PDH ACCOUNTING ROUTE SLIP

To:  Accounting Office

       Program in Digestive Health

        CB 7555

From:







       Date

your name


Principal Investigator’s name  ______________________________________________  _____________________________________________________________________                      


    
Pay invoice from account number _____________________________________

Describe how this invoice relates to the grant _________________________________

______________________________________________________________________.                                                  

______________________________________________________________________                                           

                                                             ----    OR  ----


Deposit check in                   

                                                                                  account number                      
EXPLANATION: which of the following does this check/deposit include (list amounts)?


Clinical trial study payment

$___________________

IRB fee



$___________________

IDS fee



$___________________

Grant 




$___________________

Scholarship 



$___________________

Trust




$___________________

Other (explain)


$___________________

Total




$___________________

Signature of Person Approving:   ___________________________Date:____________

By signing, you signify that the charge/deposit applies directly to this grant
Attach check or invoice, place both in an envelope and address to PDH Accounting Office, CB 7555. 



2/8/2007

