WORKERS’ COMPENSATION DIVISION
Workers’ Compensation Reimbursement Form
     For Office Use Only

	TOTAL OUT OF POCKET EXPENSE

(Medical Equipment, Supplies, Medications)

$ __________  Pay Code ______________


	TOTAL TRAVEL EXPENSE

(Tolls, Mileage, Parking)

$ __________  Pay Code ______________


	


IMPORTANT:  Check this box to indicate change of address.  Attach a New Vendor

         Form with current address.  Not doing so will
         cause a delay in the issuance of monies due.
NAME:__________________________________    DATE OF INJURY:__________________
ADDRESS: ______________________________    SS# ______________________________
________________________________________    DEPT:_____________________________
TELEPHONE:  ___________________________    ADV VC#___________________________
	DATE
	STARTING POINT
	DESTINATION
	MILES @$.44
	AMOUNT
	NATURE OF EXPENSE

	
	
	
	
	$
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	TOTALS
	
	$
	


_________________________________________


_____________________
                SIGNATURE OF CLAIMANT




                  DATE
· Mileage reimbursement is for travel to and from medical treatments, tolls and parking.  As of 12/11/11, the mileage rate is $.44 per mile, based on the Workers’ Compensation Fee Schedule.

· Mileage reimbursement is not allowed for picking up prescriptions.

· Mileage reimbursement is limited to the lesser of the distance between the employee’s designated headquarters and medical provider or employee’s residence and medical provider.
· Staple original receipts to back of this form.
Approved by:  _________________________________________


 
 DEPARTMENTAL DESIGNEE 
                DATE
                    
Approved by:  _________________________________________


 
 WORKERS’ COMPENSATION DIVISION 
    DATE                    Revised 01/01/2012



Submit your Reimbursement at least monthly to your Departmental Designee.   Once approved, payment will be made within 30 days.











