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APPENDIX K 
 

 
 

Request for Check 
 Employee reimbursement request      Request for vendor payment 
Attach receipt        Attach invoice 
 
Check data    Amount $ __________________         Program Name ______________________ 
                                                                                Program # _________________________ 
                                                                                                Expense # _________________________ 

 
 
Pay to      Name _______________________________________________________________  
                      
                        Address ____________________________________________________________ 
 
                        City __________________________ State ___________  Zip Code _____________ 

 
           

            
Purpose_ Describe ______________________________________________ 

 
        __________________________________________________________________  
       
Check stub description (maximum 20 characters)       
 

Requested by: ___________________________________________Date _____________________ 
 

 
 
 
Approval   Program Supervisor/Director:          Date        
 
            Program Administrator:     ________Date      
                           
                          Administrator of Finance/Operations _____________________Date _________ 
 

                           
For office use:  
 
Date Paid___________________________ 
 
Check #____________________________                                       
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