 DENTAL / OPTICAL REIMBURSEMENT
(**Deadline June 25th of School Year)

EMPLOYEE MUST FILL OUT THE TOP PORTION OF THIS SHEET BEFORE REIMBURSEMENT CAN BE MADE:

PLEASE PRINT:

              EMPLOYEE’S
NAME:










ADDRESS:










PHONE NUMBER:










POSITION:  









Please check the family member for whom you are submitting a claim.

SELF ______ SPOUSE ______ CHILD ______

Do not write below this line.

[image: image1.png]



DATE OF SERVICE:









PAY FROM BUDGET CODE:









AMOUNT:










DATE OF PAYMENT:










SIGNED:










Myra Darnell


Payroll and Benefits


Greene County Schools

