
Cancer Patient Services 
419-423-0286 

Prescription Reimbursement Form 
 
Client Name:__________________________________ Phone Number: _______________________________ 
 
Address: _____________________________ Reimbursement for the calendar month of:_________________ 
        

Please attach a copy of your receipt for each prescription for which you are requesting reimbursement. 
 

Medication Name  
 

Date Purchased 
Out of Pocket Expense 

(after insurance has paid) 
Pharmacist Signature certifies RX is for 

cancer related Health Concerns 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

TOTAL:  $  
 
 

Please rate on a scale of 1 (least) to 5 (most), how much this program has assisted you and 
your family. Circle one:   1   2   3  4     5   
CPS Board Members will occasionally contact clients to evaluate their CPS experience.            

 Please check the box if you are willing to be contacted. Best time to call:___________ 

 
Office Use Only Invoice Approved: Date of approval: 

Amount Approved: Approved for Pmt: General Ledger #: 



 

Jane Doe 
123 North Dr 
Findlay, OH 45840 
 

RX #123456 

John Doe, 123 North Dr, Findlay OH 45840 

RX #7890123 

 

Jane Doe, 123 North Dr, Findlay, OH 45840  

RX# 45678 
 

John Doe, 123 North Dr, Findlay OH 45840  

RX # 98765 

Jane Doe, 123 North Dr, Findlay 45840         

RX #54321 
John Doe 
123 North Dr 
Findlay, OH 45840 
 

Rx # 24680 

Rx #963147 
Jane Doe 
123 North Dr. 
Findlay, OH 45840 

PAY:  $15.00 

PAY:  

$10.00 


