
Expense/Reimbursement Claim Form 
Name of Claimant: _________________________________________________ 

To receive reimbursement for Association expenses, submit this form with receipts to a NeASFAA Board 
member for approval within 30 days of incurring the expense. 

Date of Expense Description of Expense Total $ 

Total Expenses 

Reimbursement Information: 
Name and address of person/organization to be reimbursed. 

________________________________________ 
Name 
________________________________________ 
Street 

               ___________________, ____    ______________ 
   City                                 State    Zip

Reimbursement Approval Information 
Name: 
Committee Name or Board Member Title: 
Signature: 
Charge To: 

Mail to:  Lisa Gdowski, NeASFAA Treasurer 
Central Community College 

PO Box 1027 
Columbus NE 68602-1027 

Treasurer’s Use Only 

Rec’d Date:            Check #:          Check Amount:         Check Date: 
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