	MEDICAL TREATMENT & PRESCRIPTIONS 

PAID BY WORKER

	NAME:        


Date Submitted:   

	EMPLOYER:   

Claim No.:  

	Date on billing
	
	Medical Facility or Doctor or Pharmacy
	Amount of payment

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	TOTAL AMOUNT THIS PAGE 
	


The following is required:

· A copy of proof of payment and billing for each entry must be attached to this document.  Attach in the same order as listed.

· Proof of payment must be a paid receipt or canceled check.

· A billing must be attached which shows the medical provider, patient name, services rendered and charges.

· Medication receipts must be accompanied by a copy of the prescription.

