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EMPLOYEE REIMBURSEMENT AUTHORIZATION FORM
	Name:
	
	Social Security Number:
	

	


Please indicate which type of medical service you are seeking a reimbursement.

 FORMCHECKBOX 
 Healthcare         FORMCHECKBOX 
Vision          FORMCHECKBOX 
Dental
 FORMCHECKBOX 
Other________________________________________
Is this reimbursement for?

	Name:
	
	
	Relationship:
	 FORMCHECKBOX 
Self        FORMCHECKBOX 
Spouse    FORMCHECKBOX 
Child                                       

	Name:
	
	
	Relationship:
	 FORMCHECKBOX 
Self        FORMCHECKBOX 
Spouse    FORMCHECKBOX 
Child

	Name:
	
	
	Relationship:
	 FORMCHECKBOX 
Self        FORMCHECKBOX 
Spouse    FORMCHECKBOX 
Child

	Name:
	
	
	Relationship:
	 FORMCHECKBOX 
Self        FORMCHECKBOX 
Spouse    FORMCHECKBOX 
Child

	Name:
	
	
	Relationship:
	 FORMCHECKBOX 
Self        FORMCHECKBOX 
Spouse    FORMCHECKBOX 
Child  


How much of a reimbursement are you seeking? (specify in dollars)__________________

Do you have a receipt? (one must be provided)
 FORMCHECKBOX 
Yes          FORMCHECKBOX 
No
Do you have an invoice? (they are preferred)
 FORMCHECKBOX 
Yes          FORMCHECKBOX 
No
Please note, claims are processed once per month, typically towards the end of the calendar month. Depending on when your reimbursement is received, it may not be processed until the next claims cycle.
By signing below, I authorize Concept Packaging Group to apply the reimbursement towards all applicable medical benefits.  I further understand that fraudulent attempts at a reimbursement will result in my termination from all CPG healthcare programs and possible employment. .

	


Signature









Date

MEDICAL REIMBURSEMENT 


FORM





Please return to the HR Support Desk for proper processing: �� HYPERLINK "mailto:HRsupport@concept-pkg.com" �HRsupport@concept-pkg.com� 


**Please note that information on this form is private and should not be shared


with co-workers, managers, etc.**








