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(PLEASE PRINT OR TYPE)

Name

Daytime Phone Number

Address

City State Zip

E-Mail

Vehicle Identification Number (VIN)

Vehicle Model

Customer Signature Date

Customer & Vehicle Information 0
Description of Customer’s Disability/Limitation

Physician’s Name

Physician’s Signature

Valid State Medical License Number

State

Licensed Medical Doctor Validation

List All Adaptive Equipment Installed

Vehicle Mileage

Date of Adaptation/Conversion Completion

Total Actual Cost $

Amount of Reimbursement Request $
($1,000 Maximum Available)

Adaptive Equipment Information

Reimbursements will be processed and mailed within
4 weeks of receipt of all required documentation.

American Honda Motor Co., Inc. reserves the right to modify or
terminate this program without notice.

American Honda Motor Co., Inc. does not assume responsibility for
the quality, safety, or efficiency of adaptive equipment or installation,
and cannot guarantee that such modifications comply with applicable
government safety standards.

© 2004 American Honda Motor Co., Inc.
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Keep a copy of all documents for your
file and mail copies of receipts with this 

application to:

American Honda Motor Co., Inc.
Automobile Customer Service

P.O. Box 2964
Torrance, CA 90509-2964

#

R e i m b u r s e m e n t  A p p l i c a t i o nR e i m b u r s e m e n t  A p p l i c a t i o n

Have You Provided the Following?
q Copy of Vehicle Sales or Lease Agreement

q Copy of Invoice detailing Mobility Modifications or 
Equipment Installed

q Proof of Customer Payment for Modifications or Equipment

q All Signatures (including customer name, address, & VIN)

q Physician’s Signature/Statement

q Copy of Prescription/Medical Documentation

q Contributing Medical Insurance Company Name & Policy No.

q Copy of Valid State Driver’s License

Customer Checklist 4

REORDER #SM0075


