
 

HEALTH REIMBURSEMENT ARRANGEMENT 
(HRA) ENROLLMENT FORM 

  

X21988 (04/18)    

Complete and return to your employer 
Group Information 

Group Name:_________________________________________ Further Group Number:___________________________________ ______  
 

Location Name (if applicable):   _______________________________________________________________________________________  

Employee Information 
SSN#: _______________________________________________  Primary Phone:  ______________________________________________  
 
Last Name: ___________________________________________  First Name: _____________________________Middle Initial  _________  
 
Street Address:  ____________________________________________________________________________________________________  
 
City: _________________________________________________ State: _____________________ Zip Code: ________________________  
 
Email Address:   _____________________________________________________________  Date of Birth: ______/_______/_____________ 

Account Information 
Health Reimbursement Account: 

Effective Date: ___________________________________________  (To be provided by Group Contact)  

Health Plan Coverage:  □ Single  □ EE + spouse  □ EE + child  □ EE + children  □ Family 
HRA EE Pays First Threshold Amount: ___________________________________________ (if applicable)  

Dependent(s) on Health Plan 
Name Effective Date Date of Birth Relationship 
    
    
    
    

Employee Signature 
 
I have reviewed the above elections and understand my choices will remain in effect for the entire Plan Year, unless I experience a 
change in status as defined by the IRS. It is also my understanding that any funds remaining in my accounts at the end of the Plan 
Year will be forfeited.  

 
Signature:  __________________________________________________________________ Date: ______________________ 

Save time: submit this information online. Questions? Call Group Leader Services at 1-888-460-4013. 

Submit online: Send via secured email only: Fax to:  Mail to: 
Log into your account at 
hellofurther.com 

further.documents@hellofurther.com 866-231-0214 P.O. Box 64193 
St. Paul, MN 55164-0193 

 



Blue	Cross	and	Blue	Shield	of	Kansas	is	an	independent	licensee	of	the	Blue	Cross	and	Blue	Shield	Association.	
BLUE	CROSS®,	BLUE	SHIELD®	and	the	Cross	and	Shield	Symbols	are	registered	service	marks	of	the	Blue	Cross	
and	Blue	Shield	Association,	an	association	of	independent	Blue	Cross	and	Blue	Shield	Plans.	
 


	Sec1_groupinfo_groupnumber: 
	Sec1_groupinfo_groupname: 
	Sec1_groupinfo_location: 
	Sec1_acctinfo_namelast: 
	Sec2_employeeinfo_namefirst: 
	Sec2_employeeinfo_namemi: 
	Sec2_employeeinfo_addr_street: 
	Sec2_employeeinfo_addr_state: 
	Sec2_employeeinfo_addr_zip: 
	Sec2_employeeinfo_email: 
	Sec2_employeeinfo_phone: 
	Sec2_employeeinfo_ssn: 
	Sec2_employeeinfo_dob_mm: 
	Sec2_employeeinfo_dob_dd: 
	Sec2_employeeinfo_dob_yyyy: 
	Sec3_acctinfo_coveragetype: Off
	Sec3_acctinfo_threshold_amt: 
	Sec2_employeeinfo_addr_city: 
	Sec4_dependent_name01: 
	Sec4_dependent_effdate01: 
	Sec4_dependent_dob01: 
	Sec4_dependent_relation01: 
	Sec4_dependent_name02: 
	Sec4_dependent_name03: 
	Sec4_dependent_effdate02: 
	Sec4_dependent_dob02: 
	Sec4_dependent_relation02: 
	Sec4_dependent_effdate03: 
	Sec4_dependent_dob03: 
	Sec4_dependent_relation03: 
	Sec4_dependent_name04: 
	Sec4_dependent_effdate04: 
	Sec4_dependent_dob04: 
	Sec4_dependent_relation04: 
	Sec3_acctinfo_effdate: 
	Sec5_auth_date: 
	CLEAR DATA: 


