
Pa�ent Medical Visit/Reimbursement Form 

Proof of Physician/Treatment Center Visit 

Pa�ent Name __________________________________ DOB _________  Service Date__________  

The following medical service (s) were provided:                                                 

_________________________________________________________________________                        

Associated Product/Prescrip�on: ________________________________                                                

Physician Name: ______________________________________________                                                                                  

Prac�ce/Treatment Center Name: ___________________________________________________ 

Address: ________________________________________________________________________ 

Phone: ________________________________    Fax: ____________________________________ 

Name of person comple�ng this form: ________________________________________________ 

Posi�on/Title of person comple�ng this form: __________________________________________ 

I confirm the informa�on provided above is correct: 

   _________________________________________________                   ____________________ 

      Physician/Medical Office Representa�ve  Signature    Date 

If approved for PSI transporta�on assistance please provide the informa�on below: 

  

 Mileage Reimbursement for a total of ___________________ round trip miles 

 Tolls/Parking (you must include receipts)   

  I verify this informa�on is accurate and compliant with my approved PSI assistance: 

    __________________________________            _________________________________________ 

          Pa�ent/Parent/Guardian Name                                         Pa�ent/Parent/Guardian Signature 

  (please print) 

 Date ____________________                                               PSI ID # ________________________ 
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Rev 2014  

                                                                         Patient Services Inc. A National Non-Profit Organization   

                           P.O. Box 5930 • Midlothian, VA 23112 • Phone 1-800-366-7741 • Fax 1-804-744-9388 • www.patientservicesinc.org                                    

                                                     Operating Hours: M, T, TH, F 8:30 AM -5:00 PM EST • W 9:30 AM - 5:00 PM EST  


