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  CITY OF MEDFORD 
PERSONAL REIMBURSEMENT FORM  

Date of Request: _________________ 

_____________________________________________________________________________________ 

NAME/TITLE OF PERSON BEING REIMBURSED: __________________________________________ 

DEPARTMENT: __________________________   TITLE: __________________________________ 

REASON FOR EXPENSE: _________________________ Instate or Out-of-State Travel: Y or N 

Check Y or N here -->

DATE OF FUNCTION/PURPOSE: ______________________________ (if this covers Instate or Out-of-

State Travel, please be sure to provide receipts for hotel, flights, transportation, tolls, meals, etc.) 

When meals or expenses are provided by the event organizer and/or included in the seminar, please 

provide said information by copy of the itinerary, brochure, etc. 

VENDOR #:_____________________________ ACCOUNT #:________________________________ 

(CANNOT PROCESS THIS FORM WITHOUT THE VENDOR/ACCOUNT NUMBERS) 

ITEMS PURCHASED: __________________________________________________________________ 

____________________________________________________________________________________ 

WHERE PURCHASED: _________________________________________________________________ 

AMOUNT OF REFUND: $_____________________ 

________________________________________________________________  ________________ 

Signature of Person Applying for Reimbursement     Date 

________________________________________________________________ ________________ 

Department Head Signature for Approval (or Designee)    Date 

ORIGINAL RECEIPT(S) MUST ACCOMPANY THIS FORM 

Health Department


	REASON FOR EXPENSE: 
	DATE OF FUNCTIONPURPOSE: 
	ITEMS PURCHASED 1: 
	WHERE PURCHASED: 
	AMOUNT OF REFUND: 
	Check Box1: Off
	Check Box2: Off
	Date Field_af_date: 
	NAMETITLE OF PERSON BEING REIMBURSED: 
	TITLE: 
	Date5_af_date: 


