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REQUEST FOR PAYMENT

Date: ____________

Name: _______________________________________________________________

Address: _____________________________________________________________

City:____________________ State:__________________
Zip:_________________

CHARGE TO:  ________________________________________________________





(COMMITTEE OR PROJECT)

DESCRIPTION OF ITEM

















$











$











$











$









TOTAL
$

_____Attached Invoice or Billing

Date Needed: _____  ASAP

_____Attached Receipts


                       _____  Normal Processing

_____ No Receipts Available



           _____  Date: __________

Make Check Payable to: ___________________________________________________



Address:  ___________________________________________________



Address:  ___________________________________________________



City:        __________________  State:___________ Zip: ____________

SEND WITHIN 30 DAYS OF EXPENSE OR PAYMENT WILL BE FORFEITED

TREASURER’S RECORD:


Account: _______
Subaccount: ________
Amount $ __________

Account: _______ 
Subaccount: ________
Amount $ __________   

Account: _______ 
Subaccount: ________
Amount $ __________


Account: _______
Subaccount: ________
Amount $ __________

SIGNATURES:

Committee Member:________________________________
Date: _____________

President (if required): ______________________________
Date: _____________

Treasurer: ________________________________________
Date: _____________

Effective 1/1/2004

