
How to submit a medical expense reimbursement online 
1    Visit retiree.uhc.com/ARBenefits 
2    Click on Forms and Resources at the top right 
3    Under Medical Reimbursement Requests, select Submit a request online

How to submit a medical expense reimbursement by mail 
1    Visit retiree.uhc.com/ARBenefits 
2    Click on Forms and Resources at the top right 

3    Under Medical Reimbursement Requests, select Submit a request by mail
– You will be able to download and print the request form

– Complete the form and mail it in

The ARBenefits Group Medicare Advantage (PPO) plan website is designed to help you get the most 
out of managing your health plan information. This plan includes a $150 allowance for eyewear every 
12 months and a $2,800 allowance toward the purchase of hearing aids for both ears every 3 years. 
Also, unlike most PPO plans, with this plan, you pay the same share of cost in and out-of-network as 
long as the provider participates in the Medicare Program. However, there may be times when you 
incur out-of-network expenses, and this information may help with reimbursement. 

Two ways to submit a reimbursement request
• Online
• Mailed form

Important to know
•  This form is used for covered out-of-network claims or to seek reimbursement for eye-

wear and hearing aid(s)
•  You need to submit a separate claim form for each provider
•  Completing this form does not guarantee reimbursement

Have you incurred out-of-network health care expenses? 
Or want to seek reimbursement for eyewear or hearing 
aids you purchased?
Learn how to submit a request for reimbursement

Please note 
If a request is denied, you will receive a Notice of Denial of Payment (NDP).
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Have questions or need help? Call us. 

Call toll-free 1-844-488-3953, TTY 711, 8 a.m.–8 p.m. local time, Monday–Friday



Note: This form does not apply for C&S Washington Members.



 
    
      Doctor or Facility who provided the care or services 

 
Name___________________________________________ 

 
Address_________________________________________ 

 
City _______________  State _______   ZIP___________ 

 
Phone Number___________________________________ 

 
Doctor or Facility who referred you for the care or services, (if applicable)   

 
 

Name___________________________________________ 
 

Address_________________________________________ 
  

City _______________  State _______   ZIP___________ 
 

Phone Number___________________________________ 
 

 

       

 
 
 

 
What city and country were you in when you received medical care or supplies? 
 
_________________________________________________________________________________ 
 

 

 

 



 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 







7/13/2021


	SPRJ82907_2024_St_of_AR_Med_Expense_Reimbursement_Flier_R2_120123
	Medical-DMR-form

	Information about the member who received medical services or: 
	Full name: 
	Address: 
	City: 
	State: 
	ZIP: 
	Phone number: 
	undefined: 
	Date of birth: 
	Member Group number: 
	Member ID number: 
	Full name_2: 
	Address_2: 
	City_2: 
	State_2: 
	ZIP_2: 
	Phone number_2: 
	undefined_2: 
	representative: 
	Name: 
	Address_3: 
	City_3: 
	State_3: 
	ZIP_3: 
	Phone Number: 
	Name_2: 
	Address_4: 
	City_4: 
	State_4: 
	ZIP_4: 
	Phone Number_2: 
	1: 
	2: 
	If yes how much: 
	If yes how much_2: 
	undefined_3: 
	undefined_4: 
	Name of lnsuiranceRow1: 
	Policy NlumberRow1: 
	Name of lnsuiranceRow2: 
	Policy NlumberRow2: 
	8Yes  No: 
	11520XXRow1: 
	Diabetes ExampleRow1: 
	Office visit ExampleRow1: 
	1Row1: 
	12300Row1: 
	12300Row1_2: 
	Yes  No: 
	11520XXRow2: 
	Diabetes ExampleRow2: 
	Office visit ExampleRow2: 
	1Row2: 
	12300Row2: 
	12300Row2_2: 
	Yes  No_2: 
	11520XXRow3: 
	Diabetes ExampleRow3: 
	Office visit ExampleRow3: 
	1Row3: 
	12300Row3: 
	12300Row3_2: 
	Yes  No_3: 
	11520XXRow4: 
	Diabetes ExampleRow4: 
	Office visit ExampleRow4: 
	1Row4: 
	12300Row4: 
	12300Row4_2: 
	Yes  No_4: 
	11520XXRow5: 
	Diabetes ExampleRow5: 
	Office visit ExampleRow5: 
	1Row5: 
	12300Row5: 
	12300Row5_2: 
	Yes  No_5: 
	If submitting for a cataract benefit what was the date of the surgery: 
	undefined_5: 
	undefined_6: 
	Date: 


