
 
 

CAMPUS VISIT REIMBURSEMENT REQUEST FORM 
Graduate College, 204 Coble Hall, MC-322 

 
 
 

 
• UNSIGNED OR INCOMPLETE FORMS WILL BE RETURNED TO THE DEPARTMENT 

 
 
Applicant's UIN_____________________________ 
 
Applicant’s Name:   
(Mr.) (Ms.)______________________________________________________________________________________ 
(Please circle one)           (Last)                (First)    (MI) 
 
Date(s) of Visit_____________________________________________________________________________________________ 
 
Graduate Department_______________________________________________________________________________________ 
   (Dept.)               (Address)    (Mail Code) 
 
Department Contact_________________________________________________________________________________________   
 
E-mail ___________________________________________________________________________________________________  
  

*Attach a copy of travel and/or lodging receipt if applicable. 
 
 
 ACTUAL VISIT EXPENSES: 
 
TRAVEL   ____________ 

LODGING   ____________ 

MEALS   ____________ 

OTHER EXPENSES  ____________ 
 
         
  TOTAL EXPENSES ______________ 
         
  DEPT SUPPORT (IF ANY) ______________ 
 

 
SIGNATURE: 
 
________________________________________________  
Department Representative Signature 
 
 
 
 
 
Business contact for the department: 
 
Name:         Phone:     
 
Campus Address:              
          (Mail Code)    
E-mail:      
 
CFOAP for Graduate College to transfer funds. 
 
Chart:       Fund:       Organization:       Account:                              Program:         


