
CEWT Invoice for Reimbursement 

Employer _________________________________ Phone Number _____________________________ 
Address __________________________________ Contract Number ____________________________ 
City/State/Zip _____________________________ Total Budget ________________________________ 
Contact Person _____________________________ Date ______________________________________ 

Reimbursement Request 
Type of Expense Date Paid 

by 
Company 

Amount To 
Be 

Reimbursed 

Employer 
Match 

Totals: 
Grand Total: 

Balance Update 
Amount Obligated Previously Reimbursed 

Amount 
Total of Invoice Amount Remaining 

________________________________________________        __________________________ 
Signature of Company Official            Date 

    __________________________ _______________________________________________
CareerSource North Florida Approval           Date 

   WIOA Adult 
      WIOA Dislocated Worker 

Docum
entation Attached 

Employer Percentage 
CSNF Percentage 
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