
MEDICAL Claims Transmittal 

 
Date Submitted: 
 

Employer Name: 
 
Group Number: 
 

 

Employee Name: 
 
Member ID#: 
 
Employee Date of Birth: 
 

 

Employee Address: 
 
 
 
 
 

 
 
 

Relationship of Patient: Please select one  
     -Self       -Spouse      -Child 
 
 
Patient Name if Claim is not on the Employee: 
 
Patient Date of Birth: 
 
Attach all receipts to this form and submit to:          HealthFirst TPA 

Attn: Victoria Cisneros 
PO Box 132317  
Tyler, TX 75713

Payment on this claim should be made to: _________________________________________ 
If payment is made to the Member you must attach your receipt showing you have paid the 
provider. 
  
 You can review your claims on the member portal at hfbenefits.vbagateway.com. If you have any questions, call 
1-800-838-7434 or 903-581-2600 for help.

https://hfbenefits.vbagateway.com
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