AMERICAN LEGION AUXILIARY
DEPARTMENT OF FLORIDA, INC.
P.O. BOX 547917
ORLANDO, FL. 32854-7917

MEDICAL CENTER REPRESENTATIVES
REIMBURSEMENT / RELEASE OF FUNDS REQUEST


DATE:_______________________

FACILITY:_______________________________________________________________________

REPRESENTIVE/DEPUTY:_____________________________________________________

Please send reimbursement in the amount of $___________________ for the purchase of the items on the attached receipts.


Please release $____________________________, to be used for the following purpose:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Check is to be payable to: _____________________________________________________

Mailed to:_______________________________________________________________________

___________________________________________________________________________________

Receipts must be mailed to Headquarters within thirty (30) days of receipt of money.

AMOUNT REQUESTED TO DATE:_____________________________________________
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