
                              Peace Corps Invitee Medical Reimbursement Form 
                                        For questions, please contact International Medical Group (IMG) at: 855-731-9442, or PCcare@imglobal.com. 
 

   

Name of Invitee CRN Number Date of Birth 

 
Please select which reimbursement amounts you are claiming, not covered by your primary health 
insurance. (US dollars only) 

*Medical Exam (includes physical, specialist 
evalua�ons, diagnos�c tests, laboratory reports, 
and mental health evalua�ons) 

                                                                             
Amount Claimed $ 

Dental Exam  Amount Claimed $ 

Eye Exam  Amount Claimed $ 

Immuniza�ons (required for country of service) Amount Claimed $ 

*Treatment is not eligible for reimbursement* 
The following items must be submited on-line with this form to the IMG portal at 
htps://peacecorps.imglobal.com/member-login: 

• All itemized bills from your health care provider.  These bills must include the: pa�ent name, 
provider name and address, CPT code(s) or a detailed descrip�on of the service(s) provided, 
ICD/diagnosis code or reason for visit, service date, and the charge for each item.  

• Proof of payment for all services, such as a receipt or bank/credit card statement.  
• Completed bank informa�on below to designate where IMG will send your payment.  

Reimbursements are made via direct deposit. 
First �me users to the portal will be required to enter their Peace Corps candidate reference number 
(CRN).  Refer to your email “Applica�on Received” if you cannot remember your CRN.  

 
Name of Account holder (exactly as it appears on 
the account 

 

Bank Account Number  
Rou�ng Number (9 digits)  
Bank Name  
Bank Address  

I hereby authorize Interna�onal Medical Group, Inc. (IMG) to electronically credit my account for the 
reimbursement of eligible medical costs as allowable under the Peace Corps Benefit Program.  I 
understand that this authoriza�on will remain in force un�l revoked by me in wri�ng. 
 
________________________________                               _________________________________    
Signature of Invitee Date 
HIPAA and Privacy Act Notice: The information requested is collected under authority of the Peace Corps Act, 22 U.S.C. 2501 et seq., for the purposes of 
documentation for requested payments. Disclosure of this information is voluntary but failure to do so will make it impossible for Peace Corps to pay for these 
services. This information may be used for the routine uses described in the Privacy Act, 5 U.S.C. 552a, and in the Federal Register at 65 Fed. Reg. 53,722 
(September 5, 2000) and 50 Fed. Reg.1950, 1962 (January 14, 1985) regarding the Peace Corps system of records PC-17 (Volunteer records). It may also be 
subject to the Health Insurance Portability and Accountability Act (HIPAA). PC-OMS-1570- Rev  8/2023 
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