Louisiana Society for Clinical Laboratory Science

Expense Account Form
Name___________________________________________________

Address________________________________________________               # and Street       City       State    Zip

Committee or Office____________________________________

ITEM                              DATE          AMOUNT
Postage                           ______        _______

Long Distance Phone Calls         ______        _______

 (List person and place)

________________________________  ______        _______

________________________________  ______        _______

________________________________  ______        _______

________________________________  ______        _______

________________________________  ______        _______

________________________________  ______        _______

________________________________  ______        _______

________________________________  ______        _______

Food and Lodging                  ______        _______

Transportation                    ______        _______

Miscellaneous (Itemize)           ______        _______

______________________________    ______        _______

______________________________    ______        _______

______________________________    ______        _______

______________________________    ______        _______

                                          TOTAL        
Amount Spent to Date                      TOTAL         
Signature                                 DATE          
*******************************************************Date paid____________ Check #________ Treasurer________

Please submit two copies to the state Treasurer, and retain a third copy for your files.
