ICWA Qualified Expert Witness Fees






(Revised 10/01/2015)

I,                                                                    , at the request of the Department of Public Health and Human Services, Child and Family Services Division, provided services as an ICWA Qualified Expert Witness in                                                                                                                County.

Family (Case) Name
                                        Date(s) of Service
___________________     ___________________________________________________________________

Children Served

__________________________________________________________________________________________                                                                                
1. Professional Services:
Initial Preparation (limited to 3 hours per case- see instructions) 
 _______________ Hours @ $25.00 per hour    =   _______________
   
Subsequent Preparation (limited to 1 hour per case- see instructions) 
 _______________ Hours @ $25.00 per hour     =   _______________
                              

Court Testimony 
_______________ Hours @ $25.00 per hour    = _______________
Other (see instructions) 
_______________ Hours @ $25.00 per hour    = _______________

Total

_______________ Hours @ $25.00 per hour   = _______________  
2. TRAVEL 
From  ______________To_____________         Total miles =

Travel time 
_______________ Hours @ $25.00 per hour     = _______________

The maximum reimbursement is $500 for total Professional Services and Travel time for each case. Exceptions to this limit require the prior approval of the appropriate Child and Family Services Division Regional Administrator.  

Mileage Reimbursement____ @ $.56 per mile       = _______________

3. Other Expenses

Lodging (attach receipt) _____________ @ state rates   = _______________

Meals (see instructions)____________ max $23 per day = _______________

Total Reimbursement (professional services, travel, meals, lodging) = _______________
Qualified Expert WITNESS: _____________________________

MAILING ADDRESS: ______________________________
   ______________________________                                                                

  
    
  City/State

           Zip Code

Signature: ____________________________DATE____________
Federal Tax ID Number is: (SSN/TIN) _____________________________

Child and Family Services Supervisor Approval- ______________________   Date__________ 
