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EDI  Form (EMPLOYEE DRIVER IDENTIFICATION)
(used for mileage reimbursement only)
1.
Name:

      _____________________________________      Bargaining Unit:____________
Home address:    _____________________________________   



      _____________________________________

2.
Contractual Primary Work Site:   ___________________________________


Address:


        ___________________________________






        ___________________________________

3.
Mileage from home (#1) to contractual primary work site (#2):  _________ (Round to nearest whole #)
4.
Contractual primary work site effective dates: _______________   _______________________



Start Date
           End Date – Only if Applicable
5.
Complete chart for each site you work at in a typical month (attach additional sheets as needed)
· Contractual site in #2 above must be listed on first line in this section 
· Sites with the highest percentages of time must be listed

· For multiple locations with small percentages, lump together and put on “Other Sites as Assigned” line 
· Total of “% OF TIME SPENT” column must equal 100%
	
SITE
	ADDRESS
Street and City
	% OF TIME SPENT
	MILEAGE FROM HOME TO SITE

	
	
	
	

	
	
	
	

	
	
	
	

	Other Sites as Assigned
	No single site included in this % exceeds the highest % above
	
	N/A

	
	TOTAL…      
	100 %
	


· I certify that that the above information is true and correct and accurately represents the required miles traveled by me to perform my job responsibilities. 
· I certify that I have a valid driver’s license and that I am responsible for notifying OCM BOCES immediately of any change in the status of my driver’s license.
· I understand that the deductible miles I claim on the reimbursement claim form must match exactly with the mileage on this EDI (Employee Driver Identification) form.  Claims that do not match will be held until the discrepancies have been resolved.
· If I move or if my primary work site changes, I will complete and submit a new EDI form.

Name:
(Please Print)____________________
   Supervisor’s Name: (Please Print)_____________________
Signature: __________________________
   Supervisor’s Signature: ___________________________

Date:_____/______/______


   Date:_____/_____ /____
Return Completed Form To:  Accounts Payable, Main Campus
C=COMBO


N=Non-Rep


T=OCMBFT


M=Mid-Level





TO BE FILLED IN BY THE BUSINESS OFFICE:


IRS Primary Worksite ______________________________________________		Miles from Home to IRS Primary Worksite __________


Signature: __________________________________________________________		Date:_____/_____ /_____








Revised 7/5/22

