
In-District Meal Claim Form 
Lincoln Center 
Business Office 
415 North 30​th 

Billings, MT 59101 
 

 
 
 
 
 
Date of Meal _________/_________/_________ 
 
Restaurant _______________________________ 
 
List Each Individual Present and Job Title ​(attach additional paper if necessary)  
1. 
2. 
3. 
4. 
5. 
6. 
7. 
 
Describe the Nature of Business  
 
 
 
Total Cost of Food       $___________________ 
 
Total Cost of Non-Alcoholic Beverages       $___________________  
 
Requested Reimbursement or Pcard Charges    $___________________ 
 
 
___________________________  

__________________________________________ 
Employee Name/Title Employee Signature               Date 
 
___________________________

__________________________________________ 
Employee Address City                              State  

Zip code 
 
___________________________

__________________________________________ 



Supervisor Name Supervisor Signature   
Date 

 
 
 
* Receipts required (attach to form) 


