
DEPARTMENT OF KINESIOLOGY & COMMUNITY HEALTH 

 

 

Requested By: ________________________________ 

(person to be contacted when order comes in) 

 

Date: ________________________________________ 

 

 

Catalog Number  Description  Quantity  Cost
each 

 

 

 

 

 

 

 

 

 

 

 

Vendor: Name 

 

 Address 

 

 City, State, Zip 

 

 Phone: 

 

 Fax: 

 

 Website: 

 

 FEIN*(Taxpayer ID): 

*Required by State of Illinois on all orders 

 

FOAPAL to be charged: 1-_____________-581001-_____________-_____________ 

 

If grant account – signature of Principal Investigator _________________________________________________________________ 

 

If department account – signature of Department Head _______________________________________________________________ 

 

 

 

 

KCHBO 

Revised 08/23/2013 


