
CITY OF MOUNT VERNON LEOFF1 DISABILITY BOARD 
MEDICAL CLAIM REIMBURSEMENT FORM 

SUBMIT COMPLETED FORM TO: 

City of Mount Vernon 
910 Cleveland Avenue, Attn HR 
Mount Vernon, WA  98273 

NAME: DATE OF BIRTH: 

ADDRESS: 

CITY, STATE : ZIP: 

HOME PHONE: CELL PHONE: 

SOURCES OF REIMBURSEMENT: 

 MEDICARE  OR  Primary Insurance: ___________________________  Secondary Insurance: ____________________________ 

SECTION A:: Doctors, Clinics, Hospitals, Labs, etc. (include EOB and/or statement showing insurance pymts and adjustments) 

DATES 
OF SERVICE DESCRIPTION OF TREATMENT PROVIDER ORIGINAL AMOUNT BILLED 

AMOUNT PAID BY 
MEDICARE/ INSURANCE(S) 

PATIENT’S RESPONSIBILITY 
AFTER  INSURANCE 
REIMBURSEMENT 

TOTAL SECTION A: 

I AM:  ACTIVE RETIRED 

FROM WHAT AGENCY:  FIRE  POLICE 



CITY OF MOUNT VERNON LEOFF1 DISABILITY BOARD 
MEDICAL CLAIM REIMBURSEMENT FORM-PAGE 2 

SECTION B: Prescriptions (Receipts Must Be Included With Claim) 

TOTAL SECTION B:  _______________ 

(FROM FRONT OF FORM) TOTAL SECTION A:  _____________ 

TOTAL THIS CLAIM: ________________ 

My claim is for out-of-pocket expenses after all insurance(s) and/or medicare payments have been issued. I understand that I must include 
insurance/medicare explanation of benefits (EOB) forms for payment verification.  If you want to be reimbursed instead of the provider you 
must show proof of payment.  I understand that it is my responsibility to see to payment of the service provider before charges become 
delinquent. This claim contains no late charges, interest or missed appointments.  All claims for medical expense reimbursement must comply 
with the City of Mount Vernon LEOFF1 Disability Board Rules, Policies and Procedures. Any questions, please call the HR Director, Erin 
Keator at (360) 336-0638. 
I understand that submitting out-of-pocket medical expenses to the LEOFF1 Board does not guarantee payment.  I hereby attest that, to the 
best of my knowledge, the above information is true and correct.  I hereby authorize any service provider who has treated me for this condition 
to release my medical records to City of Mount Vernon LEOFF1 Disability Board or its designee.  I understand that this consent is given only 
for the purpose of establishing my LEOFF1 benefits. 

SIGNED:   __________________________________________________DATE:  ____________________________ 

NAME OF PHARMACY AMOUNT PAID BY 
MEDICARE/ INSURANCE(S) (optional) 

PATIENT’S RESPONSIBILITY AFTER 
INSURANCE REIMBURSEMENT DATE FILLED PRESCRIPTION NUMBER 




