Request for Reimbursement/Payment

Distance Education Captioning and Transcription Grant Funding
	
	PROJECT #     


	DISTRICT INFORMATION (“Applicant District’)
	

	District

Name
	     

	College

Name
	     

	Remittance Street

Address
	     

	Remittance City

State, Zip
	     


REIMBURSEMENT / PAYMENT INFORMATION FOR COMPLETED WORK (Payments and reimbursements will not be made more often than monthly.)
	Amount Approved

for this Project 
	$     
	Amount Requested for this Reimbursement/Payment Period
	$     

	Amount of Previous Partial

Reimbursement(s)/Payment(s)
	$     
	(BY:

	Remaining Balance After Actual & Requested Reimbursemt/Payments
	$     
	SIGNATURE - SANTA CLARITA CCD BOARD-AUTHORIZED APPROVER FOR PAYMENT OF AMOUNT REQUESTED ABOVE

	PAYMENT METHOD – Check Box A or B

	A

 FORMCHECKBOX 

	Applicant District Pays Vendor and is Reimbursed by Santa Clarita CCD
	B

 FORMCHECKBOX 

	Santa Clarita CCD Pays Vendor  Directly  - This option available only when using FCCC listed vendor

	The following must accompany this Request and only Requests received by the 15th of the month will be processed for that reimbursement/payment cycle:

1. A copy of the vendor’s invoice with Applicant District’s approval initials by each charge satisfactorily completed.

2. A copy of the Purchase Order and/or contract issued, when applicable, to Vendor.

3. A copy of the Applicant District’s payment check to Vendor.
	1. Santa Clarita CCD will forward a copy of vendor invoice for Applicant District’s use to prepare Request form. 

2. Applicant District must initial on the invoice by each charge satisfactorily completed and return with completed Request within five (5) business days of receipt of invoice.




By signing and submitting this Request, Applicant District acknowledges that captioning as requested by Applicant District and approved by Santa Clarita CCD has been satisfactorily completed and Applicant District requests reimbursement or payment as shown above.  Applicant District agrees to prepare and send to Santa Clarita CCD the End of Term Report within six (6) weeks after end of term.

	
	
	

	APPLICANT DISTRICT-PRIMARY CONTACT


	
	APPLICANT DIST-SECONDARY CONTACT

	BY:
	
	BY:

	Signature of Primary Contact

	
	Signature of Secondary Contact

DSP&S DIRECTOR OR DISTANCE EDUCATION COORDINATOR


	SANTA CLARITA CCD USE ONLY:
	
	

	By signing this Reimbursement/Payment Request, signer acknowledges that (s)he has verified that all requested documentation has been received and the reimbursement / payment amount(s) has been verified.
	
	APPLICANT DISTRICT BOARD-AUTHORIZED APPROVER



	
	
	BY:

	
	
	Signature of Authorized Representative

Print

	Reimbursement / Payment Approved By:

_______________________________________________

DECT Project Director Signature

Date
	
	Name
     

	
	
	Print

Title
     

	
	
	Date


NOTE:  Applicant District may duplicate this form to request Grant payments/reimbursements, by Project #.
