
Connecticut Society of Eye Physicians
P.O. Box 854, 26 Sally Burr Road

Litchfield, CT 06759
Tel. (860) 567-3787   Fax (860) 567-3591

debbieosborn36@yahoo.com
www.connecticutsocietyofeyephysicians.com

Speakers Expense Report
Fax to 860-567-3591 or Email debbieosborn36@yahoo.com

Date of Scientific Program: ____________________

Name__________________________________________________________________________________

Email Address __________________________________________________________________________

Cell Phone number _______________________________

Address Payment should be mailed to ________________________________________________________

________________________________________________________

________________________________________________________

Coach Airfare, Train, Car $_____________________

Food $_____________________

Lodging $_____________________

Misc $_____________________       Description ______________________________

Total amount of reimbursement   $________________________

*Business Class will be considered on international flights, but it is at the discretion of 
CSEP Education Committee.
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