
 

 

Request for Reimbursement of Substitute Teacher 
AAllll ffiieellddss wwiitthh  mmuusstt bbee ccoommpplleetteedd 

 
SECTION 1: To be completed by the Person Submitting Form  (please print) 

 Name of School District: 
 Name of School: 
 Name of Administrator: 
 Signature of Administrator: 

 

 Name of CDE Function: 
 Location of CDE Function: 
 Date of CDE Function: 

 

 Name of Teacher(s) Requiring Substitute: 
 Date(s) Substitute is Required: 
 Phone Number of School: 
Daily Substitute Rate: $ Number of Days: Total Requested: $ 

 

Submit check to: School District 
School 

• Please provide address of school if you would like the 
check mailed there 

 

 
 

SECTION 2: To be completed by the Health & Wellness Unit 

Fund Number: 914C-1406 Signature: Date: 

Please return warrant to:  Danny Mitchell, phone: 303.866.6719 

                                                                                 email: mitchell_d@cde.state.co.us 

Date mailed: Date posted: Date paid: 
 
 

NOTE: Please bring this completed form with you to the event where it will be collected. 
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