
KITSAP COUNTY
LEOFF 1 Reimbursement Request
614 Division Street MS 7 Port Orchard WA 98366 Updated 12/28/2023

Date Dept:

Date

Mo/Day

Remarks

Cost Center Subsidiary Activity

Claimant Approved By

X X

Name Risk Management

Purpose/NotesPrescription Expense Medical Expense

Totals

Totals
-$                                                                  -$                                                                      

I hereby certify under penalty of perjury that this is a true and correct claim for necessary expenses incurred by 

me and that no payment has been received by me on account there of.

I the undersigned do hereby certify under penalty of perjury that the claim is a just, due, and 

unpaid obligation against Kitsap County and that I am authorized to certify said claim.

-$                                                                                                                              

Accounts Payable Coding 

2025


