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21 @ Healthy Blue

Participant Name

Employer Name

Employee Name

KS WORK Healthy Blue Fiscal Management

Provider Reimbursement Form

IMPORTANT INFORMATION

1. Complete this form to be reimbursed only if one or more of the allowable expenses is in your

approved budget.

2. You must document the date of expense and the amount requested for reimbursement.

3. You MUST submit a receipt with submission of this reimbursement form. You will not be reimbursed
if a receipt is not submitted.

4. Reimbursements MUST be submitted within 30 days of the month of service.

5. Send the form with a receipt to: Fax: 1-855-319-9305, Email: pplks-healthyblue@pplfirst.com, or
mail: Public Partnerships LLC (ATTN: KS WORK Healthy Blue), 17 Plaza Drive, Suite 300 Latham,
NY 12110. FOR FASTEST PROCESSING, EMAIL OR FAX DOCUMENTS

Participant Name:

Participant PPL ID:

Date of Expense

Reimbursable Expense

Requested Reimbursement Amount

Home appliance (APPLIANCE) $
Advertising (COAD) $
Health insurance (COINS) $
Housekeeping service (HOUSEKEEP) | $
Laundry service (LAUNDRY) $
Meal service (MEALS) $
Emergency monitoring Installation $
(MONITOR)

Emergency monitoring (MONIORINS) $
Snow removal service or Mowing $
(SNOWMOW)

Transportation service (TRANSPORT) | $
Other (OTHER) $

Participant Signature: Date:

Questions? Call PPL Customer Service: 1-833-204-9038
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