
Weill Medical College
Invoice No:

Order Date:

 Date 

Begin End 

Room Reservations:
Room

Unit PriceQuan ChargeService

Audio Visual, Video, and Computer Services :

Time Rate ChargeDate

State

Memo

Last Name First name

Co/Instituion Dept Rm/Box.

Street City Zip Code

Tel. No. Fax No. 

Authorized Signature

Ordered by:

Requsition NumberAccount Number 

  

 Room Time

Directions: Please fill out al l of the information in the top portion, and submit this pdf file, or
fax this work order with either check req. or interdepartment req. form.  No orders will be
processed without receiving them first!

Email to:
pbuchta@med.cornell.edu
mloreaux@med.cornell.edu

Tel. No.: (212)746-6125
Fax No.: (212)746-4207

Educational Media Resources
1300 York Avenue, Box 43

New York, NY 10021

Acct.#: 3-61160




