
1. A completed and signed 2020 Cancer Services Client Intake Form is needed for new & established clients BEFORE approval of 2020 Mileage reimbursement can be determined. This is an income-based program. Clients will be notified of approval by our Patient Services Manager. 
2. AFTER APPROVAL from Cancer Services, cancer patients (or authorized representative) complete section 1 & medical provider complete section 2
3. Please submit mileage reimbursement requests and receipts no later than 30 days past first appointment indicated.

*CHECKS WILL BE ISSUED MONTHLY AFTER REIMBURSEMENT TOTALS $20.00 OR MORE. CHECKS ARE PROCESSED AND MAILED ONCE A MONTH.
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TRANSPORTATION INFORMATION:
2.  MEDICAL PROVIDER:   
This is to verify that the above named person:

Had an appointment 
on                                                                 (date)

on                                                                 (date)
    
on                                                                 (date)
on                                                                 (date)

on                                                                 (date)

at:  ____________________________________________________                                                                                                                                                                                                                    

              (Doctor’s name and place of medical provider-Example Dr. Jones at Cleveland Clinic) 

Address:_______________________________________________________                                             
City:_____________________State:____________Zip Code:_____________
Phone # ___________________________________
Authorized Name (Printed) and Title____________________Signature ____________________
3.  I hereby acknowledge that the above information is true to the best of my knowledge.
Signature of Patient________________________   Date _________________
A Norwalk Area United Fund Agency                             United Way of Erie County Partner Agency
Travel Reimbursement Form 02/21/2020
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MILEAGE REIMBURSEMENT FORM


*INCOME-BASED PROGRAM-VERIFICATION MUST BE PROVIDED WITH CLIENT INTAKE FORM.














	Name of Patient ___________________________________  Age____    F___    M___


	Address	_________________________________________   City__________________________________


	County	_________________________________________   Zip_____________  Phone________________


	Type of Cancer ___________________________________


*PLEASE PROVIDE ADDRESS TO ALL MEDICAL PROVIDERS LISTED. 


Total Miles for a round trip:_____________			Parking $___________


							(Enclose parking & toll receipts)


Total Number of Trips:_________________		     	Turnpike Tolls $___________							


 Please send me additional mileage forms: yes___no___























