Check # __________

NATIONAL FEDERATION OF THE BLIND OF VIRGINIA

REQUEST FOR REIMBURSEMENT

Date:
Name, Address & Phone Number:

Reimbursement requested for:

NOTE: Effective 05/14/11 mileage will be reimbursed @ $0.51 per mile
Total amount requested:

Signature:

Complete the form electronically and e-mail to mwroane@mindspring.com
Then, if you have receipts,
Print the form, include all receipts and mail to:

NFB of Virginia

3230 Grove Avenue
Richmond, VA  23221
