
Substitute Reimbursement Form

To be Reimbursed: School District  _________________________________________________________________

 Street Address  _________________________________________________________________

 City ________________________________  State __________  Zip Code _______________

Reason for Reimbursement: _______________________________________________________________________

Date of Meeting: _______________________

Name of Participant: ____________________________________________________

Name of Substitute: _____________________________________________________

Substitute Reimbursement
District will be reimbursed for a half-day substitute at school district’s rate.

Substitute Reimbursement Amount  $ _________________

Mileage Reimbursement
Mileage at $0.41 per mile

Total Miles _________________

Mileage Reimbursement Amount $ _________________

Total Amount Due $ _________________

_______________________________________________________   ___________________
Signature of School Official  Date

Account Number ________________________________

Received by ____________________________________

Approved by ____________________________________

Date ___________________________________________

070621

Return to: ________________________________
 (Name)

 Heartland AEA
 6500 Corporate Drive 
 Johnston, IA 50131

6500 Corporate Drive, Johnston, IA 50131  |  (515) 270-9030  |  (800) 362-2720  |  FAX (515) 270-5383  |  www.heartlandaea.org 
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