
FLEX$ CLAIMS
560 E 200 S, SALT LAKE CITY, UT 84102
801-366-7503           TOLL FREE 800-753-7703
FAX 801-366-7772   TOLL FREE 800-759-8772

FLEXIBLE REIMBURSEMENT PROGRAM 
(FLEX$)

CLAIM FORM

PLAN YEAR FROM JULY 1 TO JULY 30

Unsigned for ms will not be processed.

Please complete ALL applicable spaces. Enclose copies of ONE of the following documents for each item claimed: An 
Explanation of Bene�ts (EOB) from your insurance company, OR, a receipt/statement detailing the ser vices provided, date of 
ser vice and the total out- of pocket expense. Indicate the item number to which they per tain. Include a Doctors note when 
required. Consult the FLEX$ Handbook for items requir ing a Doctor ’s note, (ww w.pehp.org) The �rst or thodontia claim must 
include a copy of the written agreement bet ween you and the or thodontist, indication the total estimated charges and the 
per iod of treatment. Please keep a copy of each claim for your records.

QUALIFIED HEALTH CARE EXPENSES
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