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

Type or Print all Information Clearly:

K/m C A/ﬁ/) Work Phone No. ??/’ % ?./

First Middle ast

Work Address: 29 H43-1 Dry V<, (0n affc(

Office/Appointment/Employment held: Pl /‘7[ g ,/ P ,D H S

Name:

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 honorarjum 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:

First Middle Last R EC E IVE D
Post Office Address:
N AUG 312016
ccupation:
NE
Principal Place of Business: DERA R\';\:/ E{AMPSH'RE -

If source is a Corporation or other Entity:

Counc ] dov State And%fﬁl?ﬁm‘ﬂ/ E}?vﬁc&m\d/ﬂﬂ)/v{((ﬁe)

T
Name of Corporate/Entity Representative: A M i fa ?‘e— ’
Work Address of Representative: 26772 Wegdcoctc WV‘(, Suife 2§D , A ""*’\{ ICIA 'zoq’(y‘”

Name of Corporation or Entity:

Food and/or beverages consumed pursuant to RSA 15-B:6, Il with value over $25.00 [

)
Value of Honorarium.i( 22067 Date Received:§227£ 20/ % If exact value is unknown, provide an estimate of the value of
te.

the gift or honorarium and identify the value as afl estimate. Exact [J Estimate

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

Brie;IZ describe the service or event this Honorarium or Expense Reimbursement relates to:

rayef o Anchorase Al to atltnd Yhe CSTE annvel Gnferenct

“I have read RSA 15-B and hereby swear or affirm that the foregoing information is true and complete to the best of my knowledge

and belicf.” CK; \/&_—;M % ) 20 / 20(6

Signature of Filer | DpteFiled

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



Revised February 2018
CSTE Member Expense Reimbursement Form
Directions for submission: Please complete the entire form below. Sign and submit this form to the CSTE National Office via email submission to
A travel@cste.org or faxed to 770-234-5268. Recelpts must be included for all claimed expenses exceeding $50.99. The Federal per diem rate will
C S TE be used to reimburse for meals/tips, minus the applicable percent for meals that are provided (25% for breakfast, 25% for lunch, and 50% for
dinner). Use the return/departure chart below to determine the percentage of per diem earned on the days of travel, Specify any provided meals
within the expense chart. At least one recelpt from the destination city must be provided as proof of attendance. If you have any questions, please
contact the CSTE national office staff member that coordinated your travel {(770-458-3811).

Sponsored Traveler Name: / Date Recelved by CSTE:
Address:_ 255 Cony $f
City, State, 2ip: __ ¥ l? vsts R ME Y330 Must be received by CSTE within 30 days of conclusion of trovel
Am P{\.‘, e , Departure Date: Return Date: 6 /LS le
CSTE Program Staff Lead: \{ M Time: 100% 12AM-6AM
Description of Travel: 2016 Annual Conference 75% 6AM-Noon
Destination: Anchorage, Alaske 50% Noon-6PM
Federal per diem rate for destination: $_101 25% D 6PM-12AM IOO%D
Departure Time Return Time

3 check bax Frovors, lnmllym-rnbw hold an chcrlve or appointive public office In a federol, state or local yavtmmcm that pays an annual rate of 520,000 or more, IAS code section 4946(c),
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Signature: ’(‘ M L’* M Date:

By submitting this form, Inmjy that the above information contatned in the claim Is true and correct and (Im{f any 004 being relmbursed for any of the above expenses from another public o¢ private source. | also certify
that | hove no outstanding receipts over 30 days okd due to CSTE and that f will not be submitting for odditlencl expenses ossociated with this trp.

FOR CSTE USE ONLY: Approved by: Date: . Charge to Project; PO:
*if amount Is unknown, please indicote that funds were charged to CSTE by placing o check moark in the oppropriate box

Return to CSTE: Emali travel@cste.org | 2872 Woodcock Blvd. Suite 250, Atlanta, GA 30341
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