
MILEAGE REIMBURSEMENT REQUEST FORM 
 

Employee:  __________________________ Date of Injury: __________________________ 
 
Employer:  __________________________ ICMS Number: __________________________ 
 
Insurer:  __________________________ Claim Number: __________________________ 
 
 

Date Name of Physician/ 
Medical Facility 

“From” Address “To” Address Round-Trip 
Mileage 

  
 

 
 

   

  
 

   

  
 

   

  
 

   

  
 

   

  
 

   

  
 

   

  
 

   

  
 

   

  
 

   

 
Total Mileage Requested:          

 

 

 
 
_____________________________ 
Employee’s Signature 

 
_____________________________ 
Date 


