
IBEW LOCAL UNION 69 

REIMBURSEMENT FORM

Name ____________________________________      SSN ________________________________

(Please print legible)
Address __________________________________ Work Location __________________________

                                                          (City)
Home Phone ______________________________  Cell Phone _____________________________

Number of Allowances Claimed ______________   Married/Single _________________________

Lost Time Reimbursement                           To be filled in by office (Net to Gross)

	Date
	# of Hours
	Amount / Hour
	Gross
	FICA
	With-

holdings
	Net

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Total
	
	
	
	
	
	


Transportation Reimbursement                                                             
                                                                                     To be filled in by office (Total)

	Date
	Location From
	Location To
	Total Miles
	Airfare or

.50 per Mile
	Total

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	Total
	
	
	


Meal Reimbursement               Please attach receipts                                                                                      
	Date
	Amount of Meal

	
	

	
	

	
	

	Total
	


__________________________________________                          _____________________

Signature







  Date

