
MARYLAND  ORCHID  SOCIETY,  INC 
 

Request for Reimbursement 
 
NAME:  ____________________________________________________________________________  
 
DATE OF PURCHASE:  ______________________________________________________________  
 
CHARGES: (for multiple vendors, please itemize each vendor). Please attach all receipts. 
 
  _______________________________________________________________________________  
 
  _______________________________________________________________________________  
 
  _______________________________________________________________________________  
 
 TOTAL $  ______________  
 
For MOS records: 
Date Paid:  __________________________  
Check #:  ___________________________  
From account(s):  ____________________  
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