
 
 

 

 

 

 

HRA Reimbursement Claim Form Instructions 

Please follow these instructions carefully 

HRA Claim Form 

Fax to 951-656-9274 

claims@pagroup.us 

  # of Pages total 

 

□ Before faxing make sure your pages and cover sheet are placed in position with the proper side down. 

□ Please write clearly. We cannot pay a claim that is not legible. 

□ Include clear copies of your itemized receipts 

□ You can go online to see if we’ve received your claim (we enter all claims within 48 hours of receipt). 

□ YOUR CLAIM MUST INCLUDE INFORMATION THAT INDICATES THE DATE SERVICES/NATURE OF THE EXPENSE, THE PROVIDER 

INFORMATION, 

HRA Reimbursement 
 

 

  

 

 

 

          Address:  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
TheundersignedparticipantinthePlancertifiesthatallexpensesforwhichreimbursementisclaimedwereincurredduringaperiodwhiletheu
ndersigned     was covered under the Plan with respect to such expenses and that such expenses have not been reimbursed, or are not 
reimbursable, under any other health plan coverage. The undersigned fully understands that he or she alone Is fully responsible for 
the sufficiency and accuracy of all information relating to this claim which is  provided by the undersigned, and that unless an 
expense for which reimbursement is claim is a proper expense under the Plan, the under signed may be liable for the  federal, 
state or city income tax on amounts paid from the Plan which relate to such expense. 

 
6180 Quail Valley Court Riverside, CA 92507 800.427.4549 .951.656.9273 Fax 951.656.9276 

www.pagroup.us claims@pagroup.us 

Company:  
 
Employee’s Name: 
 

Address: 

Phone Number or Email: 
 

Last Four of Social Security #: 

Patients Name: 

Relationship: Total Cost: 

Employee Signature: Date: 
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