
REQUEST	
  FOR	
  NO-­‐FAULT	
  MILEAGE	
  REIMBURSEMENT	
  
	
  

	
  
Insurance	
  Company	
  _________________________________________________________________________	
  
	
  
Insurance	
  Company	
  Address	
  _______________________________________________________________	
  
	
  
Claim	
  Number	
  __________________________________	
  	
  Date	
  of	
  Accident	
  _________________________	
  
	
  
Injured	
  Party	
  _________________________________________________________________________________	
  	
  	
  
	
  

	
  
Name/Address	
  of	
  Medical	
  Provider	
   Date	
   	
   	
  	
  	
  	
  	
  Mileage	
  Round	
  Trip	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
   	
   	
  
	
  
Transportation	
  expenses	
  must	
  be	
  submitted	
  within	
  90	
  days	
  of	
  the	
  date	
  they	
  are	
  
incurred.	
  Parking/Toll	
  expenses	
  must	
  be	
  submitted	
  with	
  a	
  receipt.	
  	
  	
  
	
  
Signature	
  __________________________________________	
  	
  Date	
  ____________________________________	
  
	
  
	
  

Provided	
  to	
  you	
  Courtesy	
  of	
  
Belil	
  &	
  Varriale,	
  P.C.	
  

New	
  York	
  Accident	
  and	
  No-­‐Fault	
  Attorneys	
  
150	
  Motor	
  Parkway,	
  Suite	
  401	
  
Hauppauge,	
  New	
  York	
  	
  11788	
  

631-­‐828-­‐5552	
  
www.bvlawnewyork.com	
  

	
  


