ARIZDNA

HEALTH CARE COST Out-of-State Travel Approval Request
CONTAINMENT SYSTEM
Supplement

GRANT NAME:

AGENCY:

NAME OF ACTIVITY:

ESTIMATED TOTAL COSTS FOR ALL PARTICIPANTS:

If this form is NOT being submitted PRIOR to the scheduled begin date of travel, please provide a justification:

Please describe the value of the out-of-state travel to the agency’s statutory mission:

Please list all individuals who will be traveling and their purpose for traveling. Purpose should include an
explanation of why it is necessary that they travel:

TRAVELER/PARTICIPANT NAME: PURPOSE:

TOTAL NUMBER OF TRAVELERS/PARTICIPANTS:

Authorized Contractor’s Name: Signature: Date:

THIS FORM SHOULD BE ACCOMPANIED BY RELATED CONTRACTOR TRAVEL APPROVAL FORM AND A COPY OF CONFERENCE
BROCHURE (if applicable).

AHCCCS | azahccces.gov
150 N. 18t Avenue, Phoenix, AZ 85007
602-417-4000
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