
Employee Medical Reimbursement Form

Employee Details
Name: ____________________________________________
Employee ID: ____________________________________________
Department: ____________________________________________
Contact Number: ____________________________________________
Email Address: ____________________________________________

Expense Details
Date of Service: ____________________________________________
Service Provider: ____________________________________________
Description of Medical Service: __________________________________________
Amount Paid: $__________________________________________

Payment Information
Reimbursement Method: [ ] Check [ ] Direct Deposit
Bank Details (if applicable): ____________________________________________

Declaration
I, ____________________________________________, certify that the information
provided above is accurate and these expenses have not been reimbursed
previously.
Employee Signature: ____________________________________________
Date: ____________________________________________

Approval Section
Approved By: ____________________________________________
Designation: ____________________________________________
Signature: ____________________________________________
Date: ____________________________________________
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