
Rev 01/2018 

REQUESTOR: Please Complete this Section 
Date of Request: 
Name: 
Address: 
City, State ZIP: 
Phone: 
Email: 

Original Receipts must be submitted for all claimed expenses 
Date Incurred Description Amount 

Expense Total: 

Receipts are to be submitted within 30 days of the date expenses are incurred. 

Original receipts must be attached to this form with items clearly identified.  Submit your request to AAHA Treasurer, by 
placing this form with your receipt(s) in the Treasurer’s mailbox at AFIC. 

Your signature below signifies this reimbursement request is accurate and that you understand you will be held liable for 
any information that has been falsified. 

________________________________________________   _______________________ 
Signature                           Date 

AAHA Board Use Only: Check Reimbursement #: 

Category Sub-Category Amount 

_______________________________   _______________________ 
Authorized Signature   Date 

Appleton Area Hockey Association 
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