Mid-Atlantic Urology Associates HR q Lo
Health Care Reimbursement Account (HRA} ExXxpPpress
Request for Reimbursement

Flan Year: March 1, 2007 through February 29, 2008

H Ex tion B {Rx
L. Particlpant Jdentiflcation

{please print or typs)

Participant Name: Day Tlme Phonea:

Soclal Sacurlty Number: - - Emali:

Address; City: State: Zip:

I, HRA : APPLIES ONLY TO : BLE QF T YER IGNA ALTH
PLAN .

“+ Explanation of Bensfits (EOB) or duplicate prescriptlon recelpt MUST be attached for
rélmbursement

You must submit all covered health axpenses o your ihsurance carriar before you subirnit a clalm for
reimbursement. When you receive an Explanation of Benefits from your insurance camier, You may
submit tha EOB for reimbursement. EOB's are tha only acceptable form of documentation for
reimbursement. You may submit the duplicate prescription raceipt for prezerplion axpanges,

(please attach a separate shest if mora space Is needed)

Date rvica Physlclan or other Provider Amount

Total HRA Amount Requestad

V. Statemant by Participant

I certify that the axpeansas listed above hava been incurred by me and/or my eliglbla dapandenls and gualify for
reimbursement. | have nat and will not be reimbursed through any other health plan coverage,

Participant's Slgnature Data

Pleasa amall, fax ar mall claim farms to:

To actass your Beeount follow thess staps:
clalm sl sbanelis.com v Ge o www hfsbenalts com
Cialims Departmant, HFS

Click on the Account Logie button
Entar User |0 {Soclel Sacurity Numbar)
Entar PIN Mumbar 1804

Click on “Enter the FSA Online Inguity Slte® bitton

184 Lakafronl Diriva, Hunt Valay, M2 21030
Fhona: 410774, 1331 § Toll Fres: BB 4608005
Fax: 410.771 5633 f Toll Fres 886 .510.4218
tPLEASE DO HOT MALL CRIGINALS™



