Tele

HEALTHCARE REIMBURSEMENT ACCOUNT CLAIM FORM

This Claim Form is to be used only for reimbursement for your Hospital, Diagnostic, Therapy & other Deductible services. It may not be used for

reimbursement of any other medical expenses, such as Office Visit co-payments or Prescription Drug co-payments.

PLEASE INCLUDE YOUR EXPLAINATION OF BENEFITS (EOB) SHOWING A BREAKDOWN OF COSTS

INCLUDING THE DEDUCTIBLE AMOUNT.

Invoices, receipts, bills, etc from the provider may not show a breakdown of costs including the amount applied to the deductible.

INSTRUCTIONS:
e  Use this form to Submit Claims.

e Include a copy of your Health Plan’s EXPLANATION OF BENEFITS (EOB), showing your deductible amount.

e  Submit claim to: DeHEY McANDREW, 101 South Main Avenue, Scranton, PA 18504, attn: HRA Claim.
(Please Print Clearly)
Employer Name Health Plan Member ID Number
Employee Name Social Security Number
( ) . )
Daytime Phone Number Street Address City State Zip Code
Patient: [ ] Employee [ ] Dependent
- Dependent’s Name: Relationship to Employee:
Payment: [ ] Reimburse Employee [ ] Send Payment Directly to *Provider
*Provider Name & Address:
CLAIM INFORMATION:
Date(s) of Service: Provider: Deductible Amount: Service Type:

I certify that these statements are true and the claimed expenses cover only me, my dependents and/or spouse covered under my
health plan. I further understand that expenses reimbursed by an HRA may not be reimbursed by a Flexible Spending Account or

claimed on my individual tax return.

Employee Signature Date

570.346.9960 DeHEY McANDREW Fax

570.346.3411



