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UNIVERSITY OF EMBU

MEDICAL REIMBURSEMENT FORM

DEPARTMENT OF HEALTH SERVICES

NOTE: The processing of the medical claims will take at least FIVE WORKING DAYS from date of request.
Kindly note that if any of the required document(s) is/are missing your claim will be returned to you.

PART I: Claim Details (To be completed by Employvee)

Name of Claimant:.......cociuiuiiiiiiiiiii e Designation:......ccceuvueueeieeeeeiieeneninnennne
PF/NO............ Department:.....co.eeiiiii e Mobile NoO:..cocviiiiiiiiieee.
Kindly arrange to refund me Kshs.................. [(TaRRVY o) e k) PPN

........................................................................................................................................

PART II: Review and Verification of claim (Head of Health Services)

Checked By: Name.....c.ovuiiiiiiiiiiiiiiiiieie e viieecereieeeeeeiaeeeeees. DESIGNATION: e,
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SIgNAtUIE: i Date:. e,
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