[image: image1.jpg]o MAINE CENTER
$ for Public Health






Public Health Emergency Preparedness

TRAINING EXPENSE REPORT FOR Organizations

Training Title___________________________________________ Date and Time of Training___________________________ Trainer(s)____________________________________   Number of Personnel Trained_____ Number Requiring Overtime or Backfill ______

Important Note:  Individual hospitals will be responsible for abiding by their written policies on backfill and overtime. Upon review, hospitals may be asked to provide a copy of those policies.  The employer understands that they will need to keep records for audit purposes.  
Instructions: 1. Note ALL personnel attending and only fill in shaded areas for personnel with overtime or backfill requirements. 2. List overtime costs for person as documented on their timecard. 3. List backfill pay as documented on backfill personnel timecard. 
	Name of  ALL Personnel

Attending Training (1)
	Position 
	Hours of

Training
	Hourly

Rate
	Overtime Hours
	Overtime Cost (2)
	Backfilled?

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Backfill Personnel for Name of Trained Personnel above (3)
	Position


	Hours of Backfill
	Hourly Rate
	
	Total Backfill Cost
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	                                                                                                                                                                                                                Total Backfill Cost
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	                                                                                                                                        Total Cost
	


Signed by:_________________________________              Phone Number_________________

Check Reimbursed to: ___________________________________________________________

Reimbursement  Address: ________________________________________________________

 Arrived at MCPH____________ Training Coordinator Approval_____________ Accounting Approval _____________  Check sent Date ______________ 
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