
CLAIM NUMBER:

Date of
Treatment

Starting Address (from
home or work, enter H or W)

MILEAGE REIMBURSEMENT REQUEST

HOME ADDRESS:

INSURED:

Name of Medical Facility
with Address and Phone #

Round Trip
Mileage

For your prolec!ìon Floridø hw requ¡rcs the following lo ippelt on lll¡s fomt:
An! person who knowing\ and with intent, deftÍud, or deceive any Insurtnce ComptnyJiles a clain or,

an øpplication contøining any false, incomplele, or misleading is guilty o.f a third degree felon1,.

Reason fbr Trip (type
of Txfrt, PT, Rx, MRI. etc,)


