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Claimant’s Certification
| certify that the items for which payment is claimed were furnished for state business under the
authority of the law and that the charges are reasonable, proper, and correct, and no part of this

should be paid from the

Agency Certification

funds appropriated by:

Code or Chapter Section(s)

| certify that the above expenses were incurred and the amounts are correct and

Claimant’s Signature

Authorized Signatu
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