
Florida Clinical Practice Association, Inc. 
Accounts Payable 

 
Copy of Cancelled Check Request 

 
 
Vendor:  ________________________________________________________________ 
 
 
Check Number:  _________________________      Amount:  ______________________ 
 
 
Date Item Cleared:  _______________________________________________________ 
 
 
 
Requested By:  _________________________________________  Date:  ___________ 
 
 
Phone Number:  ___________________________     Fax Number:  _________________ 
 
 
Address:  _______________________________________________________________ 
 
 
 
 
------------------------------------------------------------------------------------------------------------ 

For Accounting Use Only 
 
 

Date Received:  _____________________________     Date Completed:  ____________ 
 
 
A/P Staff:  ______________________________________________________________ 
 
 
Note:  __________________________________________________________________ 
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