
                                        
Family Name: ____________________________ 340 West B Street, Ste 101 
Mailing Address: __________________________ Casper, WY 82601 
_______________________________________ Office: (307) 235-3421 

Phone: __________________________________ Fax: (307) 265-4668 

Date: __________________     Email:  info@jasonsfriends.org 

  
 

PLEASE SUBMIT ORIGINAL OR COPIES OF CHARGES MADE TOWARDS YOUR 
INSURANCE DEDUCTIBLE, YOUR EXPLANATION OF BENEFITS PROVIDED FROM 

YOUR INSURANCE COMPANY AND PROOF OF PAYMENT OF THESE CHARGES 

WITH THIS REQUEST. 
 

DATE LIST EACH MEDICAL DOCTOR/CLINIC/HOSPITAL  

LOCATION AND PURPOSE 

AMOUNT 

   

   

   

   

   

   

   

   

 TOTAL  

 

PLEASE TELL US ABOUT THE ABOVE MEDICAL APPOINTMENTS FOR YOUR CHILD AND 

WHY FINANCIAL ASSISTANCE IS BEING REQUESTED TOWARDS YOUR DEDUCTIBLE. 
______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

REVISED 3/2022 
 

Insurance Deductible                             

Reimbursement Request Form 


