Mower County Health & Human Services

CLAIM FOR MEDICAL TRIPS

Expenses for going to medical providers can be claimed when proof of need is given and receipts for meals, parking, or lodging (if prior approved) are attached.  Claim forms must be submitted within 30 days from the date of service. Approved claim forms will be paid within 30 days of receipt.  In order to be reimbursed, you must go to a primary care physician within 30 miles of your residence or within 60 miles if it is a specialty care provider. All medical transportation must be prior authorized by Mower County Health and Human Services to be eligible for reimbursement. Some MinnesotaCare programs are non-reimbursable.  Call your Eligibility Worker if you need approval or have questions regarding reimbursements.  If you do not fill in every box on a line, we cannot pay you for that trip. We will determine reimbursement for the lines that are fully completed.  Please complete one line for each way (to & from) provider.

Appt                          Medical Provider                            Address where you were picked                Appointment Proof         No. of   Depart    Time Last
Date                    (Name, Address & Phone)                    up from (if home, write home)                  (provider signature)         Miles      Time   Appt Ended
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	Total Miles
	
	
	


Own car used  FORMCHECKBOX 
             Driver’s car used  FORMCHECKBOX 

Name of Person needing medical care 




   PMI/MA #


    Meals $

  Parking $



Payment Made to: 




    Address:








   Lodging $

               
                      (name)

I declare under the penalties of perjury that I am making this claim; that I have examined the claim and that it is just and true; that the services charged were actually delivered or used for the purpose stated; that the services were of the value charged, and that no part of this claim has been paid.
                                                                                                Signature of Claimant:  







For Agency Use
Name: 






PMI# 





Mileage Rate: 



Total Payment 



                          Approved by: 
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