
Nextcare Reimbursement Form Online 

Claimant Information: 

● Name: _______________________________ 
● Email: _______________________________ 
● Mobile Number: ________________________ 
● Insurance Policy Number: _______________ 

Details of Reimbursement: 

● Service Provider: ____________________ 
● Service Date: _______________ 
● Amount Paid: $______________ 
● Claim Type: 
☐ Outpatient 
☐ Emergency 
☐ Prescription 

Upload Documents: 
☐ Medical Receipt 
☐ Prescription Copy 
☐ Payment Proof 

Acknowledgment & Consent: 
I declare that the information submitted is accurate and that the claim adheres to 
my insurance policy terms. 

Signature: ___________________________ 
Date: _______________ 
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