Virginia Birth-Related Claim Reimbursement Form
Neurological Injury

COMPENSATION PROGRAM

Participant Name:

Reimbursement
Typel/Category:

Travel Information

Departure Date: Departure Time:

Arrival Date: Arrival Time:

Date | Description/Provider/Services/ltems Amount

SR P R R P R R A R R A R AR A R A

Total Reimbursement

| certify the information given is accurate, that none of these items have been reimbursed by any other source
for any amount, nor are they eligible for reimbursement from other sources.

Participant, Parent, or Legal Guardian Name:

Participant, Parent, or
Legal Guardian Signature: Date:

Please provide supporting documentation and any applicable receipts.

Notice: Use of this form is optional. This form is intended for reimbursement requests that are not
submitted through the Vision Rising Portal.

August 2026 Please reach out to your Case Specialist with any questions.
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