
 

 
 

   

EEMMPPLLOOYYEEEE  RREEIIMMBBUURRSSEEMMEENNTT  CCLLAAIIMM  FFOORRMM  
  
PPlleeaassee  mmaaiill  oorr  ffaaxx  ccoommpplleetteedd  ffoorrmm  ttoo::    
  

DDFFBB  TTPPAA  SSeerrvviicceess,,  LLLLCC  ••  PPOO  BBooxx  7711002277  ••  MMaaddiissoonn  HHeeiigghhttss,,  MMII  4488007711--00002277  ••  ((224488))  558888--44118888  ffaaxx  
  
IINNSSTTRRUUCCTTIIOONNSS::  

oo  CCoommpplleettee  tthhiiss  eennttiirree  ffoorrmm  ffoorr  eexxppeennsseess  iinnccuurrrreedd  bbyy  yyoouu,,  yyoouurr  ssppoouussee,,  oorr  ddeeppeennddeenntt  cchhiillddrreenn  ffoorr  wwhhiicchh  yyoouu  rreeqquueesstt  
rreeiimmbbuurrsseemmeenntt..  

oo  YYoouu  mmuusstt  ffiillll  oouutt  aa  sseeppaarraattee  ccllaaiimm  ffoorrmm  ffoorr  eeaacchh  iinnddiivviidduuaall..  
oo  AAttttaacchh  iitteemmiizzeedd  bbiillll((ss))  ffrroomm  pprroovviiddeerr((ss))..  
oo  AAttttaacchh  pprriimmaarryy  ccaarrrriieerr  EExxppllaannaattiioonn  ooff  BBeenneeffiittss  ((EEOOBB))  tthhaatt  mmaattcchh  ddaatteess  ooff  sseerrvviiccee  aanndd  aammoouunnttss  oowweedd  oonn  iinnvvooiicceess..  

  
FFaaiilluurree  ttoo  ccoommpplleetteellyy  ffiillll  oouutt  tthhiiss  ffoorrmm  ffoorr  eeaacchh  iinnddiivviidduuaall  aanndd  ttoo  pprroovviiddee  tthhee  rreeqquuiirreedd  iitteemmss  wwiillll  rreessuulltt  iinn  aa  ppeennddeedd  ccllaaiimm  
uunnttiill  mmiissssiinngg  iitteemmss  aarree  rreecceeiivveedd..  
 
Employee Information 
 
Company Name      Employee Member Number # 
 
Last Name      First Name    M.I. 
 
Streets Address      Home Phone # 
 
City       State   Zip 
 
Dependent Information (Required when submitting claims for your dependents)      
  
Last Name       First Name 
   
 
Relationship to Employee (Circle One)     Spouse                  Child              
                  
I request and authorize you to furnish DFB TPA Services, or its authorized representative, or to permit the representative to obtain a 
statement or review or make or obtain a copy, in whole or in part, of any or all information with respect to any illness or injury 
including but not limited to medical history, diagnosis, consultation, examination, prescriptions, treatments, operative procedures, 
X-rays, pathological findings or test you may have concerning me or my dependents.  This information is to include alcohol abuse, 
substance abuse, or mental health records. The undersigned participant in the Plan certifies that all expenses for which 
reimbursement or payment is claimed by submission of this form were incurred during a period while the undersigned was covered 
under his/her employer's reimbursement plan with respect to such expenses and that the expenses have not been reimbursed and 
reimbursement will not be sought from any other source.   The undersigned fully understands that he or she alone is fully 
responsible for the sufficiency, accuracy, and veracity of all information relating to this claim which is provided by the undersigned, 
and that unless an expense for which payment or reimbursement is claimed is a proper expense under the Plan, the undersigned 
may be liable for payment of all related taxes including federal, state, or local income tax on amounts paid from the Plan which 
relate to such expense.  A photocopy of this authorization shall be as valid as the original. 
   

HRA   MEDICAL EXPENSES 
 Provider of Service 

(Doctor, etc.) 
Person Receiving Service Dates of Service 

(MO/DAY/YEAR) 
Amount of 
Expense Claimed 

Nature of Expense 

1      
2      
3      
4      
5      
 

Amount  Requested:   $_________________________ 
 
Checks are made payable to the Employee when Employee submits an HRA claim.  
 
 
Employee  S ignature          Date  Submitted   
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