
REQUEST OF DISBURSEMENT FORM

RHODE ISLAND POOLED TRUST Revised 12-05-25

Trust Participant Name:

Total:

Check Payable To: (First and Last Name)

Person making Request (if different):

Phone Number of Person making Request:

Amount Requested:

Amount Requested and Reason: Please check box and write total amount

REIMBURSMENT

Attached are receipts I want to be 
reimbursed for

Total:

BILL PAY

Attached is a bill I want to 
have paid

Signature

FOR INTERNAL USE ONLY

Date of Request

Bill Payable To: (Company Name)

Mailing Address: Mailing Address:

Items Requested/Adjustments:
Total Reimbursed:     

               Total Bill Pay: 

Total Distribution:
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