Wrap Plan Claim Form

(Do not use this form if not on Wrap plan)

Name

Member ID

Phone

[
SEI
GreatRiver

HFAITH

Group number

A Unite:

dHealthcare Company

Email

Date of service Provider name Type of service Amount requested
/[ ] $
MM DD YYYY
/[ / $
MM DD YYYY
/[ ]/ $
MM DD YYYY
/[ ] $
MM DD YYYY
Total reimbursement requested $
Send payment to Q Employee Q Provider
Member’s signature Date / /
MM DD YYYY

Please complete this form, attach supporting documents, including an explanation of benefits from the primary insurance carrier, and
submit using one of these options:

Mail

UMR

P.O.Box 8033

Wausau WI 54402-8033

© 2025 United HealthCare Services, Inc. UMF0137-GRH 0525 UA
No part of this document may be reproduced without permission.

Fax

855-405-2189
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