
903 Sneath Lane, Suite 225 
San Bruno, CA. 94066 

P: (650) 826-3375 // F:(650)826-3374 
All Reimbursement Claim Form 

Clinician Name:  Pay Period: 

Date Patient 
 (Last, MRN #) 

Item / Type of 
Reimbursement / Reason 

Amount 

Total 

Please submit the reimbursement claim form to: Email: Payroll@AlphaCarehomehealth.com for 
review and approval. 

By signing this form, I acknowledge that my statements in this request for reimbursement form are 
complete and true. I am claiming reimbursement only for eligible expenses incurred during the application 
plan year and for eligible plan participants. I certify that these expenses have not been previously 
reimbursed under this or other benefit plans and will not be claimed as an income tax deduction. 

Employee Signature Date 

v2023 
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