
MANHATTAN DEVELOPMENTAL DISABILITIES COUNCIL 

TRANSPORTATION REIMBURSEMENT PROGRAM 

MONTHLY EXPENSES SUBMISSION FORM 

 

 

Name of person with developmental disability:  Date of Birth: 

_________________________________________  ______________________ 

Please include only one month’s transportation expenses per form. Forms must be received no later than 10 days 

after the last day of each month. For example, if you are submitting for the month of July, we must receive the form 

by August 10. Checks would be mailed out at the beginning of September and so on. 

FOR THE 

MONTH OF: 

 

Day of Travel 

PROGRAM AT 

DESTINATION 
A- Medical/Therapy 

B- Recreation 

C- Day Program 

D- Other (Explain) 

 

NAME AND 

ADDRESS OF 

DESTINATION 

 

ZIP CODE AT 

DESTINATION 

MEANS OF TRAVEL 

 
A- Taxi/Car Service 

B- Public Transportation 

C- Personal Car 

D- Other (Explain) 

COST OF 

TRAVEL 

 

(Include 

Receipts) 

      

      

      

      

      

      

      

      

      

      

      

      

Total Cost of Travel Expenses:  

 

Reimbursement check should be made out to: 

 Name:   _________________________________________________________ 

 Address: _________________________________________________________ 

    _________________________________________________________ 

 

Mail Forms to: Esperanza Center 

  516 W 181
st

 Street, 2
nd

 Fl. 

  New York, NY 10033 

  Attn: Transportation Reimbursement 


