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West Virginia Department of Health & Human Resources 

Voucher Remittance 

County __________________ Case Number ________________ 

Case Name______________________________________________ 
Last Name First Name 

Address_________________________________________________ 

Voucher Number(s) ______________ _______________ 
Returned: 

Reason for Returning: _____________________________________ 

Voucher(s) Will Be Replaced? “  Yes “  No 

Pertinent Information - If A Rewrite Is Necessary: _______________ 
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