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AI-generated content may be incorrect.]Mailing Address: Consumer Health Solutions
PO Box 218 North Reading, MA 01864
Contact Us: Phone: 877-230-8650 x101 - Fax: 978-451-0981
HealthAccounts@ConsumerHealthSolutions.com

This form can be used to submit for reimbursement through your CHS account. You are required to attach a copy of the appropriate documentation based on your plan.
· If services were provided: Provider name, patient name, date of service, services provided, amount.
· If items were purchased: Store name, date of purchase, items purchased, amount.
Please complete the form in its entirety. Failure to complete the form in entirety, or failure to provide an itemized receipt or invoice will result in a request for more information or claim denial. 
UNIVERSAL CLAIM FORM
	Account Holder Information

	First Name:
	Last Name:

	Email Address:
	Phone Number:

	Mailing Address:

	City:
	State:
	Zip Code:

	Employer:
	Last 4 of SSN:


EXPENSES

	Expense 
1




	Start Date of Service
	End Date of Service
	Claim Amount

	
	Provider Name
	Description of Services

	
	Recipient of Service
	Tax ID (DCA Only)
	Day Care Provider Signature (DCA Only)

	Expense 
2




	Start Date of Service
	End Date of Service
	Claim Amount

	
	Provider Name
	Description of Services

	
	Recipient of Service
	Tax ID (DCA Only)
	Day Care Provider Signature (DCA Only)

	Expense 
3




	Start Date of Service
	End Date of Service
	Claim Amount

	
	Provider Name
	Description of Services

	
	Recipient of Service
	Tax ID (DCA Only)
	Day Care Provider Signature (DCA Only)



What PLAN are you requesting reimbursement from?
☐ Health Reimbursement Arrangement (HRA)		☐ Parking or Transportation plans
☐ Flexible Spending Account (FSA)			☐ ICHRA
☐ Dependent Care Account (DCFSA)			☐ Tuition or Adoption plans
☐ Other or Multiple Plans: _________________________________________________________________
	                                                                              Submission Total - 

	 I certify that the expenses incurred for which reimbursement is sought were incurred by myself or my eligible dependents and that these expenses have been incurred during the Plan Year. I further declare that I am requesting payment only for expenses that have not and will not be paid under any other benefit plan or program; Reimbursement cannot be requested until after the last day of the service period. I am solely responsible for the accuracy and veracity of all information relating to this claim. I authorize that I am requesting reimbursement in the amount requested from my applicable account

	Employee Signature:
	Date:
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