Mid-Atlantic Urology Assoclates

Haalth Care Relmbursaemaeant Account (HRA)
Requeast for Reimbursement

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

HRAexpress

HRA Express Option B {Rx)

L Participant [dentification
(please prot or type)
Particlpant Nama: Day Time Phane;
Soclal Securlty HNumbear: - - Emalt:
Addrass: City: Sitata: Zlp:
il HRA ; AFPLIES ONLY TO EMPLOYEE'S D BLE OF THE EMPL: RS DESIGN D HEALTH
PLAN
% Explanation of Beneflts (EOB) or duplicate prescriptlon receipt MUST be attached for
reilmburaamant

You must submit all covered health expenses to your insurance carrier before you submit a claim for
relmbursement. When you receiva an Explanation of Benefils from your Insurance carier, you may
submit the ECB for relmbursement. EOBs are the only accaptable form of documentation for
reimbursement. You may submit the dupficate prescription receipt for prescription expenses.

{please attach a separate sheet if more apace fs needed}
Date{s} of Servica P

sician or rovider

Amount

5 .

5
$
-
3

Total HRA Amount Requested $ HRA

IV, Statement by Particlpant

| certify that the expenses listed above have been incured by me andior my eligible dependents and quallfy far
reimbursemant. | hava not and will not be relmbursed through any other health plan coverage.

Farticlpant's Signalura Date

Pleane emall, Tax of madi clalm forms to:
I3
Claimes Depariniant, HFS

To apeess your aceount fllow thesa steps;
= Gotg Bban

164 Lekafront Orive, Hunt Yalley, MO 21034
Phona: 4107711321 / Tol Free: BB8 460 A005
Fax: 410.771.5533 f Toll Frea BBB.510.4218
"=~PLEASE 0O HOT MAIL ORIGINALS

Click on the Accounf Lagln button
Entar Liner 1D {Soclal Secirity Mumbar]
Enilar P4 Numibsr 1904

Click on "Enter the FSA Onlirg Inquiry Si™ bullon



