Workers Compensation

CGU Travel Reimbursergnt Form

Name: Claim number:
Address:

Please use this form to record your travel. Remember that confirmation is required by the provider e.g. Doctor,
Physiotherapist etc. Please attach travel receipts (e.g. taxi/bus) to this form.

Date From To Destination/ Reason Km Signature of
Provider

Total Kms

Signature of Claimant:

Office Use Only
Date: Total Kms
X 40c
Total $
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