NoCASCOE – Expense Claim
______________________________                                                             __________________
                                                                                                                                     (County)
______________________________

______________________________

           (Name and Address of Claimant)

	1.

Date
	2.

No. Miles
	3.

Mileage Amt.

Claimed
	4.

Lodging

Cost
	5.

M&IE/

Meals
	6.

Total

(4 + 5)
	7.

Common

Carrier OR

Other Expense
	8.

Purpose

And/Or

Explanation

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Column

Totals
	
	
	
	
	
	
	TOTAL CLAIM 

$


______________________________


Approved:

________________________
          Signature of Claimant









Check Number:
________________________

______________________________


          Date





Date Paid:

________________________

SUBMIT TO: 
Gail N. White



Secretary/Treasurer, NoCASCOE



5716 Old US Highway 70W



New Bern NC  28562-9632
