridges).
Case Number: Case number of the individual from the appropriate system.
Recipient ID Number: Recipient ID number of the individual from the appropriate system.

	

	Header Information - To be completed by the preparer.
Document Description: Reason for the payment request. 
Expected Amount: Total amount of the payment request. 
Extended Description (if applicable): Additional information needed for the payment request.

	

	Vendor Information - To be completed by the preparer.
Vendor/Customer/Grantee Number: Number from SIGMA VCUST table.
Vendor/Customer/Grantee Legal Name: Name from SIGMA VCUST table.
Address Code: Number associated with the address where the payment is to be sent. This is found on the VCUST table.
Vendor/Customer/Grantee Address Line 1: Address where the payment is to be sent. This is found on the VCUST table.
Vendor/Customer/Grantee Address Line 2: Additional information regarding the address. This is found on the VCUST table (if applicable).
City: City where the payment is to be sent. This is found on the VCUST table.
State: State where the payment is to be sent. This is found on the VCUST table.
Zip Code: Zip Code were the payment is to be sent. This is found on the VCUST table.
Single Payment (Y/N): If this payment needs to be paid alone to the vendor. This payment will not be consolidated with other payments disbursed on the same day to the vendor.

	

	Accounting Information - To be completed by the preparer.
Reference Doc Code: Used if the payment request references another document (i.e., PO, GAE).
Reference Doc Dept.: Department of reference document (491).
Reference Doc ID: ID number of reference document (i.e., 17000000065).
Ref Type (P/F): Identify if payment is a partial or final payment against the award document.
Event Type: Assigned by MDHHS Accounting.
Accounting Template: Chart of account element used to identify the expenditure.
Line Amount: Amount needed for that chart of account element.
Unit: Identifies the unit charged for the expenditure.
Dept. Object: Coding used to determine the type of expenditure (i.e., Service, clothing).
Location: Assigned by MDHHS Accounting.
Program Period: Assigned by MDHHS Accounting.

	

	Travel Information - To be completed by the preparer.
Start Date of Travel: First date of travel.
End Date of Travel: Last date of travel.
Date: Exact date of travel.
Destinations: List all travel destinations include begin and end stops. Must include street address, city, state. Include verifiable map print showing destinations.
Depart Time: Time when leaving beginning destination.
Return Time: Time when returning to beginning destination.
Number of Miles: Number of miles traveled.
Mileage Rate: Rate of reimbursement. Must coincide with State of Michigan Travel policy.
Mileage Amount: Number of miles * Mileage rate. Will calculate automatically.
Lodging: Amount for any lodging. Must coincide with State of Michigan Travel policy.
Non-Taxable: Meals if travel includes overnight stay. Must provide itemized receipt.
Taxable: Meals if travel is same day. Must provide itemized receipt.
Other: Any other charges supported by a receipt. (i.e., Parking, bridge fare, toll). If a parking meter was used note with PM.
Daily Total: Mileage amount+Lodging+Non-Taxable+Taxable+Other. Will calculate automatically.

	

	Program Information (Check All that Apply) - To be completed by the preparer.
Name of Preparer: Individual preparing the document.
Authorized/Approval Name of MDHHS Employee: Authorized name/signature of employee authorizing payment. Must coincide with program policy and/or PAL policy.
Authorized/Approval Name of MDHHS Employee: Second Authorized name/signature of employee authorizing payment. Must coincide with program policy and/or PAL policy.
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TRAVEL VOUCHER FOR NON - STATE EMPLOYEE  

Michigan Department of Health and Human Services  

DOCUMENT INFORMATION (For MDHHS Accounting Use Only)  

Code  Unit  ID  Pre - Audit By  Entered By  Approved By  

      

DOCUMENT INFORMATION  

Case Name  Case Number  Recipient  ID Number  

                                 

HEADER INFORMATION  

Document Description  Expected Amount  

           $ 0.00  

Extended Description (if applicable)  

           

VENDOR INFORMATION  

Vendor/Customer/Grantee Number  Vender/Customer/Grantee Legal Name  Address Code  

                                 

Vendor/Customer /Grantee Address Line 1  Vendor/Customer/Grantee Address Line 2  

                      

City  State  Zip Code  Single Payment   

                                   Yes     No   

ACCOUNTING INFORMATION  

Invoice Number  Reference DOC Code  Reference DOC Department  Reference DOC ID  Ref. Type (P/F)  

                                                       

Event Type  Accounting Template  Line Amount  Unit  Dept. Object  Location  Program Period  Total  

1 .                                                         $ 0.00  

2 .                                                         $ 0.00  

3 .                                                         $ 0.00  

4                                                         $ 0.00  

        $ 0.00  

TRAVEL INFORMATION  

Start Date of Travel  End date of Travel  

Date  Destinations  Depart  Time  Return  Time  Number  of Miles  Mileage  Rate  Mileage  Account  Lodging  Non - Taxable  Taxable  Other  Daily Total  

                                                     0. 000  0.00  0.00  0.00  0.00  0.00  0.00  

                                                     0.000  0.00  0 .00  0.00  0.00  0.00  0.00  

                                                     0.000  0.00  0.00  0 .00  0.00  0.00  0.00  

                                                     0.000  0.00  0.00  0.00  0 .00  0.0 0  0.00  

                                                     0.000  0.00  0.00  0.00  0.00  0 .00  0.00  

                                                     0.000  0.00  0.00  0.00  0.00  0 .00  0.00  

                                                     0.000  0.00  0 .00  0.00  0.00  0.0 0  0.00  

Column Total  0  0.000  0.00  0.00  0.00  0.00  0.00  0.00  

PROGRAM INFORMATION  

Check all that apply  

  ES    MYOI - Chaffee    SFSC Fam Supp    CCF    MA Trans  

  FR    MYOI JCYOI    SFSC Plac Prev    SWF    Donated Funds  

  YIT    SFSC Adopt    SFSC Reun    DS S (bulk only)    Volunteer Services  

  SWBC    Other:               IV - E   

 

Print Name of Preparer  Signature of Preparer  Date  

                       

Print Authorized/Approval Name of MDHHS Employee  Signature of Authorized/Approval Name of MDHHS Employee  Date  

                       

Print Authorized/Approval Name of MDHHS Employee  Signature of Authorized/Approval Name of MDHHS Employee  Date  

                       

 

The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group because of   race, religion, age, national  origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender  identity or expression, political beliefs or disability.   

   

