BOSTON UNIVERSITY MEDICAL CENTER

Department of Pharmacology

REIMBURSEMENTS

Please check one of the following:

Check Request ____

 Reimbursement for supplies, postage, copying and meeting 




 expenses.

Travel Advance ____
 Request for funds prior to travel.





 (NOTE:  Funds should be requested two weeks prior to departure.)

Travel Expense  ____            Reimbursement for travel

_____________________________________________________________________________

Please full out this form completely to ensure prompt return of your reimbursement.

ORIGINAL RECEIPTS MUST BE ATTACHED

Date:  ______________

Name:  ___________________________________

Social Security Number:  _____________________  or  BU Id _________________________

Home address for non-BU employees:  ______________________________________________

_____________________________________________________________________________

Amount:  $_________________

Account to be charged:  ____________________

Details of expense:  _____________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

-----------------------------------------------------------------------------------------------------------------

Travel Information:

Leaving Date:  ________________________ Returning:  __________________________

Destination:  ________________________________________________________

Purpose of travel:  _______________________________________________________

______________________________________________________________________

Authorized Signature (If required):  _______________________________________________

