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Date 
Purchased 
or Service 
Provided 

Name of Item/ Service 
 

(Respite is not a Reimbursable Service) 

Budget Category 
 

(Approved Item in Plan) 

Qty Cost Per 
Item 

Total Cost 

NOTE: Claim Form must be submitted within 60 days of Purchase/Date of Service 

     
 

 
    

 

 

    

 

 

    

 

 

    

 

 

        

  
          
          
      
 
          

  

            
    
                 

Payment Options:

Electronic Funds Transfer (Direct Deposit)

Printed Check (select one option):
Send to Client

Send to Representative

Send to following: (Address Only Required If Not Sending to Client or Rep)

Name: __________________________________________________

Address: _________________________________________________

City/ State/Zip Code: ________________________________________   
 

                                                          
____________________________________________________ ____________________________                                          
Signature of Client/Representative                                                       Date                      

     

      

Claim Form for Payments and Reimbursements

Client:  ____________________________________________________

Representative (if applicable): ______________________________________________ Phone: ______________________

Address: Check box if this is a new address_____________________________________________________________

City/ State/Zip Code: ____________________________________________________

Instructions:
1. Submit dated receipt, invoice, or other form of payment. Claim cannot be processed if not included.
2. All items must be approved on plan.
3. Annual subscriptions cannot be prepaid.  Claims must be submitted monthly.
4. Purchases made with an EBT card, Gift Card, or any type of Rewards Program cannot be reimbursed.
5. Complete a separate sheet for each payee.
6. Email to Claims@MyMRCI.org (Preferred) or Fax toll-free using 1-888-800-7336

- CLAIM FORM MUST BE COMPLETED FOR CLAIMS TO BE PROCESSED -

 

PERSON WHO SIGNED MRCI AGREEMENT

COMPLETE

COMPLETE

DAYTIME NUMBER

2-1-2021 WEIGHTED BLANKET Envir. Mod. & Prov. 1 $55.00 $55.00

Sample #1

CLAIM FORM MUST BE COMPLETED FOR CLAIMS TO BE PROCESSED

Submit dated receiptp , invoice, or other form of payment. Claim cannot be processed if not included.

COMPLETE ONLY IF NEEDED - SEE ABOVE

(Address Only Required If Not Sending to Client or Rep)

SIGN DATE SIGNED

X

PERSON RECEIVING SERVICES



PERSON RECEIVING SERVICES

PERSON WHO SIGNED MRCI AGREEMENT DAYTIME NUMBER

COMPLETE

COMPLETE

MODIFIED PLATFORM SWING Envior. Mod. & Prov. 1 $314.00  $387.58 
(46.96 s/h + 26.62 sales tax)

LIST WEBSITE AND LINK OF WHERE ITEM WAS FOUND

26.62 sales tax)

LIST WEBSITE AND LINK OF WHERE ITEM WAS FOUND

COMPLETE WITH INFORMATION OF WHERE ITEM IS BEING SENT/DELIVERED TOCOMPLETE WITH INFORMATION OF WHERE ITEM IS BEING SENT/DELIVERED TO

SIGN DATE SIGNED

Sample #2



     
 
 
 

  
 

                                      
 

       
 
                                                                        
 

         
 

 
     

   
 

  
 

 
  
    

                
                         

Month 
Service Provided 

Service Cost/ Month 

 
 Cell Phone  $                  /Month 
 
 Internet $                  /Month 

 

 
 

        
 

  

      

      
 
          

 
 

 
 

          
    
  

Payment Option:

Electronic Funds Transfer (Direct Deposit)

Printed Check (select one option):

Send to Client

Send to Representative

Send to following: (Address only Required If Not Sending to Client or Rep)

Name: __________________________________________________

Address: _________________________________________________

City/ State/Zip Code: _______________________________________                                   
 
 
________________________________________________                     ______________________________ 
                Signature of Client/Representative                                                     Date 
   

                                                                                      
01/2021 

      

Cell Phone/Internet Reimbursement Claim Form

Client: _________________________________________________

Representative (if applicable): __________________________________ Phone: _______________

Address: Check box if this is a new address_______________________________________________

City/ State/Zip Code: ______________________________________

Instructions:
1. Every year when your budget renews a bill/invoice/contract from your cell phone or internet company

must be sent to MRCI for further claims to be processed.  Then for the rest of the year, you need only
submit this signed reimbursement form.

2. MRCI will reimburse you every month the reimbursement form is submitted, for the number of months
indicated in your approved plan.  Submit the reimbursement form at the end of each month, after the
service has been provided.

3. If requesting reimbursement for multiple months, please use one form.
4. Email to Claims@MyMRCI.org (Preferred) or Fax toll-free using 1-888-800-7336

Note-Reimbursement Requests Must Be Submitted Within 60 Days of Service

 

PERSON RECEIVING SERVICES

PERSON WHO SIGNED MRCI AGREEMENT DAYTIME NUMBER

COMPLETE

COMPLETE

2-1-2021

2-1-2021

20.00

20.00

X

COMPLETE ONLY IF NEEDED - SEE ABOVE

(Address only Required If Not Sending to Client or Rep)

1. Every year when your budget renews a bill/invoice/contract from your cell phone or internet company
must be sent to MRCI for further claims to be processed.  Then for the rest of the year, you need only
submit this signed reimbursement form.

2. MRCI will reimburse you every month the reimbursement form is submitted, for the number of months
indicated in your approved plan.  Submit the reimbursement form at the end of each month, after the
service has been provided.

SIGN DATE SIGNED

Sample #3



                                                                         

                              
 
 

Independent Contractor Billing Form 

Client Name: __________________________________________________________________  

Representative Name (if applicable): ________________________________________________  

Representative/Client Address: ____________________________________________________ 

City/State/Zip Code: _____________________________________________________________ 

Phone: _______________________________ 

Instructions 
1. Complete one form for each Provider. 
2. Complete a separate sheet for each month. 
3. Email to Claims@MyMRCI.org (preferred) or Fax toll-free using 1-888-800-7336. 

   

Service Provided:          Specialist            Housecleaning            Chore Services 
 

   Other____________________  

Provider (name as shown on W9): _____________________      Phone:       

Provider Address: _______________________________         
                                                                            Please check if this is a new address. 

City/State/Zip: __________________________________                      

Month _______________ Cost per job $___________ 

Dates of Service 
provided 

Cost  Dates of Service 
provided 

Cost 

    
    
    
    
    

 
Total Amount Owed:                  Date: _________________________ 

             ___ 
Signature of Provider      Signature of Client/Representative 

 
*BOTH PROVIDER AND CLIENT/REPRESENTATIVE MUST SIGN* 

       
           

01/2021 

PERSON RECEIVING SERVICES

PERSON WHO SIGNED MRCI AGREEMENT

COMPLETE

DAYTIME NUMBER

X

INDIVIDUAL WHO CLEANS FOR YOU PROVIDERS PHONE NUMBER

COMPLETE

YOUR TOWN, MN 12345

MONTH OF SERVICES JOB RATE

4/2/2021
4/9/2021

$55.00

$55.00

$110.00

SIGN DATE SIGNED

Sample #4

*BOTH PROV* IDER AND VV CLIENT/REPRETT SENTATIEE VE MUST SIGN*

Signature of Provider Signature of Client/Representtt ative




