
I certify that I have not been reimbursed for these expenses from this Plan, nor have they or will they be reimbursed by any other source.  I
further certify that the expenses for which I am claiming are eligible according to the terms of the Plan and that the information I provide on
this form is correct.  If I've received reimbursement for expenses later found ineligible, I will be responsible for taxes or penalties arising from
the ineligible expenses.  I understand any expenses reimbursed under this Plan cannot be claimed on my personal income tax return.

UnitedHealthcare Benefit Services
Health Reimbursment Arrangement (HRA) Claim Form
C
p

Complete the following information for each medical expense that you are requesting reimbursement.  If you have multiple items of simliar Types of Service 
(for example, ten prescriptions), you may combine them on one line.  Attach supporting documentation verifying each expense.  The documentation must list the
date that the service was performed, provider name, type of service, patient name, and your portion of the charge for each the service.
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1.

2.

3.

4.

5.

6.

7.

8.

Dates of Service             Provider Name                            Service Type                             Amount

You must complete sections 1, 2 and 3 above.   Review the back of form for important information on how to successfully file a claim.
Failure to complete all sections of this form or to attach sufficient claim documentation will delay your reimbursement.  Keep copies of your 
claim.  If you require a copy of a submitted claim from UnitedHealthcare Benefit Services, a $25 fee may apply.

Send Claim Form and supporting expense documentation to UnitedHealthcare Benefit Services:
Toll-Free Claims Fax: 1-800-760-3727 (Claim Form serves as the cover page)
Mailing Address:  P.O. Box 1747, Brookfield, WI  53008-1747

©

4. Submitting Your Claim

3. Medical Expense Information  (please print)

1. General Claim Information (Also complete sections 2 and 3 below)

 _  _Employee Soc Sec / ID:

Employee Signature:

Date:

, .$

TOTAL REQUESTED REIMBURSEMENT AMOUNT

This claim is a (fill-in one) New Claim Resubmission

P

To expedite your
reimbursement, fax this
Claim Form and supporting
documentation toll-free to
1-800-760-3727.  This
Claim Form serves as the
cover page.

Complete when faxing:

# of pages ________________

Daytime e-mail or phone #

_________________________

Last Name First Name MI

E-mail Address

Employer

2. Participant Information (please print)

Providing your e-mail address will help us communicate with you easier.  
UnitedHealthcare Benefit Services will not share, rent or trade your e-mail address.
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   www.uhcservices.com

                        Visit our website to view complete account history, 
             obtain additional forms, and other helpful information.

        Questions?  Visit UnitedHealthcare Benefit Services  
on the web or call 1-877-797-7475
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Important Claims Submission Information
Please Do NOT Fax or Mail This Page

How To Successfully File an HRA Claim
MUST

MEDICAL EXPENSES
You must them submit the

Explanation of Benefits (EOB) received from the insurance company as your expense documentation

Cash register receipts or charge
slips for prescription purchases cannot be accepted as they do not indicate the medication name or patient.

Claims received after the run-off period has expired for the plan year in which they were incurred
cannot be considered for reimbursement.

Definition of “Incurred”

Employee Certification
UnitedHealthcare Benefit Services

and expense UnitedHealthcare Benefit Services
Health Savings Account (HSA) Owners

Faxing and Mailing Tips

Please do not use a highlighter on this form or claim documentation. Instead, circle and add notations with a dark pen as needed.

Fax Tips – Submit your claim for free via toll-free fax Mailing Tips
  Do not staple.
 
 Do not mail originals.

eStatus Alerts uhcservices

Keep copies of your claims. A $25 fee may be charged for each copy you request from UnitedHealthcare Benefit Services. 

Definitions
Dates of Service
Provider Name / Type of Service

Amount Requested
Total Requested Reimbursement Amount Amount Requested

© 2007 United HealthCare Services, Inc.��Insurance coverage provided by or through United HealthCare Insurance Company or its affiliates.

spatten
Placed Image


	ClaimType: Off
	SSN1: 
	SSN2: 
	SSN3: 
	SSN4: 
	SSN5: 
	SSN6: 
	SSN7: 
	SSN8: 
	SSN9: 
	DOS1: 
	1: 
	2: 
	3: 

	DOS1-2: 
	1: 
	2: 
	3: 

	DOS2: 
	1: 
	2: 
	3: 

	DOS2-2: 
	1: 
	2: 
	3: 

	DOS3: 
	1: 
	2: 
	3: 

	DOS3-2: 
	1: 
	2: 
	3: 

	DOS4: 
	1: 
	2: 
	3: 

	DOS4-2: 
	1: 
	2: 
	3: 

	DOS5: 
	1: 
	2: 
	3: 

	DOS5-2: 
	1: 
	2: 
	3: 

	DOS6: 
	1: 
	3: 
	2: 

	DOS6-2: 
	1: 
	2: 
	3: 

	DOS7: 
	1: 
	2: 
	3: 

	DOS7-2: 
	1: 
	2: 
	3: 

	FaxPages: 
	DaytimePhone: 
	InsuranceType1: 
	InsuranceType2: 
	InsuranceType3: 
	InsuranceType4: 
	InsuranceType5: 
	InsuranceType6: 
	InsuranceCarrier1: 
	InsuranceCarrier2: 
	InsuranceCarrier3: 
	InsuranceCarrier4: 
	InsuranceCarrier5: 
	InsuranceCarrier6: 
	SignNotice: THE SIGNATURE AND DATE FIELDS WILL BE VISIBLE UPON PRINTING. PLEASE SIGN AND DATE AFTER PRINTING. 
	ReqAmt1_1: 
	ReqAmt1_2: 
	ReqAmt1_3: 
	ReqAmt1_4: 
	ReqAmt1_5: 
	ReqAmt1_6: 
	ReqAmt2_1: 
	ReqAmt2_2: 
	ReqAmt2_3: 
	ReqAmt2_4: 
	ReqAmt2_5: 
	ReqAmt2_6: 
	ReqAmt3_1: 
	ReqAmt3_2: 
	ReqAmt3_3: 
	ReqAmt4_1: 
	ReqAmt4_2: 
	ReqAmt4_3: 
	ReqAmt4_4: 
	ReqAmt4_5: 
	ReqAmt4_6: 
	ReqAmt5_1: 
	ReqAmt5_2: 
	ReqAmt5_3: 
	ReqAmt5_4: 
	ReqAmt5_5: 
	ReqAmt5_6: 
	ReqAmt6_1: 
	ReqAmt6_2: 
	ReqAmt6_3: 
	ReqAmt6_4: 
	ReqAmt6_5: 
	ReqAmt6_6: 
	ReqAmt7_1: 
	ReqAmt7_2: 
	ReqAmt7_3: 
	ReqAmt7_4: 
	ReqAmt7_5: 
	ReqAmt7_6: 
	ReqAmt8_1: 
	ReqAmt8_2: 
	ReqAmt8_3: 
	ReqAmt8_4: 
	ReqAmt8_5: 
	ReqAmt8_6: 
	DOS8: 
	1: 
	2: 
	3: 

	DOS8-2: 
	1: 
	2: 
	3: 

	InsuranceCarrier7: 
	InsuranceCarrier8: 
	InsuranceType7: 
	InsuranceType8: 
	ReqAmt3_4: 
	ReqAmt3_5: 
	ReqAmt3_6: 
	TRA1: 
	TRA6: 
	TRA2: 
	TRA3: 
	TRA4: 
	TRA5: 
	LastName: 
	FirstName: 
	MI: 
	Employer: 
	EmailAddress: 
	Top Box: Claim Form for eligible Health Reimbursement Arrangement (HRA) expenses.
	Dot cover: 
	Text5: HRA Claim
	Text2: 
	Med Exp: 


