
EXPENSE REIMBURSEMENT FORM

Week Ending: ____________

EMPLOYEE INFORMATION

Name: __________________________ SSN: ______________________________

CLIENT INFORMATION

Firm/Company: _______________________________ Department: ________________________________

Client Matter #: ____________________________ Manager/Supervisor: _______________________                                                

Please write neatly and attach all receipts.  We cannot reimburse you without them.  Retain a copy for your records.

Date Meals Transportation Other Description Total

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

TOTAL

APPROVED BY: _________________________________ COMMENTS: ___________________________________________



Manager/Supervisor: _______________________                                                

COMMENTS: ___________________________________________


