Connecticut Emergency Nurses Association
Expense & Reimbursement Form
Check requested by:  ___________________________________________________

Check Payable to:   ____________________________________________________

                                                (Company or person)

                                ____________________________________________________

                                                (Address if needed)

                                _____________________________________________________

Check for:   ___________________________________________________________
                                      (Describe)

Amount requested:  _____________________________________________________

Receipts/Brochures/Agendas attached (describe):  _____________________________

_____________________________________________________________________

Budget item:  ____________________________________________________________

Not in budget, approved by CTENA BOD on:  _________________________________

Itemization:
Conference attended:  __________________________________ Dates:  _____________

Location:  _______________________________________________________________

$ ___________    Registration fee

$ ___________    Airfare

$ ___________    Other transportation

$ ___________    Hotel

$ ___________    Transportation to/from hotel venue as suggested

$ ___________     Airport parking

            All reimbursements must be submitted 60 days from date of purchase

Treasurer only:

Check # ________ Date:  _________  Amount: ___________  Account:  ___________
Comments:  ________________________________________________________________________________________________________________________________________________
________________________________________________________________________
January 2, 2009


