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MILEAGE REIMBURSEMENT 

Claim Number:___________________________ **PLEASE COMPLETE EACH SECTION OF THIS 
Employee: _______________________________ FORM FOR EACH DAY MILEAGE REIMBURSEMENT 
Employer: _______________________________ THAT IS BEING CLAIMED. 
Date of Accident: _________________________ 

Mail to:  
Claimant’s Signature: P.O. Box 81241

5801 Postal Rd
Cleveland, Ohio 44181 

BrowardMail@s1-medical.com
Date: 

5/2019
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