
 

 
 

Health Care Reimbursement Account (HCRA) 
REQUEST FOR DIRECT PAY ENROLLMENT (COBRA AND LEAVE WITHOUT PAY) 

 

Complete this form and return to the Campus Benefits Representative 

Employee Name (First)    (MI)     (Last) Social Security Number Campus 
 

Address City State Zip 

Signature 
  

Date 

Reason for Request (check one)  
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