
!  

Andover Seventh-Day Adventist Church 
Reimbursement Request 

Expense Itemization 

Date:  ___________________________________

Name of Requestor:  ___________________________________

Payee: 
(if different than requestor)  ___________________________________

Payee’s Address: 
(if requesting a check be mailed)  ___________________________________

 ___________________________________

Fund Name Fund Number Amount

Approved By:

Please Sign



After the reimbursement request is approved, please give the completed form and your receipts to 
Connie Larsen directly or mail them to her at: Andover SDA Church; P.O. Box 311;  Anoka, MN  
55303.  If you have any questions, you may contact her at 651-426-0122.

Please Print

Date:


