
WICHITA CENTER FOR GRADUATE MEDICAL EDUCATION 
UNIFORM ALLOWANCE REIMBURSEMENT 

 
 
 

DATE:___________________ 
 
 
NAME:____________________________  PROGRAM:__________________________ 
 
Please complete the following: 
 

ITEMS PURCHASED 
 

AMOUNT 

  
  
  
  
  
  
  
  
  
  
  
 
                                                                                       TOTAL 

 

 
 
 
 
_________________________________       _________________________________ 
Resident’s Signature                                       Program Director’s Signature 
           (Approval) 
 
 
 

ssipult
Please submit original itemized receipt with this form.
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