UNIVERSITY

ACADEMIC ENRICHMENT FUNDS

OF FLORIDA
PAYMENT REQUISITION  No:     





 FORMCHECKBOX 
 For Finance & Acctg use only

PAY TO:
     
VENDOR 
     
NUMBER 
SOCIAL SECURITY NO..
     
or FEDERAL  E.I.No.

ADDRESS:
     
ENC/P.O.

NO.
     
INVOICE 

DATE
     
INVOICE

NUMBER
     

     
G
B
ORG

CODE
     
EO
OBJECT

CODE       

     
P
R
NAME OF

DEPT. CHGD.
     

If this is an O.P.S. payment, indicate whether payee is a State Employee
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
if yes, attach approval for dual employment

Unit
1) Description
2) Benefit to the University of Florida
Amount





     
     
     

     
     
     

     
     
     

     
     
     

     
     
     

     
     
     

     
     
     

     
     
     

     
     
     

     
     
     

     
     
     

     
     
     

     
     
     

     
     
     

     
     
     





Total
$0.00

 SUM(ABOVE)

CERTIFICATION:
I certify that the payment of this invoice does not violate any part of the Board of Regents agreements; Including amendments, 
governing expenditures of enrichment funds of the Health Center.

INDIVIDUAL RESPONSIBLE FOR EXPENDITURE
ADVANCE \u0

ADVANCE \u0
     
DATE: 
     


(signed)
(typed)


     



(OFFICIAL TITLE)

APPROVAL:
We certify that all information is factual and accurate, that this is a proper charge for goods or services received by the account indicated and the undersigned are empowered to enter into such transactions on behalf of the above account.

DEPARTMENT APPROVAL

/      
DATE: 
     

ADVANCE \u3
(signed)
(typed)


     



(OFFICIAL TITLE)

DEAN, DIRECTOR, OR DEPARTMENT HEAD

/      
DATE:
     

ADVANCE \u3

(signed)
(typed)


     



(OFFICIAL TITLE)

