
Date Description Amount Requesting Department

Total Reimbursement:

Pay to:  ________________________________________________ Date: ________________

Requester Print Name: _____________________________________

Requester's Signature: _____________________________________

Approved by (PRINT & SIGN): ________________________________________________         Date:____________

(Department Deacon's signature required if over $100)

(Deacon Board approval needed if over $500)

Check No: _______________

Responsible Deacon's Print Name: ___________________________________ Check Amount: ___________

Responsible Deacon's Signature: ____________________________________ Check Date: _____________
(Deacon's own request over $100 should be countersigned by other Deacon)

For Office Use Only

CCCI PAYMENT/REIMBURSEMENT REQUEST FORM


	Total Reimbursement: 
	Pay to: 
	Date: 
	Requester Print Name: 
	Approved by PRINT  SIGN: 
	Responsible Deacons Print Name: 
	Date_2: 
	Check No: 
	Check Amount: 
	Check Date: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Date9_af_date: 
	Date10_af_date: 
	Date12_af_date: 
	Date13_af_date: 
	Date14_af_date: 
	Date15_af_date: 
	Date16_af_date: 
	Date17_af_date: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 


