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PREMIER ONCOLOGY HEMATOLOGY
MANAGEMENT SOCIETY









LETTER OF REQUEST FOR EDUCATIONAL REIMBURSEMENT
Practice Name: ______________________________________________
Member Name: ______________________________________________

Membership dues paid through: _______________________________________
Reason for request: _________________________________________________
_______________________________________________________________
Date of educational meeting: _________________________________________

Make check payable to: ______________________________________________
Participated in the following POHMS sponsored program in 2024: ___________________________________________________________________

I agree that POHMS is providing this educational reimbursement for the reason stated above, in an amount not to exceed $750.  I understand the Practice above is responsible for all fees and I agree to submit proof of meeting attendance and invoices related to this meeting for reimbursement not later than three (3) months after the meeting date.  POHMS will reimburse the practice for acceptable expenses not to exceed $750.    Acceptable expenses include registration fees, hotel and travel costs, and meals. Receipts must be sent for reimbursement. 

______________________________________________________________________________
Administrator/Manager Signature

Print Administrator/Manager Name: _______________________________________________

Date request submitted: _________________________________________________________

Board Use Only
Date sent for Board review: ________________         Approval or Decline: ______________________


Request letter for CY 2024
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