' STATE OF NEW HAMPSHIRE
Honorarium or Expense Reimbursement Report (RSA 15-B)

Type or Print all Information Clearly:

Name: LI'A&& xOft MQ§S:D\:))A Work Phone No.

First 7 Middle Last

Work Address: Q"S’oﬁ\r@ “H()\)SQ J0 1] /\)O M&;n g’f COHCOF\C{,

Office/Appointment/Employment held: (129 pVC Sén +Zg(+ Ve

List the full name, post office address, occupation, and principal place of business, if any, of the source of any reportable honorarium
or expense reimbursement. When the source is a corporation or other entity, the name and work address of the person representing the
corporation or entity in making the honorarium or expense reimbursement must be provided in addition to the name of the corporation
or entity.

Source of Honorarium or Expense Reimbursement:

Name of source: R EC E lVE D

First Middle Last
Post Office Address: MAP\ 2 d 2016
. NEW HAMPSHIRE
Occupation: DEPARTMENT OF STATE

Principal Place of Business:

If source is a Corporation or other Enti

’P Ca\fe ?gggqml\ V\)(’,JFWOV“L
artmeuth F el wine @ Dartmos
Name of Corporation or Entity: &' SQI §Ch00\ o € \C_l/\(’/
t\'\ﬂ“ oT Lo/)\m\)n(-h; ¥ ram, w "\'t\‘ll‘.—ll(v
Name of Corporate/Entity Representative:

Work Address of Representative: ﬁ }6 '] x50 H‘ A Y10 Ve Y_'l N H 03155

Food and/or beverages consumed pursuant to RSA 15-B:6, II with value over $25.00 [J
i ol b
s Value of Honorarium:% 3 J ﬂ Date Received: Eg]{_} bt l A If exact value is unknown, provide an estimate of the value of
the gift or honorarium and identify the value as an estimate. [1 Exact [ Estimate

Value of Expense Reimbursement: Date Received: A copy of the agenda or an equivalent document must
be attached to this filing. [] Exact [] Estimate

Briefly describe the serv:ce or event this Honoranum or Expense Reimbursement relates to: S 5‘}1 ne

Spoke ot and par reif %é in rov cfgau éér\ on The ub

Micvse Crvgis At a Con ereﬂc ClonSOre y the Dartmosth COOP Proser)
“I have read RSA 13-B and hereby swear or affirm that the foregoing information is true and complete to the best of my knowledge

and belief.”
g .25 2016

Date/Filed

Signatusg of Filér

9/07

RSA 15-B:9 Penalty. Any person who knowingly fails to comply with the provisions of this chapter or knowingly files a false report
shall be guilty of a misdemeanor.

Return to: Secretary of State’s Office, State House Room 204, Concord, NH 03301



TO:
Linda Massimilla

) Dartmouth Primary Care Research Network
197 Orchard Hill Road . -
Limetg;l,a}rm 0|356;)-5535 Geisel School of Med:cnrje at Dartrnouth -
Department of Community & Family Medicine
1001 HB 7250
Hanover, NH 03755
Invoice Date:
3/03/16
Customer ID:
Roth, E.
Description Total Cost
2016 CO-OP Annual Meeting, February 5-7, 2016
Meal Plan:
+
$45.00
Saturday $169
Night:
Subtotal $214.00
Tax $0.00
Shipping $214.00
Amount Paid:
Balance Due: $214.00

Please made check payable to:
Dartmouth CO-OP Project

Thank you!



