
OSMF Expense Claim Form 
 

 
Name of Claimant: [name]      Relationship with OSMF: [your role] 
          Eg. Director 

Invoice/ 
Receipt 
Date 
ddmmyy 

Supplier Details Reason 
Cur
ren
cy 

Total in Total 
Invoice/ 
Receipt 
attached 

[date] [name] [product or service] [event or other reason] £ [$$] € [€€] [Yes/No] 

         

         

         

         

         

         

         

         

   Total claimed:   € [total]  

 
Signed by claimant:         Date of claim:       
 
 
Approved by:       Date of approval:   Accounts ref: 
 
 
Amount paid:    Date of payment:    Method of payment:        
 



OSMF Expense Claim Form 
 
Please pay to  

Name:  [name]    

Bank Account Number: [number] 

Bank Identifier Code (BIC) or SWIFT Code:  [BIC/SWIFT] 

International Bank Account Number (IBAN): [IBAN] 

Bank Name:   Deutsche Bank 24 

 

OR 

 

PayPal ID:  [ID] 


