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ATRIO Health Plans Direct Member Reimbursement 
(Medical Claims, Gym Fees and Flex Card) 

Thank you for choosing ATRIO Health Plans for your health insurance coverage. Use this form for any 
reimbursement requests you may have. For medical claims: If you received services from a contracted 
medical provider, your claim should be submitted by the provider. You do not need to submit this form 
unless you know that your claim was not submitted. Please complete a separate form for each member 
or provider. For Gym or Flex Card reimbursements: If you were denied access to an approved fitness 
center or paid out-of-pocket due to an error with your flex card, please complete this form to request a 
reimbursement. 
Approved reimbursement amounts will be deducted from your Flex Card allowance up to the maximum 
amount. 

Instructions 

1. Complete the form on the following page.
2. Attach original proof of payment or provider bill to page 3 of this form. Cash register receipts will

not be accepted. Please retain copies of proof of payment for your records, as the original will not
be returned.

3. Sign the completed form where indicated
4. Submit the completed form(s) and proof of payment in one of the following ways:

Mail: 

ATRIO Health Plans 
Attn: Reimbursements 338 Jericho Turnpike, 
#135 
Syosset, NY 11791 

Bring to an ATRIO office: 

ATRIO Health Plans 
2270 NW Aviation Drive 

Suite 3 

Roseburg, OR 97470 

Fax: 

1-866-298-8412

Email: 

customerservice@atriohp.com 

ATRIO Health Plans 

550 Hawthorne Ave SE 

Suite 140 
Salem, OR 97301 

- - -

Be sure to include appropriate documentation of proof of payment. Incomplete forms submitted 
without the necessary information and documentation may result in a delay in your reimbursement 
or may be returned for additional information. Reimbursement form must be received no later than 
one year after the date you paid for the service. 

If you have questions, please call Member Services at 1-877-672-8620 (TTY 711 ), daily from 8 
a.m. to 8 p.m. local time.
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ATRIO Direct Member Reimbursement 
(Medical Claims, Gym and Flex Card) 

What services are you requesting reimbursement for: 

□ Medical Claim □ Dental □ Fitness □ Over-the-Counter (OTC)

Complete the following information below: Member Information 

Member Name: Gender: □ Male □ Female 

Member ID#: DOB: 

Phone#: 

Address: 

City: State: Zip: 

Payment Information 

Name of facility or provider you paid out-of-pocket to: 

Total Reimbursement Amount Requested (what did you pay out-of-pocket): 

Month(s) Reimbursement Requested For (what month(s) did you pay out-of-pocket in): 

Please indicate why you paid out of pocket for this service: 

(Continue to next page) 

I certify that the above statements are correct and hereby authorize any physician, hospital, or provider/facility 
to supply ATRIO Health plans any information required in connection with this reimbursement claim. A 
photocopy of this authorization shall be as valid as the original. 

Member Name (Print Name): ___________________________ _ 

Member Signature: ___________________ Date: __________ _

□ Alternative Therapy (Chiropractor, Acupuncture, or Naturopathy)






