
Enclosure 6 WC-10 (01/08) 

MILEAGE REIMBURSEMENT REQUEST FORM 
WORKERS’ COMPENSATION 

TRISTAR Risk Management 
P.O. Box 5007 

Denver, CO 80217-5007 
 

Claimant:  Address:  
SS#:    
Claim #: Phone:  
Date of Injury:  EMPLOYER:  

DATE From Location To Location PURPOSE ROUND TRIP 
MILEAGE 

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
 TOTAL ____________ 
                                  x.  
SIGNATURE _______________________________ AMOUNT DUE __ 
 
 
 


