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OREGON HEALTH &

SCIENCE UNIVERSITY
3181 SW  Sam Jackson Park Road, AD 220

Portland, OR 97201-3098 Fax  (503) 494-2151
Central Financial Services
STATEMENT

FOR OBTAINING PAYMENT OF A LOST, STOLEN OR DESTROYED CHECK

(PLEASE PRINT)
(I) (We)      
, of


Payee Name (Individual or Company)

     
,
in the city of      
,

*(Address on check)
City
state of      
, 
where (I am) (we are) the lawful payee of original 


(State, Zip Code)
OHSU check number      
,
dated      
,
in the sum of $     

From Oregon Health & Science University.  This check as been  FORMDROPDOWN 


and has not 

been paid.  (I) (We) provide this statement to obtain from the OHSU Accounts Payable 
Department a duplicate check for same amount as that of the original.

(I) (WE) UNDERSTAND THAT IF THE ORIGINAL CHECK IS FOUND, IT MUST BE RETURNED IMMEDIATELY TO THE OHSU ACCOUNTS PAYABLE DEPARTMENT,  P.O. BOX 572, AD-220, PORTLAND, OR 97207-0572.

(Signature of Payee, Owner or Legal Representative)     


(Title, if Legal Representative)

(Date
*  If your address has changed or is different from the one used on the check, please provide us with this updated information.        

Correct Address         FORMCHECKBOX 
 Same as above

     



Company Name or Payee

     



Address

     



City, State, Zip Code                                  
