REIMBURSEMENT REQUEST

AFSCME LOCAL 34

Date:      
Name: 

     
Address:

     
City, State, Zip: 
     
SSN:


     
Your Signature _____________________________________________________                                                                                           

Expenses (attach receipts)

	Date:
	Purpose:
	Amount:

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     












Total:      
Lost Time (attach a pay stub to verify pay rate for period claimed)

	Date:
	# of Hours:
	Purpose:

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Total Hours:      

Rate of Pay:      
Gross Pay

      

Fed W/H

     






Social Security
     






Medicare

     






State W/H

     
Net Pay

     


Expenses

     
Net Check

     
Date of Check
     
Check Number
     
