Benefit Services Group
reimbursement Claim Form
EMPLOYER NAME:      
TO: TPA OPERATIONS


From:

Benefit Services Group



Phone number:
Phone number: (315) 786-0201


Fax Number:



               (800) 471-4767

Fax number:      (315) 779-9925
Employee EMAIL Address:_____________________________

Employee Name_______________________________Social Sec #__________________
ATTACH ALL EXPLANATION OF BENEFITS FROM YOUR INSURANCE CARRIER TO THIS FAX IN ORDER TO HAVE CLAIMS PROCESSED.***Please fill in chart below completely for each claim  attached.***
	Claim #
	Date Of Service
	Amount Applied to 

Deductible
	Amount Applied to 

Co-Insurance

	1
	
	
	

	2
	
	
	

	3
	
	
	


EMPLOYEE'S CERTIFICATION FOR REIMBURSEMENT

I certify that the expenses for reimbursement requested from my accounts were incurred by me (and/or my spouse and/or eligible dependents), were not reimbursed by any other plan, and, to the best of my knowledge and belief, are eligible for reimbursement under my Reimbursement Plans. I (or we) will not use the expense reimbursed through this account as deductions or credits when filing my (our) individual income tax return.

Any person who knowingly and with intent to injure, defraud, or deceive any insurance company, administrator, or plan service provider, 

files a statement of claim containing false, incomplete or misleading information may be guilty of a criminal act punishable under law
EMPLOYEE SIGNATURE:
If you prefer you may mail claims along with this form to:

Benefit Services Group

Attn: TPA Operations

23671 Lawler Drive
Watertown, New York  13601
HRA Claim Form


