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COUNTY SCHOOL DISTRICT




REQUEST FOR CHECK
This form must be completed in BLUE ink.

Total reimbursements cannot exceed $     .
(Amount determined by Department Head/Principal.

EFFECTIVE DATE:      
	PAYEE INFORMATION
	PRIOR APPROVAL

	Payee Name     

	Principal/Department Head:

	Address     

	Fund Manager: 

	City, State, Zip     

	Asst. Super./Superintendent: 

	Vendor #     
	Date: 

	Description of authorized purchase(s):      



	Departmental Account Information

	Fund
	Function
	Object
	Modifier
	Location
	Amount

	   
	   
	   
	    
	  
	     

	   
	   
	   
	    
	  
	     

	   
	   
	   
	    
	  
	     


	Authorized Signatures

	I certify that I have reviewed the claims associated with this payment request, have found them to be in compliance with DCSD policies, and authorize payment from the account indicated.

Superintendent/Department Head/Principal Signature:

Date:  

	Payee Signature:  _______________________________     Date:  _________________










This form is to be used for reimbursement to an employee when the use of personal funds is required. Original receipts should be stapled to the back of this form.
7/1/08

