
MEDICAL EXPENSE REIMBURSEMENT REQUEST FORM 

 
Local Number: _________     Date:____________ 
 

Mem ber ’s  Name 

Home A ddress  

Home T e lephone Num ber  Ce l l  Number  

 

I s  Other  Coverage Ava i lab le :   


 Yes  


 No 

F am i ly  Coverage   S ing le  Cov erage  

COBRA Month ly  P rem ium Cos t :  $  

CO-P ays Med ic a l  $  Presc r ip t ions  $  

 

Dependents  Name Re la t ionsh ip  

   

   

   

 
 
 
The Robert  Li l ja  Members ’  Rel ief  Fund wi l l  reimburse for  necessary  heal thcare 
covered expenses ( i .e. ,  doctor v is i ts,  prescr ipt ions,  etc. )  less  al l  co -pays.  I t  is  
the member ’s responsibi l i ty  to  negotiate the charges wi th the heal thcare 
provider  to  accept  as  payment  in  ful l  payment  an amount  no less  than what  the 
insurance would cover  pr ior  to  submission for  reimbursement .   A notat ion of 
this  at tempt  must  be made on each bi l l  that is  submit ted.   The information that 
you provide wi l l  remain confidential  but  is  needed to author ize reimbursement 
of  the expense.  

 

 

Signature of Member Date 

  

Approved:   

Local Union Committee   


