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LEVEL 1 TACKLE REIMBURSEMENT REQUEST

Note: Please fill out all areas of this form.
	Full Name:
	
	
	

	
Last
	First
	M.I.

	Address:
	
	

	
Street Address
	Apartment/Unit #

	
	
	
	

	
City
	Prov.
	Postal Code

	Home Phone:
	(         )
	Alternate Phone:
	(         )

	E-mail Address:
	


	Date of Clinic
	

	Association :
	

	Course Conductor Name:
	

	Official’s signature:
	


OFOA use only.

	OFOA Registrar Authorization
	

	OFOA  Treasure Authorization:
	

	Amount Reimbursed
	


Please mail form or e-mail form to Bill Szigeti.

47 Rose Ave
Port Colborne, Ontario L3K2V3
E-Mail:   ofoa-registrar@hotmail.com
