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Reimbursement Form
Child’s Name: ________________________________________________
Parent/Guardian Name: ________________________________________
Relationship to Child: __________________________________________
Address: ____________________________________________________
Phone: _________________Email: _______________________________
Doctor/Hospital: ______________________________________________
Details of Appointment: ________________________________________

Summary of Expenses
	
	Transportation
	Lodging
	Medical 
	Meals
	Other
	Total

	#1
	
	
	
	
	
	

	#2
	
	
	
	
	
	

	#3
	
	
	
	
	
	

	#4
	
	
	
	
	
	

	Total
	
	
	
	
	



I have insurance (please circle)     Yes      No
If you have insurance we cannot pay on medical bills as it can affect your coverage. If you loose coverage due to our payments we are not financially responsible. 
I certify that these are valid expenses related to the patient’s cardiology appointments. All relevant receipts are attached. 
Prepared by (Print): _________________________	Date: _____________
Signature: ___________________________________________________
Filling out this form it is not a guarantee of funds. Funds will be allocated based on availability. Please return this form (including all supporting receipts) by email to helpingheartchildren@gmail.com or call 970-618-8608 for a physical address.   
[bookmark: _GoBack]
For Board Use Only 
I have reviewed these expenses and I believe they are true and accurate.
Approved by (Print): _________________________	Date: _____________
Reimburse amount: ___________________________________________
Helping Hear Children Inc. is an equal opportunity provider.
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