
 
 

 
 

 
 

Requested By:  

Date Submitted:  

Payee:  

Payee Address & 
Phone Number: 
 
 
 
 

 

Amount Requested:  

Date Required:  

Reason for Check:  

Committee Name:  

Approved By:  

Special Instructions: 
 
 
 
 

 

 
 

Please attach invoice or receipt(s) to check request.  
Requests cannot be paid without an invoice or receipt.  

 
All check requests must be turned in to Antietam Healthcare Foundation  

by December 7, 2009.  
 
 

Please return check request to: 
251 East Antietam Street 
Hagerstown, MD   21740 

                    301-790-9233  fax  ~  301-791-8631 phone  

Check Request/Reimbursement Form 


