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ENLOE MEDICAL CENTER
FLEXIBLE SPENDING ACCOUNT

HEALTH CARE REIMBURSEMENT PLAN CLAIM FORM
Participant’s Name:
 _______________________________________________________________________

Last
First
Middle

Social Security No. OR Anthem ID No.:_________________________________________________________
HEALTH CARE EXPENSE

Please check the box below that applies.  Supporting documentation must accompany this claim form.

(
I have group health insurance for this expense.  (Your insurance claim must be finalized before submitting it for reimbursement.  Please attach the Explanation of Benefits [EOB] statement.  The EOB shows how the claim was processed.)  $__________

(
I do NOT have coverage for this expense.  (Please attach an itemized statement or receipt showing the date of service, provider’s name and address, patient’s name, a description of the services provided, the reason for non-coverage and the dollar amount charged.)  $_________

· I belong to an HMO.  (Please submit an itemized statement which shows the HMO’s name and address, patient’s name, dates of service, a description of the services and which shows your copayment.  If this is not a covered charge through the HMO, you should submit an itemized statement or receipt showing the HMO’s name and address, patient’s name, date of service, a description of the services provided, the reason for non-coverage and the dollar amount charged.)  $__________

· I am submitting expenses for orthodontia.  (If you do not have coverage for orthodontia and pay for ongoing treatment, you should submit an itemized statement or receipt showing the provider’s name and address, patient’s name, date of service, a description of the services provided, the reason for non-coverage and the dollar amount charged each time you request reimbursement.  If you do have orthodontia coverage, you should submit the Explanation of Benefits [EOB].)  $__________

· I am submitting receipts for prescription drugs or for over-the-counter medicines or drugs purchased under a physician’s prescription. (Please submit a receipt that includes the name of the store, name of purchaser, Rx number, date of purchase, the out of pocket cost and the name of the item. In lieu of the Rx number, you may submit any “traditional” substantiating documentation but you must also send a copy of the prescription.)  $___________

· I am submitting receipts for over-the-counter medical supplies and equipment (e.g. contact lens solutions, bandages, crutches or durable medical equipment or diagnostic devices such as blood sugar kits).  (No physician’s prescription is needed for these items, but you must submit a printed receipt showing the name of the over the counter item, price and date of purchase.)  $____________
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READ CAREFULLY


The Participant certifies that all expenses for which reimbursement or payment is claimed were incurred during the period while the undersigned was covered under Enloe Medical Center Flexible Spending Account and that the health care expenses have not been reimbursed or are not reimbursable from any other source and will not be submitted for reimbursement under any other plan. The undersigned acknowledges further that expenses reimbursed under Enloe Medical Center cannot be used to claim any federal income tax deduction or credit.  The undersigned acknowledges his or her full responsibility for the sufficiency, accuracy, and truthfulness of all information relating to this claim, and that the undersigned may be liable for payment of all income and excise taxes on amounts paid from the Plan for impermissible medical care expenses.

Employee’s Signature 
Date

* * * ** * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * 
  Please send claims to:

FLEX-CARE




Administered By Keenan HealthCare



P.O. Box 2744


Phone:  (800) 653-3626

Torrance, CA 90509


Fax:  (310) 212-3381

* * * ** * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * 
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