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We certify that the above information is true and correct

President Secretary or Treasurer

INSTRUCTIONS:

1. Each club that sends LEF approved patients to CPMC can sumbit one reimbursement
request per month. Use a second form marked continuation if there are more scheduled
patient visits.

Each request requires two signatures.

. Reimbursement is based on the mileage between your club location and San Francisco

as obtained from Mapquest, times the approved IRS medical mileage reimbursement.
An example is on the reverse side or is attached

4. If the patient is a minor accompanied by an adult, the reimbursement will be 1.5 times that
of an adult patient.

. No request for dates scheduled more than three months old will be honored.

. To protect patient privacy, do NOT include any medical or other personal information.

. Mail this form to the address above.
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