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1. Complete Parts A & B in full. 
2. Attach copy of Explanation of benefits (EOB) for deductible and coinsurance reimbursement request.  Claims must be submitted to 

all appropriate insurances before they may be processed through your Health Reimbursement Account. 
3. Attach itemized bills for expenses not covered by medical/dental insurance. 
4. Submit bills to EHIM, Powered by ProCare Rx, 26711 Northwestern Highway, Suite 500, Southfield, MI 48033 
5. All claims submitted for reimbursement MUST be paid by you BEFORE they are eligible for reimbursement.  Proof of payment in 

the form of a copy of a cancelled check or paid provider statement MUST accompany your request for reimbursement. 
 
 
A.  Member Information 
Employee Name: Date of Birth: Social Security #: 

Address: 
 

City: State: Zip: 

Email Address: Home/Cell Phone: Employer Name: Work Phone: 

 

Dependent Name Date of Birth Gender Relationship to 
Insured 

Are you entitled to an Income Tax 
Deduction for this dependent? 

1.  M F  Yes No 

2.  M F  Yes No 

3.  M F  Yes No 

4.  M F  Yes No 

B.  Reimbursement Request 

1.  Total Health Care Expenses Incurred: $ 

2.  Balance to be considered under the Health Reimbursement Account: $ 

I hereby request that the expenses shown above to be considered for payment.  I certify that these expenses are not eligible for payment under any 
insurance plan.  I understand that any expenses reimbursed are not tax deductible on my Federal Income Tax Return. 

Employee Signature: Date: 
 
 

 
 
 

EHIM, Powered by ProCare Rx 
26711 Northwestern Highway, Suite 500 

Southfield, MI 48033 
 

Fax:  (248) 204-6350 | Website:  www.ehimrx.com | Email:  medicalclaims@ehimrx.com 

Health Reimbursement Account (HRA) for: 
<group name> 

 

http://www.ehimrx.com/

	Social Security #:
	Work Phone:
	Employer Name:
	Home/Cell Phone:

	Employee Name: 
	Date of B rth: 
	Soc al Secur ty: 
	Address: 
	City: 
	State: 
	Zip: 
	Ema Address: 
	HomeCell Phone: 
	Employer Name: 
	Work Phone: 
	Date of B rth1: 
	Relat onship to InsuredF: 
	Date of B rth2: 
	Relat onship to InsuredF_2: 
	Date of B rth3: 
	Relat onship to InsuredF_3: 
	Date of B rth4: 
	Relat onship to InsuredF_4: 
	1 Tota l Health Care Expenses Incurred: 
	2 Balance to be cons i dered under the Hea l th Reimbursement Account: 
	Employee Signature: 
	Date: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off


