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North Sound Behavioral Health Organization 
301 Valley Mall Way, Suite 110 * Mount Vernon, WA  98273 * Phone 360-416-7013 * Fax 360-416-7017 

Advisory Board Monthly Reimbursement Request 

Name: Month/Yr. 

Address: 

Authorized by: 

Date Miles Destination Meals/Other* Purpose 

*Please attach a receipt for each expense you list.

I hereby certify under penalty of perjury that this is a true and correct claim for necessary expenses incurred by me and that no payment has 
been received by me on account thereof. 

Signature:  Date Submitted:  
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