FLEX$ CLAIMS FLEXIBLE REIMBURSEMENT PROGRAM
560 E 200 S, SALT LAKE CITY, UT 84102 (FLEXS)

801-366-7503 TOLL FREE 800-753-7703 CLAIM FORM

FAX 801-366-7772 TOLL FREE 800-759-8772

PLAN YEAR FROM JULY 1 TO JULY 30
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QUALIFIED HEALTH CARE EXPENSES

U



	EMPLOYEE INFORMATION: 
	SS or PEHP ID: 
	HOME ADDRESS: 
	CITYSTATEZIP: 
	DAYTIME PHONE: 
	EMPLOYER: 
	EMAIL: 
	PLAN YEAR: 
	DATE OF SERVICE1: 
	NAME OF PROVIDER1: 
	EXPENSE DESCRIPTION1: 
	CLAIM AMOUNT1: 
	DATE OF SERVICE2: 
	NAME OF PROVIDER2: 
	EXPENSE DESCRIPTION2: 
	CLAIM AMOUNT2: 
	DATE OF SERVICE3: 
	NAME OF PROVIDER3: 
	EXPENSE DESCRIPTION3: 
	CLAIM AMOUNT3: 
	DATE OF SERVICE4: 
	NAME OF PROVIDER4: 
	EXPENSE DESCRIPTION4: 
	CLAIM AMOUNT4: 
	DATE OF SERVICE5: 
	NAME OF PROVIDER5: 
	EXPENSE DESCRIPTION5: 
	CLAIM AMOUNT5: 
	CLAIM AMOUNTTOTAL Claims must be  for services performed within the plan year: 
	DATE OF SERVICE1_2: 
	NAME OF PROVIDER1_2: 
	PROVIDER TAX ISSSN REQUIRED1: 
	CLAIM AMOUNT1_2: 
	DATE OF SERVICE2_2: 
	NAME OF PROVIDER2_2: 
	PROVIDER TAX ISSSN REQUIRED2: 
	CLAIM AMOUNT2_2: 
	DATE OF SERVICE3_2: 
	NAME OF PROVIDER3_2: 
	PROVIDER TAX ISSSN REQUIRED3: 
	CLAIM AMOUNT3_2: 
	DATE OF SERVICE4_2: 
	NAME OF PROVIDER4_2: 
	PROVIDER TAX ISSSN REQUIRED4: 
	CLAIM AMOUNT4_2: 
	DATE OF SERVICE5_2: 
	NAME OF PROVIDER5_2: 
	PROVIDER TAX ISSSN REQUIRED5: 
	CLAIM AMOUNT5_2: 
	CLAIM AMOUNTTOTAL Claims must be  for services performed within the plan year_2: 
	DATE: 
	PEHP APPROVAL: 


