
WASHINGTON AND NORTHERN IDAHO DISTRICT COUNCIL OF LABORERS 
 

Work Recovery Program 
Monthly Reimbursement Request Form 

 

       WRP Job No.:___________________ 
 
Name of Contractor:_________________________________________________________ 
 
Name of WRP Project:___________________________________________________ 
 
Address of WRP Project:_________________________________________________ 
 
Reimbursement Request For The Month Of:__________________________________ 
 
 
Please list the Name, Social Security Number, and the total hours worked during the calendar month for each Laborer employed on the 
above WRP reporting project.  If more space is needed, please attach an additional sheet. 
 

Name Social Security Number Hours 
 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

   

   

 
 

  

 
 

           TOTAL HOURS REPORTED:         _________________ 
 
Signed By:____________________________________ Date:____________________ 
 
 
Please return the completed form by the end of the month following the month for which 
reimbursement is being requested. 
 
 Mail to: 
  Washington and Northern Idaho District Council of Laborers 
  P.O. Box 12917 
  Mill Creek, WA  98082-0917 
   
 
 
WRP#5 

 


