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Mileage Reimbursement Form

INSTRUCTIONS: Please complete one line per trip. After complete, the PHW and Participant Employer
must sign and date. The time sheet can then be submitted via email or fax.

*Please note that mileage for doctor’s visits cannot be reimbursed.

Service Month:

PHW Name:

Participant Employer Name:

Date From To Purpose Total Miles

Total Miles

My driver’s license, vehicle registration, and state-mandated liability insurance coverage were current, in effect, and
unrestricted at all times that | provided the transportation services listed above.

Participant-Hired Worker Signature: Date:

Participant Employer or Guardian Signature: Date:

Toll-Free Phone: 1-877-901-5826 ¢ Toll Free Fax: 1-800-687-3121 ¢ Email: outreach.wi@outreachfiscalagent.com
Website: https://outreachhealthwisconsin.com/
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