# 1 EDUCATIONAL SERVICE UNIT ONE
U 211 TENTH STREET AdvancED
A WAKEFIELD, NE 68784 reensTE N

PHONE: (402) 287-2061 FaX: (402) 287-2065
www.esul.org

Autism Team Billing Form

Team Member: Contract Holder: Please Select One
Primary Type of Service: Please Select One
School District Served:

Billable Service Time

On Site Service Date(s) or Workshop Date(s):
On Site Service Time(s): From To

Total Service Time: X Contracted Rate: TOTAL $ 0.00
(Please attach Regional Coordinator’s email request for your assistance with this referral or permission to
attend workshop)

Follow Up Consultation Expected: Yes No

Registration

Include Receipts
Paid by: District Self TOTAL §$ 0.00
Mileage
I am claiming total miles X 0.56 per mile TOTAL $ 0.00
From (City/State) to
Paid by: District Self
Lodging
Date(s): TOTAL $ 0.00
Hotel Name:
Include Invoice/Receipts
Paid by: District Self
Meals
Include Receipts TOTAL $ 0.00
Paid by: District Self
Parking
Include Receipts TOTAL $ 0.00
Paid by: District Self
TOTAL PAYMENT REQUESTED Reimbursed to District: $ 0.00
Reimbursed to Me: $ 0.00

Substitute Information
Was a Substitute Needed: Yes No
Name of Substitute:

ASD Team Member Date

Clear Data Revised 11/6/14
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