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HOSPITAL - ST. LOUIS
HealthCare

St. Louis Children's Hospital Foundation
Expense Reimbursement Form

In order to receive reimbursement for an approved award, please complete this form in its entirety and provide copies of
all invoices, receipts, and/or check requests associated with this reimbursement after purchases have been made.

Please merge all documentation, including this form, into one pdf document for each project's reimbursement request.
and send to the contact below by the end date of your approved award.

Desiree' N. Williams
Grants Coordinator
Phone: 314-286-1545; Fax: 314-286-0975; Email: Desiree.Williams@bjc.org
St. Louis Children's Hospital Foundation
1001 Highlands Plaza Drive West, Suite 160

Total Amount Spent Cost Center to be reimbursed

Business Unit - Division - Department - Account#

Authorized Signature:

Purpose

Contact Name

Contact Phone

Contact Email:

Project/Award Name & Number

Date:
Project/Award Amount
Do you anticipate additional reimbursements? Is this the final reimbursement?
Yes/No Yes/No

For SLCH Foundation Office Use

Fund Billing: 60100-153

Balance Remaining: |

Foundation Manager Signature
Date

https://bjc.sharepoint.com/sites/slchfs01_shared_CHF/Shared Documents/RAC/2023/Forms/[SLCHF Expense Reimbursement Form.xIsx]Reimbursement Request




