WORKERS’ COMPENSATION
MILEAGE REIMBURSEMENT FORM

Claim Number: ________________________        S.S. #: __________________________
Name: __________________________________             Employer:
______________________
Address: ________________________________
	Date: MM/DD/YR
	FROM
	DESTINATION
	Round trip miles
	PURPOSE

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	TOTAL MILES:
	
	


I hereby certify that all mileage indicated is true and accurate to the best of my knowledge and that all recorded trips were medically related purposes for which mileage may be reimbursed under the workers’ compensation laws of the State of Georgia.

Signature of Payee required for Reimbursement: __________________________________
Date: ______________________
