
Date:  ____________

Date: _____________

Date: _____________

TRAVEL FUNDS MATCHING PROGRAM APPROVAL FORM

Name: __________________________________________

Department: _____________________________________

Email address: ____________________________________

Departure date: ______________

Estimated travel cost: __________________

Purpose of visit:____________________________________________________

Faculty member's signature: _____________________ 

Department Chair's signature:____________________ 

ADRGS's signature:  ____________________________

Return date: _______________

*Actual travel cost: ________________

*Provide a copy of the completed travel-reimbursement form

Findings from visit:____________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
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