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REIMBURSEMENT OF VAMC COSTS FOR PROJECT

	To
	Atlanta Research and Education Foundation, Inc.

	Date
	   /    /     


	See attached Invoice:
	     

	Date of Invoice:
	   /    /     


[image: image1.wmf]
Please remit payment in the amount of $:        to  THE VA MEDICAL CENTER-DECATUR
To reimburse the Medical Center for costs incurred for patients participating in the research study identified as AREF Grant ID:       
for the period of        
The costs are based on the MCCR rates prescribed in the annual VHA Directive.  These expenses will be paid from the appropriate Foundation accounts.


I certify that this expenditure was necessary to support my approved research project and that the expense is within the scope of the donor’s intent.


	Signatures required:
	
	
	

	Principal Investigator
	
	Date:
	   /    /     

	Approved by:
	
	
	

	AREF Executive Director
	
	Date:
	   /    /     

	AREF Director
	
	Date:
	   /    /     

	
	Second Signature Required if over $1,000
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