VICTOR ELEMENTARY SCHOOL DISTRICT

MEAL ADVANCE

CONFERENCE NAME:________________________________________________________________________________

DATE(S):______________________________________


AMOUNT

ADDRESS:_____________________________________


ADVANCED:___________

PRINTED NAME:_____________________________________
AMOUNT

PER DAY__________

SIGNATURE:___________________________________

DATE:________________


Meal Reimbursement

	Date
	Breakfast
	Lunch
	Dinner
	Total

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Total
	
	
	
	


I approve the above meal advance/reimbursement as per Board Policy BP 4133.

Site Authorized Signature  _____________________________________

Date_________________

D.O. Authorized Signature______________________________________

Date_________________

Site:_______________________________________________________________

	ACCOUNT NUMBER

	 FUND
	  RES
	 YEAR
	 GOAL
	 FUNC
	OBJCT
	SCHL
	MGMT

	  XX
	 XXXX
	      X
	 XXXX
	 XXXX
	 XXXX
	 XXX
	 XXXX

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Accounts Payable
Revised 04/04/06

