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                                                    Twin Falls School District #411 

Form CUD-1 

Certified Employees Class Coverage 

The Collective Bargaining Agreement stipulates if coverage units are unused, 

certified employees under contract covered by the Agreement may request the 

conversion of units into full days that are paid at the current certified employee 

guest teacher rate. The certified employee shall be allowed to carry forward a 

maximum of twenty-one (21) coverage time units. A maximum of twenty-one 

(21) coverage time units may be accumulated in the current contract year. The 

2013-2014 guest teacher rate is $75.00 for a full day (7 units). 

 

If you wish to be paid for any or all of your coverage units, please fill out the 

information below.  If no action is taken, any accumulated coverage units will 

automatically roll to the 2014-2015 school year. 

 

 Print Name: ___________________________________________ 

            Assigned School or Schools: ______________________________ 

Please pay me for my coverage units indicated below on the June 2014 pay check. 

Total coverage units to be paid: _____________________ 

                        (Must be in units of 7 (full day)  

 
I understand that I must return this request form to my building secretary no later 
than June 1, 2014.  The building record keeper will forward all requests to the 
Payroll Department no later than June 7, 2014. 
 

Employee Signature__________________________________   Date_____________________ 
 
 

 
 

Twin Falls School District #411 
An Affirmative Action/Equal Opportunity Employer 5.13 
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TWIN FALLS SCHOOL DISTRICT NO. 411 

 

MONTHLY MILEAGE REPORT 

 

Authorized employees must report mileage on the Monthly Mileage Report form for 
reimbursement indicating date, starting point, and destination.  (Miles from home to first 
business location are not reimbursable or from last business location to home are not 

 

reimbursable)  Separate entries should be made for each day.  If school business is transacted 
in more than one location during one day, each location must be shown on the report. 

Private car mileage will be compensated at the established state reimbursement rate.  Check 
current rate at: http://www.sco.idaho.gov/web/sbe/sbeweb.nsf/pages/trvlpolicy.htm  

 
 ATTACH COPY OF YOUR CURRENT DRIVERS LICENSE AND PROOF OF LIABILITY INSURANCE TO EACH REQUEST 

NAME _______________________________________________ 
 
SCHOOL/DEPARTMENT ______________________________ 
 
 

DATE STARTING POINT DESTINATION TOTAL MILES 

    

    

    

    

    

    

    

    

    

    

    

    

    

    
 

 
EMPLOYEE'S SIGNATURE                                                  TOTAL MILES ______________                              
 
APPROVED BY SUPERVISOR                                             REIMBURSEMENT $ ________    
 

Revised 7-29-09                



Twin Falls School District #411 

 

 

Form PLD-3 

Certified Employees 
 
The Collective Bargaining Agreement, Letter of Understanding (Section #1), stipulates that a 

certified employee shall be allowed to carry forward a maximum of four (4) personal leave days.  

The maximum number of personal leave days available for the 2014-2015 school year will be 

seven (7). If, at the end of the 2013-2014 school year, an employee has a balance of more than 

four (4) unused personal days, he/she will be paid $75.00 per day for the number of unused days 

above four (4). The remaining four (4) days will be forwarded to the following school year, 

UNLESS INDICATED OTHERWISE BELOW. 

Do nothing and your personal days, 4 and under, will automatically roll to the 2014-2015 

school year. 

If you wish to be paid for any or all of your personal leave days on the June 2014 pay 

check, please complete the following information. 

 
 

Print Name: _________________________________________ 
 

Assigned School: ____________________________________ 
 

 
Please pay me for the number of my unused personal leave days indicated below on the 
June 2014 pay check. 
 
_____1     _____2    _____3 _____4 _____All that I have available 

 
 

I understand that I must return this request form to my building secretary no later than 

June 1, 2014. The building secretary will forward all requests to the Payroll Department no 

later than June 4, 2014. 

 
Employee Signature ________________________________   Date______________________ 
 

 

 

 

 
Twin Falls School District #411 

An Affirmative Action/Equal Opportunity Employer 
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Twin Falls School District #411 

COLLEGE CREDIT CLASS 

APPLICATION FOR APPROVAL 

 

 

PLEASE NOTE: The Professional Advancement Committee (PAC) is established according to the 

procedures and authority as stated in the current Collective Bargaining Agreement between the 

Association and Board of Trustees of School District #411. All teachers submitting an application form 

before this committee are responsible for understanding the governing terms regarding credit 

recognition for salary purposes as stated in this agreement, as well as the operational guidelines 

utilized by PAC in carrying out their responsibilities. PAC guidelines are posted in each building. 

 

Final credit recognition approved by PAC is subject to the granting of academic credit to the applicant, 

verified by official transcripts from an accredited training institution offering the course noted on the 

application form. 

 
 

TO BE COMPLETED BY APPLICANT: 

Name of Applicant:  

Teaching Assignment:  Building Assignment:  

Course Title:  Course #:  

Univ. Dept.:  Sponsoring Institution:  

No. Credits:  Semester Hrs:  Quarter Hrs:  Graduate:  Undergrad:  

Class Beginning Date:  Class Ending Date:  

Application Date:  *Signature: 

*Once you have completed the form, please print and sign a copy and return it to the HR Department. 
 

COMMITTEE ACTION: 

No. Credits Approved (1.5 quarter hours = 1 semester hour): 

PAC Chair: Date Approved: 

 

FINAL ACTION: 

Verification Course Completed:       Yes            No Semester Credit Hours Awarded: 

Administrator: Date Recorded: 

 

 



 PRIOR APPROVAL AND REIMBURSEMENT FORM 

Name                                                 ___________  School Unit  

Destination                                                                Purpose for Travel __________________________________        

 ___ ___________________ 

Dates of Meeting                                                       Mode of Transportation  

Number of Days Away From School                            Expenses Paid by Some Other Organization?    Yes         No

  _________________________________ 

Date & Time Left                                                        Date & Time Returned 

 ____        

                                                                  ___

       Account Number 

Employees of the Twin Falls School District No. 411 must receive prior approval of 

    ______________________________________    

PRIOR APPROVAL 

all

travel or the district will not be responsible for the payment of the travel expenses.  

 out-of-district.. 

Expected Costs of Travel. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $

Cash Advance Requested . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..$

 ___ __________              
   

  ___                    

Expected Reimbursement From Some Other Organization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $

 
    (MUST BE TURNED IN 6 WEEKS PRIOR TO TRAVEL FOR BOARD APPROVAL) 

Signature                                                                                   Date __________                     

 __________ ___          
            

Supervisor/Dept. Head                                                            Date __________                     

Principal                                                                                    Date __________ 

District Administrator ______________________________ Date __________                      
 

 
 REIMBURSEMENT REQUEST 
Receipts and/or logs must accompany the travel reimbursement requests.  The district will reimburse  
only the actual cost of meals including tax and gratuity.  Meal costs in excess of maximum allowances  
will not be reimbursed unless an exception to the maximum is made by the superintendent. 

Actual Costs as verified on accompanying receipts or logs: 
Transportation -- Automobile Mileage will be compensated at the established state reimbursement rate.  

Check current rate at: http://www.sco.idaho.gov/web/sbe/sbeweb.nsf/pages/trvlpolicy.htm  
    (Actual mileage in your vehicle).. . . . . . . . . . .$ 

 
_______________   

Transportation -- Public Transportation (Attach receipts) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ _______________  
ATTACH COPY OF YOUR CURRENT DRIVERS LICENSE AND PROOF OF LIABILITY INSURANCE 

Lodging -- Single rate (Attach receipt) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ _______________         

Parking (Attach receipts) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ _______________        

 Registration Fee (Attach receipts). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ 

 

_______________ 

**Meals while out-of-town overnight will be reimbursed 
either from actual receipts or your meal log.  You will be 
reimbursed at actual or maximum amounts from the 
reimbursement schedule, whichever is less. 
 
**If not out-of-town overnight, required documentation:  
a.  Actual receipt for the meal (logs are not acceptable). 
b.  Who was in attendance? 
c.  What business was conducted? 
 
(We will only reimburse actual costs or maximums from 
our reimbursement schedule, whichever is less). 
 
**If not out-of-town overnight and the prior procedures are 
not followed, reimbursements will be paid through payroll 
and will appear on your W-2. 

 
Meals: Maximums        In-State          Out-of-State  

Breakfast $  4.00** $  5.00  
Lunch               $  6.00** $  7.00 
Dinner $10.00** $11.00 

Daily Totals $20.00  $23.00 
 

Attach receipts and/or meal log              $ 
 

_____________    

SUB TOTAL               $ 
 

 ____________ 

   LESS ADVANCES                    $ 
 

_____________   

LESS REIMBURSEMENT BY OTHERS   $______________    
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

AMOUNT DUE EMPLOYEE (OR) 

REFUND DUE DISTRICT   $ _____________  
              

The amounts recorded upon this reimbursement requests are a true representation of the amount due me. 
 

Signature                                                                Date ___________    EFFECTIVE:  July 1, 2006         
 
Approved                                                                Date                                     REVISED: July 29, 2009 



INCIDENT REPORT - TWIN FALLS SCHOOL DISTRICT 
 

DATE OF OCCURRENCE: ______________TIME__________LOCATION:____________________________________________ 

 

   CHECK ALL THAT APPLY:       VEHICLE ____        INJURY____       PROPERTY _____      OTHER______________________ 
                                                                                                                                                                                   Please specify 

FOR SERIOUS INJURY, PROPERTY DAMAGE, OR THEFT, REPORT IMMEDIATELY 
 

DESCRIBE INCIDENT IN DETAIL: (attach any additional documentation and use additional page if necessary) 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

VEHICLE: 

YEAR____________MAKE_______________VIN#_________________________________School Owned? _______ If no, 

Owner’s Name: _______________________Address:______________________________Ph:_____________Police Report? ______ 

Reason for use________________________________________________________________________________________________ 

Driver___________________________Passengers___________________________________________________________________ 

 

INJURY
 

: (For employment related injury, DO NOT USE THIS FORM; contact your supervisor regarding Worker Compensation)  

Name: ____________________________ Age_____ Parent/Guardian________________________ Contact Info: ________________ 

Doctor or Treating Facility: ____________________________________________________________PH______________________ 

Extent of Injury_______________________________________________________________________________________________ 

 

Name: ____________________________ Age_____ Parent/Guardian________________________ Contact Info: _______________ 

Doctor or Treating Facility: ____________________________________________________________PH______________________ 

Extent of Injury_______________________________________________________________________________________________ 
                                                                                                  ----Use additional pages if necessary----- 

 

PROPERTY DAMAGE:                     

Owner______________________________Address:_____________________________________________PH_________________ 

Other insurance? ______ Company/Agent: _______________________________policy#________________PH_________________ 

Describe Property_____________________________________________________________________________________________ 

Description of Damage__________________________________________________________________Estimate of loss__________ 

 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

OTHER: 

 

 

WITNESSES: 

Name__________________________Address_________________________________________________PH___________________ 

Name__________________________Address_________________________________________________PH___________________ 

Comments; __________________________________________________________________________________________________ 

 

DESCRIBE THE CONDITIONS/ACTION THAT CAUSED OR CONTRIBUTED TO THE INCIDENT: 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

DESCRIBE THE ACTION(S) THAT HAVE BEEN TAKEN TO PREVENT A RECURRENCE: 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

REPORTED BY- (Name) ________________________________________Date________________________Time:_____________ 

TITLE/DEPARTMENT _______________________________________Contact Info: ____________________________________ 

 

 

REPORT INCIDENTS PROMPTLY TO: SHEILA RINEHART 
Twin Falls School District No. 411, Risk Management, 201 Main Avenue West, Twin Falls, Idaho  83301 

PHONE: (208) 737-5208 ext. 3715   FAX: (208) 733-8474        E-Mail: rinehartsh@tfsd.k12.id.us 
 
 

Providing this form is not an admission nor shall it be construed to be an admission of liability or acknowledgement of the validity of a claim by the district. 
Legal requirements for filing claims can be found in Title 6, Chapter 9, Idaho Code.  All claims must be filed promptly, in writing. 






