D Checlt box for Change of Address

ORANGE COUNTY ELECTRICAL

HEALTH PLAN DEDUCTIBLE CLAIM FOR REIMBURSEMENT

SECTION 1 ‘ GENERAL INFORMATION
Employee Name ‘ o , 'Employcr
Mailing Address - Social Security #
SECTION I HEALTH PLAN DEDUCTIBLE EXPENSE CLAIMS (Medical, Dental, Hearing, Vision Care, Etc.)
‘ (Attach Bills, Explanation of Benefits or other supporting documents)
Dale of Service J Type of Service Service Provider Re]};?}j)e]{lsﬁq ip S”b‘“ﬁﬁt"vyﬁy@"ﬁ“w? Ai];?mugalt'ge%e
TOTAL
READ CAREFULLY

The undersigned participant in the plan certifies that all expenses for which reimbursement or payment is claimed by submission of this form were
incurred during a period while the undersigned was covered under the Health Plan Deductible Plan with respect to such expenses, The undersigned
fully understands that he or she alone is fully responsible for the sufficiency, accuracy and veracity of all information relating to this claim which is
provided by the undersigned. and that unless an expense for which payment or reimbursement is claimed is a proper expense under the Plan, the
undersigned inay be liable [or paviment of all ni]ated taxes including Federal, State or City Income Tax on amounts paid ﬂom the Plan which relate to
such expense. : :

It is the member’s lt.S])Oﬂf:lb'llli‘\’ to ]\C&p copies of alt claim forms and receipts for potential IRS Audits. ’

The undersigned certifies that the above Mcd:cal expenses have not been reimbursed and are not reimbursable under any other health plan
coverage, .

Employee’s Signature . ) Date

United Administrative Services

Attn: Administraticn Departiment- Orange County
P.O. Box 5057 :

San Jose, CA 95150-5057

Phone: (408) 288-4444  Fax: (408) 288-4577

See Instructions on Reverse Side




INSTRUCTIONS

Fill out all sections of this form. PLEASE TYPE OR PRINT. Once you have corﬁpleted_the form, SIGN and
DATE it. Retain copies of all documents for your records. Submit your claim to UAS via mail or fax.

Failure to comply with these instructions may result in your claim being delayed or returned to you.

SECTION II HEALTH CARE EXPENSES (Medical, Dental, Hearing, Vision Care)

Before requesting reimbursement from your Medical Reimbursement Account, you must first submit your
expenses to any other benefit plan or program under which you are eligible for benefits. If your expenses are
-not paid in full or are not covered, you may then request 1elmbursement from your Medical Reimbursement
Account,

A. FILLING OUT THE FORM:
Indicate date of service, type of service (medlcal dental, hearing, vision cate, or other), service provider,
who incurred the expenses and their relationship to you (i.e., self, spouse, or dependent), and the amount
to be reimbursed from your Medical Reimbursement Account If you did not submlt a claim to your
insurance carrier, please explain why in the comment section.

B. SUPPORTING DOCUMENTATION
1 An Explanation of Benefits from your insurance carrier 1f the expense were ehglble for
reimbursement from any other benefit plan or program but were not paid in full; OR

(3]

. Provider’s name and address
. Date of service

. Ttemized breakdown of services and supplies or name of OTC item
. Total charges / Insurance carrier’s portion to pay
. Recipient of services/patient’s name

Invoices or receipts indicating ALL of the following:

C. UNACCEPTABLE DOCUMENTATION
. Credit card receipts .
. Cancelled Checks
. Balance forward statements

EXAMPLES OF ELIGIBLE HEALTH CARE EXPENSES (Not Inclusive)

Acupuncture

Alcobalism Substance Abuse
Treatment

Ambulance

Artificial Limbs or Teeth .
Birth Contrel Pilis
Chiropractors

Christian Science Praclice
Coinsurance Payments

Contact Lenses, Cleaners and

Solutions

Crutches

Deductibles

Dental Fees (non-cosmetic)
Eyeglasses and Eye Exams
Fertility Treatments '
Hearing Aids/Batteries
Hospital Services

| Insulin
Laboratory Fees

Laser Eye Surgery

~ | Learning Disability

Medical Monitoring & Testing
Devices

Medical Services -
Orthedontia {Limited to
Treatment during Plan Year)
Ostecpath :
Oxygen Equipment

Physical Exams

Podiatrist

Pregnancy Tests
Prescriptions and Over-the
Counter drugs

Psychiatric Care
Psychologist

Rehabilitative Physical
Therapy

Speech Training
Sterilization

Smoking Cessation Program
Vaecines -
Viagra |

Wheelchair

X-Ray Fees




