
 
 
 

 
BASE TRANSFER MILEAGE CLAIM FORM 

 
 
STAFF 
Number: 

E         

 
Cost Code: _______________________________________ 
 
NAME:      NINO: 
 
Faculty/Department:     Campus: 
 
Home Address:     Month claimed: 
 
 

DATE Mileage Claimed Amount Approved
            
    
    
    
    
    
    
    
    
    
    
    
    
    
    
TOTAL  £      :  
 
Claimant: 
 
Signed:       Date 
 
Approver:  
 
Signed:       Date 


