
2017 Reimbursement Application

Attestation for Reimbursement for: _______________________________________________________(Name of applicant)

By signing below, I acknowledge that I have read and agree to adhere to the reimbursement guidelines.  Icertify that all bills, invoices and receipts submitted for reimbursement are for goods and services associatedwith the individual’s developmental disability and are true.

___________________________________________________Signature of Consumer or Parent/Guardian
____________________________________________________Print Name of Consumer or Parent/Guardian
_________________________Date
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We help people with developmental disabilities live richer lives


