Ref No.

AMERICAN INTERNATIONAL HEALTH ALLIANCE

TRAVEL VOUCHER

(Name)

Mailing Address for Payment:

(Date of Travel) [creip #)

(Destination)

Section |

Expenditures: Original receipts should be
marked to coincide with posted line number

No. Date Type of Expense

Local Currency Exchange
Amount Rate U.S. Dollar Amount

@0 (N[O |O | [W [N (=

TOTAL CLAIMED $ $0.00

lll. SUMMARY OF EXPENSES CLAIMED

IV. FOR AIHA USE ONLY

Total Expenses (from above)

Plus Monies Transferred to Other
AIHA Personnel or Contractor

Less Travel Advance from AIHA(AMEX)

[Less Monies Received from Other AIHA Employees

TOTAL DUE TO TRAVELER (DUE TO AIHA)

SIGNATURE:

$ $0.00 |Approved for Payment

Per Diem §

s___ $0.00]
Other $

Total $ $0.00

s___ $0.00]
Less: Travel Advance/AMEX §$

s $0.00]

Approved for Payment ~ $ $0.00

DATE:

g:\trade\voucher



