Future Physician Leaders
CHP Reimbursement Form
Date: 
________    Name of Requestor: ______________________________
Name of Event: ________________________________________________
   
        
Date of Event: ________________________________________
     
Location of Event: _____________________________________
      
Number of Participants (approx.): _________________________
Address to Mail Reimbursement Check:  ______________________________

City: ____________________, State: _______________, Zip Code:________
Authorization:  _______________________________(signature or attach email approval)
                         Name (Christina Granillo, Alejandro Espinoza or Nastassia Valenzuela)
W-9 Completed:  
Yes
No
	Quantity
	Item name (no gifts/gift cards, no reimbursement for travel/mileage, no decorative items, and no bottled water). All equipment and supplies will remain FPL property. An itemized receipt and approval is required before processing.  
	Price


	Total

Cost

	
	 
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Total Reimbursement (Not to exceed $100 per team)

 $ _____________
*Please attach your completed W9 form and original receipts (please keep a copy for yourself) and submit to one of the FPL program coordinators for processing. Original receipt, such as credit card receipts or invoices marked as paid in full, are required.
_____________________________________________________________
DO NOT COMPLETE THIS SECTION - OFFICE USE ONLY

FAU Name/Number #: ____________________________Date Processed:_________
Student Name: _______________________________________   Site :__________
Updated 6/17/13

