
CO-PAY AND/OR MEDICAL EXPENSE REIMBURSEMENT 
 

EMPLOYEE:  _________________________  INSURER CLAIM NO. ______________ 
 
D/INJURY: ___________________________  SSN:____________________________ 
 

 

Date of 
Payment Doctor Name Address Amount 

Paid 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

[Please attach all receipts!]  TOTAL  
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