Heart of the Triad Quilt Guild
Expense Reimbursement Request

Name_________________________________________________________________

Make check out to:_______________________________________________________

Purchase	Store			Items 						Amount
Date		Name			Purchased	
_________	_______________	___________________________	________
_________	_______________	___________________________	________
_________	_______________	___________________________	________
_________	_______________	___________________________	________
_________	_______________	___________________________	________
_________	_______________	___________________________	________
_________	_______________	___________________________	________
_________	_______________	___________________________	________

						Total Amount Requested		________


Committee Affected_________________________________________________
(Please use separate forms for each committee.)

Signature and date

___________________________________________________________________



[bookmark: _GoBack]Attach all original receipts to the back of this form. . Please make sure to clearly circle each item's amount that corresponds to the reimbursement request.  ALL RECEIPTS MUST BE TURNED IN WITHIN 90 DAYS OF PURCHASE DATE.

Pd Ck # _______________
Amount:_______________
Date:_________________
Data Entry:_____________
