
FLORIDA A&M UNIVERSITY  

COLLEGE OF LAW 

STUDENT HEALTH FEE REIMBURSEMENT FORM 

 

Name: :__________________________________________________________________________ 

  First    Middle    Last 

 

Phone Number: _______________________________________ 

 

Year: _________   Student ID:_______________________________________ 

 

Signature:_______________________________________  Date: _________________ 

Please attach your UCF Health fee receipt to this form. 

 

FOR OFFICE USE ONLY ~ DO NOT WRITE BELOW THIS LINE. 
_____________________________________________________________________________________ 
 

Date received in the Office of Student Affairs:   ______________________ 

Date submitted to FAMU Student Health Services:  _______________________ 


