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          City of Talladega
Employee Prescription Drug
Reimbursement Form

Employee’s Name:








Employee’s Department:








Date:






Amount Requested:*






Receipts for requested amount must be attached 
_______________________________________________________

Employee’s Signature

(
Place check in department’s mailbox

(
Hold check in Accounting for pickup
(
Mail check to the following address:








Proper documentation was presented from the employee for his/her prescription to be reimbursed in the amount of $___________________
Signed:__________________________
Date:___________________
*Up to $200.00 per calendar year will be reimbursed
Charge to: 10-800-4502
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