
EXPENSE REIMBURSEMENT FORM 
 
 

CALIFORNIA ASSOCIATION FOR NURSE PRACTITIONERS 
 

1415 L Street, Suite 200 
Sacramento, CA 95814 

 
 

Name:   _________________________________________________________ 
 
Address:   _________________________________________________________ 
 
City, State, Zip Code _________________________________________________________ 
 
Event   _________________________________________________________ 
 

Hotel Expense     $_______________ 
      
Airfare      _______________ 
 
Car travel _____miles @ $0.50 per mile  _______________ 
   
Meals      _______________ 
 
Copies/Reproduction    _______________ 

                  
        Explanation 

 
Other Expenses     _______________  _______________ 

 
       __________________  __________________ 
   
       __________________  __________________ 
 
 
  TOTAL EXPENSES  $__________________  
 
 
Date Submitted:  ________________________________________________ 
 
Signature:  ________________________________________________ 
 
 
 
Accounting Department only:   Approved for payment: ______________________________________ 
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