
Employee Health Plan Claims Assistance Form 
                   

Employee Information: 
 

Employee Name: __________________________________________________________________ 

 

Contact Number(s) Preference:  Home # ____________    Cell #_____________   Work # _________               

 

Email Address:   _________________________________    Claims Issue          HRA Issue  

 

Employee ID Number: _________________       Beacon ID Number: _________________________ 

 

Claim #: ______________________   Date of Service: __________ Provider: __________________ 

 

Claim #: ______________________   Date of Service: __________ Provider: __________________ 

 

Claim #: ______________________   Date of Service: __________ Provider: __________________ 

 

Claim #: ______________________   Date of Service: __________ Provider: __________________ 

 

    Claim #: ______________________   Date of Service: __________ Provider: __________________ 

 

    Claim #: ______________________   Date of Service: __________ Provider: __________________ 

  

    Claim #: ______________________   Date of Service: __________ Provider: __________________ 

  

    Claim #: ______________________   Date of Service: __________ Provider: __________________ 

 

    Claim #: ______________________   Date of Service: __________ Provider: __________________ 

 

 Comments: _____________________________________________________________ 

 

 _______________________________________________________________________ 

 

 _______________________________________________________________________ 

 

 _______________________________________________________________________ 

 

 _______________________________________________________________________ 

 

 _______________________________________________________________________ 

 

 _______________________________________________________________________ 


