
OFFICE SUPPLIES REIMBURSEMENT
Payroll Claim Form

EM PLOYEE N AM E 

EM PLOYEE ID 

DEPARTM EN T / COST CEN TER 

SUBM ISSION  DATE 

M AN AGER / APPROVER 

PAY PERIOD 

DATE OF
PURCHASE

ITEM DESCRIPTION VENDOR / STORE RECEIPT
ATTACHED

AMOUNT

Subtotal

Tax

Total Reimbursement

EM PLOYEE SIGN ATURE Date:

M AN AGER / SUPERVISOR APPROVAL Date:

PAYROLL DEPARTM EN T APPROVAL Date:
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