Claim Form

Employee

800346 2126 | 608 831 8445
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Phone support:
E-mail:

Corporation

How to complete the Claim Form

1.Complete the Account Holder Information section in full. Employee  Claim Form 2
Be sure to include the last 4 digits of your Social Security or | fit .
Identification Number and your e-mail address. P i g«’f&mg@m

2.Review the Benefit Codes.
A. Enter the Benefit Code for your claim:

[F] Health Care FSA (BESTflex Plan FSA that reimburses medical,
dental and vision expenses)

[L] Limited Health Care FSA (BESTflex Plan FSA that reimburses
dental and vision expenses)

[D] Dependent Care FSA (BESTflex Plan FSA that reimburses daycare ¢
expenses)

Frst Mo

| Claims

[1] Individual Billed Insurance Premiums (BESTflex Plan account that
reimburses insurance premiums)

[H] HRA (EBC HRA reimbursement)

B fit Code

[HF] Product Linking (Allows expense to be reimbursed out of the
EBC HRA first, then the BESTflex Plan Health Care FSA/Limited
Health Care FSA. If your EBC HRA allows rollover, this feature is

Deyrare Pronides Sgnature Depeswdent Care FSACHY) Qi Ammount
not available. If the expense is not eligible in one of your plans,
the whole amount will be processed from the eligible plan. S St Dete o ) Dserplion d v
[Dc] Deb|t Card SUbStanﬁation BeneftCode  Servoe Bnd Cates Imndd vyey) Panider hg\auk veing Servioe HRA Ony
. . . Deyrare Provider Sgnature (Dependet Care FSAOHY) Chairn Asnount
[O] Offset Claim for an outstanding debit card purchase ! = "
Be sure to include a “Benefit Code” for each claim; your claim cannot be PR e Gy i
processed without it. BenefkCode  Samc= End Lates {m-od-yypyl Provder Parson Rece g Sennca HRAOn']

3.Complete the Claims Section.
Information required in order to process the claim:

» Date of Service - both start and end date
* Dollar amount for each line
*» Name of provider

* Description of Service
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| Account Holder Information

EY e TS eSS g, please aoonpehe the entie form
Last Nairee

Frmui A (e kNt shareyor sl addnee)

Benefit Codes: [lieahcaersa [l
BB vetr cand Sctraniztic’

e crie Besnefit Code per claim Foue Belonw,

0 Servios Start Do fom &y Cacain d
Servioe Bnd Dates Immecdeyyyy) Pronider

Deyrare Provider Sgnature iDecendznt Care 1SA Gy
Seny 02 Start Gt (mim-dd-ry)

BeneftCode  Servoe Bnd Cates Imn-od- vyl

Dyrare Prowvider Sgnature Dependesd Care FSAGily)

By submitting this form | certify the above.
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m Last 4 Digits of Social Security or dentification Number

e
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Perscon Heceving Service (R v for HRA)
Claim Amount
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Provider Person Race g Service HRA Oin'y)

* Total dollar amount for the entire page

Important information you need when submitting claims to Employee Benefits Corporation

* If we have your email address on file, we will email you when your claim is
processed. Please allow 2 business days from our receipt of your Claim Form
before viewing the status of your online account in My Account Assistant
(login at www.ebcflex.com).

Remember to send appropriate claim documentation with your form that
substantiates the expenses you are submitting for reimbursement. Claim
documentation must include the Provider Name, the Date(s) of Service, a
Description of the Expenses incurred and the Expense Amount. Cancelled checks
and non-itemized credit card receipts are not valid forms of documentation.

Retain original copies of the Claim Form and expense documentation for your
files; Claim Forms, receipts and claims information will not be returned.

Refer to My Company Plan or your Summary Plan Description for the length of
your runout period, which determines the number of days you have after the plan
year ends to submit claims.

When submitting claims for BESTflex Plan FSA expenses, similar services can be
combined on a single line by using a range of dates. For example, you could use a
single claim entry for a month of prescription expenses by completing the Claim
Form as follows: Service Start Date: 01/01/2017, Service End Date: 01/31/2017,
Description of Service: Prescription Co-pays.

© Employee Benefits Corporation 9069 2C

When submitting claims for EBC HRA expenses: claim the full eligible amount
shown on your Explanation of Benefits (EOB) or receipt. We will automatically
make any calculations necessary in accordance with your plan design.

If you swiped your Benefits Card for an ineligible expense or do not have

the substantiating documentation, you can offset the charge by submitting
documentation for another FSA eligible expense that was not paid for with your
Benefits Card and has not already been submitted for reimbursement. You can
submit the offsetting claim by completing a claim form and typing “0” in the
Benefit Code box, write in the Claim ID for the Benefits Card transaction you want
to offset on the Description of Service line of the claim form, and attach a copy of
the offsetting claim documentation.

If you request that we reissue a claim reimbursement to you for any reason, there
is @ $25 stop payment fee.



Emp]oyee Claim Form 2

Phone support: 800 346 2126 | 608 831 8445
E-mail: participantservices@ebcflex.com

Corporation

Account Holder Information D:Ij] Last 4 Digits of Social Security or Identification Number

To ensure timely and accurate claims processing, please complete the entire form. (Required)

First Name Last Name
E-mail Address (we do not share your e-mail address) Employer
Claims

Benefit Codes: ﬂ Health Care FSA Limited Health Care FSA m Dependent Care FSA n Indv Billed Ins Premiums m HRA m HRA first, then FSA
Debit Card Substantiation m Offset Claim for an outstanding debit card purchase

Enter one Benefit Code per claim line below.

Service Start Date (mm-dd-yyyy) Description of Service
BenefitCode  Service End Dates (mm-dd-yyyy) Provider Person Receiving Service (Required for HRA)
Daycare Provider Signature (Dependent Care FSA Only) S IClai!n Arlnour|1t I I I I |
Service Start Date (mm-dd-yyyy) Description of Service
BenefitCode  Service End Dates (mm-dd-yyyy) Provider Person Receiving Service (HRA Only)
Daycare Provider Signature (Dependent Care FSA Only) S IClai!n Ar!10ur|1t I I I I |
Service Start Date (mm-dd-yyyy) Description of Service
BenefitCode  Service End Dates (mm-dd-yyyy) Provider Person Receiving Service (HRA Only)
Daycare Provider Signature (Dependent Care FSA Only) S IClai!n Ar!nourlit I I I I I
Service Start Date (mm-dd-yyyy) Description of Service
BenefitCode  Service End Dates (mm-dd-yyyy) Provider Person Receiving Service (HRA Only)
Daycare Provider Signature (Dependent Care FSA Only) $ IClairln Ar!10ur|1t I I I I |

caimTotat: S| [ [ [ [ T[T

Claim Authorization

This certifies that my statements on this Claim Form are complete and true. | am claiming reimbursement only for eligible expenses incurred during the applicable plan year and for my eligible
dependents. | understand that it is my responsibility to submit only eligible expenses defined by My Company Plan’s parameters. | certify that these expenses have not been, nor will be,
reimbursed by any other benefit plan and will not be claimed as an income tax deduction. | also understand, to provide services to my employer in connection with one or more employee
benefit plans maintained by my employer, Employee Benefits Corporation may need “protected health information” regarding coverage or benefits for me or my dependents under the plan.
By submitting this Claim Form, | hereby acknowledge that Employee Benefits Corporation will obtain and use such information and disclose it to my employer (or to an insurer or other provider
of services related to the plan), but only for the purposes of the plan and only for as long as Employee Benefits Corporation is providing services regarding the plan. Any information disclosed
pursuant to this Claim Form will not be subject to redisclosure by the recipient, except for purposes of the plan.

By submitting this form | certify the above.

© Employee Benefits Corporation 9069 2C
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