
 
 

Day on the Hill 
 

Request for Reimbursement of Patient Expenses Form 
May 6, 2010  Washington, D.C. 

 

Patient Name:                                                                                                                   Date: 

Address: 

City:                                                                              State:                                             Zip: 

Facility Name: 

Administrator’s Name:                                                                               Phone: 

Administrator’s Signature:                                                                                              Date:  

 
 
Estimate of Expense Items for Reimbursement:      

    Amount 
 
Air Fare…………………………………………………………………………………….    ___________ 
 
Mileage @ 50.0 cents/mile……………………………………………………..    ___________ 
 
Hotel ____ nights @ ____/night……………………………………………..    ___________ 
 
Ground Transportation……………………………………………………………    ___________ 
 
Other………………………………………………………………………………………    ___________ 
 
          Total:    ___________ 
 
 
 
Patient’s Signature: ___________________________________________________________________ 
 
 

NRAA USE ONLY 
Approval Signature: __________________________________________________     Date: __________ 
Name: _____________________________________________________________ 
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Tel: (215) 320–4655 Fax: (215) 963–9785 www.nraa.org 


