Date of Check:
Check Number:

Expense Voucher
ILLINOIS ASSOCIATION OF SCHOOL NURSES
Pay to the order of: Date
Street Address
City Zip Code:
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Travel: Mileage: @ .575 per mile (2015) $
Cab/Limo fare:. .
Bus/Train fare.
ATLare: .o s
Parking fees:. .. .vieii e
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OtheT: . e e e
Total Travel expenses:
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Lodging: . .
Meals (NASN dlrector IEA Rep Only) # of days

Telephone .. e e eeeeeesteeeesteeteee e a et e eteeeete et ete st etesreeteeneensenreans
POSTAZE ..t s
SUPPLIES ... ettt ettt et e ete et ettt ettt ettt et reereenaenreenaenneens
Other service (please list):
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TOTAL
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Receipts must accompany a request for reimbursement

Request by:
Position in IASN:

Budget Category

Expenses incurred for Board meeting

President’s Signature

Please submit reimbursement request within 30 days!!



