The Navajo Nation DR.Buu NYGREN Presipent
Yideeskgadi Nitsahakees RICHELLE IMIONTOYA vice Presipent

Traditional Healing Expense(s) Claim Form

Today’s Date:

Claimants’ Name: Claim Number:
Address: Date of Injury:
Employer:

Name of Traditional Healer: Phone Number:

Traditional Healer’s Federal Tax ID Number or SSN:

Nature of lliness:

Name of Ceremony:

Date of Ceremony: From: To:

Was this ceremony for the claimant’s work-related injury?

Traditional Healer’s Signature:

Total fee(s) paid to the traditional practitioner for the ceremony: S

Material(s) required and purchased for the ceremony: ATTACH ALL SALES RECEIPTS

I CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE

Claimant’s Signature Date

Workers” Compensation Program
- Post Office Box 2489 - Window Rock, AZ 86515 - Phone: (928) 871-6389 - Fax: (928) 871-6083 -
Email: wcp@navajo-nsn.gov
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