	Mid-Atlantic Region of the WOC Nurses Society
REQUEST VOUCHER

	Receipts must be attached before reimbursement will be made.  Keep a duplicate copy of the voucher and receipt for your records.  Send vouchers to the regional treasurer for payment within 30 days.

	
      Date: ____________________

1. Name: ______________________________________________________________________

Address: ____________________________________________________________________

City: _________________________ State: _______________  Zip Code ________________

Phone:  Home  (      )                                                Work:   (      )                                                )

	2. Board/Committee Activity: _____________________________________________ 

Description: ___________________________________________________________

Telephone
$__________________

Auto Mileage ____________ @ current IRS/Federal rate                      $__________________

(Include copy of mileage calculation (i.e. Mapquest, Google Maps, etc)

Room rate
$__________________

Postage/supplies
$__________________

Printing
$__________________

OTHER

___________________________________________________
$__________________

___________________________________________________
$__________________

___________________________________________________
$__________________

___________________________________________________
$__________________

TOTAL
$__________________

	• • • • • • • • • • DO NOT FILL IN • • • • • • • • • •

TREASURER’S RECORD

Check Number: ___________________________________________________________________

Date Paid: _______________________________________________________________________

________________________________________________________________________________
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