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CLAIM FOR PHARMACY EXPENSES
RELATED TO A WORKER’S COMPENSATION CLAIM

	Please forward this completed form to
Lawson Risk Management, PO Box 309, RUNDLE MALL   SA    5000  

	Workplace:
	Location:
	Claim Number:

	Employees Name: 
	



	Note: Please attach all receipts.

Please complete ONE line for each individual pharmacy item, eg: 

	Date of purchase
	Medication purchased
	Purpose
	Cost

	17/05/10
	Paracetamol
	Pain Medication
	$14.95

	

	Date of purchase
	Medication purchased
	Purpose
	Cost

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	





Signature: ………………………………….………………………………………………..    Date: ……………………………….
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