STATE OF NEW HAMPSHIRE
Honorarium or Expense Reimbursement Report (RSA 15-B)

Type or Print all Information Clearly:

Name: Ko:(’l'\rvn 5 DOclfa@ Work Phone No. 277/~ 2555 X 50

First Middle Last

Work Address: 3 (i@ rre { ( 22“ d S“'ﬂz Z 00 | égc @,Zj g)# ogson-—gg‘fg
Office/Appointment/Employment held: Ne DN
/nm-$‘5'90\

List the full name, post office address, occupation, and principal place of business, if any, of the source of any reportable honorarium
or expense reimbursement. When the source is a corporation or other entity, the name and work address of the person representing the
corporation or entity in making the honorarium or expense reimbursement must be provided in addition to the name of the corporation
or entity.

Source of Honorarium or Expense Reimbursement:

RECEIVED

Name of source:

First Middle Last
JUN 30 2008
Post Office Address:
PSHIRE
Occupation: NEW HAM TOF (: a

‘)t"’f‘\“ 1 |V|Ll‘l —F

Principal Place of Business:

If source is a Corporation or other Entity:

Name of Corporation or Entity: S E@é& !:é \\%‘r\&?’ j“;g“g Cg&i}p E&ec iA é e [QFQQPC&:’S

Name of Corporate/Entity Representative:

Work Address of Representative: ‘é(Zi? § f:%%er Grewv Dr i \I@x Swide (0o
ow\des—, 020l —2205

Value of Honorarium: Date Received: If exact value is unknown, provide an estimate of
the value of the gift or honorarium and identify the value as an estimate. [] Exact [l Estimate

Value of Expense Reimbursement:“#q()ﬁ; Date Received: @r{éﬁ b‘z 'A copy of the agenda or an equivalent
document must be attached to this filing. [1 Exact [] Esti

Briefly describe the service or event this Honorarium or Expense Reimbursement relates to:

C’)“UDDVK g‘k&e r\nﬁd— Cuwm et ‘\/'\'Cl&

“I have read '}}{{/A 15-B and hereby swear or affirm that the foregoing information is true and complete to the best of my

l

knowledge a lief.”
&/96/ 0F

Signature of ﬂ )jate Filed

5/06

RSA 15-B:9 Penalty. Any person who knowingly fails to comply with the provisions of this chapter or knowingly files a false report
shall be guilty of a misdemeanor.

Return to: Secretary of State’s Office, State House Room 204, Concord, NH 03301



State Higher Education Executive Officers (SHEEOQO)
Network Steering Committee Meeting
May 27-28, 2009

REGISTRATION FORM

% Yes, I plan to attend the meeting
Q No, I will be unable to attend the meeting but would like to send someone in my place

Nave: DR, Katheyn & Bodqe_

FIRST NAME (4S YOU WOULD LIKE IT TO APPEAR ON YOUR NAME BADGE): |G ¢ yn . Dod ge
Tme:  EX€LvhNne Dicealo DEPT:
ORGANIZATION: ) H pOS‘f‘ SELPHN dar\uJ Ed,LLCCCF\Dﬂ (pmmISS 10N
aooress: 3 Parrell Conet ¥ SuLte 300
CITY: (1,0 nep e state: N H z1p cope: D320 —
LEHS
pHoNE: (p0 B - A1V - JHHH Fax. (o003~ 2711~ Qo9 (o

E-MAIL ADDRESS: MMMQE-US (21 P@d&s @PCC. state. nh.us

Emergency Contact Information (OPTIONAL)

NAME:D@@J_Q%_L RELATIONSHIP: Hu<bhand PHONE: 03~-9a - G0l

Hotel Accommodations
A block of sleepmg rooms has been reserved at the Renaissance Mayflower Hotel, 1127 Connecticut Avenue NW,
Washington, DC 20036 (202-347-3000). When we receive your registration, a sleeping room will be reserved in your
name and your hotel confirmation number will be e-mailed to you.

To reserve your room before the cutoff date, please return this registration form no later than Friday, April 17, 2009.
After the 17th, we cannot guarantee you a room. Single room charges will be billed directly to the SHEEO master
account.

We would appreciate an arrival date / time and a departure date / time to help coordinate transportation and meals.

ARRIVAL DATE & TIME 5—&7'-051 IQ‘L‘DM DEPARTUREDATE&TIME 5“38’061 \a-JC.Q IQW\ -

F‘*Ll oty P AR I A 1

Please note any special room requirements you may have:

Dietary needs (medical/religious):

‘ I S . Travel
All travel costs w1]l be covered by SHEEO. Please book your own flight; a reimbursement
form will be provided at the meeting.

; Please fax or e-m all thls form by Friday, Apnl 17, 2009 to—




