
     Send To: ATTN:  Grant Reimbursement   
       WHAS Crusade for Children 
       520 W. Chestnut St. 
       Louisville  KY  40202 
 
 
 

AGENCY REIMBURSEMENT FORM 
 
 
 
Grant Number:    
 
Agency Name:   
 
 
 
Check Payable to __________________________________________________________________ 
 
 
Mailing Address ___________________________________________________________________ 
 
 
City/State/Zip _____________________________________________________________________ 
 
 
Contact Name ________________________________  Phone Number _______________________ 
 
 
Email Address ____________________________________________________________________ 
 
Proper backup documentation must be included with the fully completed Reimbursement Form.  The 
documentation should be separated into the same categories as the grant was awarded with a subtotal 
for each category. 
 
 
 Total Amount Requested $ ____________________________________________________ 
 
 
Print Name ____________________________  Signature __________________________________ 
 
Title __________________________________  Date ______________________________________ 
 

 
 

CRUSADE OFFICE USE ONLY 
 
 
Business Manager Approval _________________________________  Date ___________________ 
 
 
Executive Director Approval _________________________________  Date ___________________ 
 
 
G/L Account Number ____________________________  Payment Number ___________________ 

 
 

PLEASE COPY FORM & SUBMIT WITH EACH REQUEST 


