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Unreimbursed Medical Claim Form - 87

PART A-----------------------------------------------CLAIMANT DATA------------------------------------------------------
NAME OF EMPLOYEE __________________________________________________________________________

EMPLOYEE’S ADDRESS ______________________________________________New Address?   No    Yes

City________________________State________Zip _________Social Security Number___________________
Individual(s) for Whom Documentation of Expense is attached:

       Individual(s)Name
 



 Birth Date

   Relationship to Employee
1. __________________________________                 ________________
__________________________

2. __________________________________
________________

__________________________

3. __________________________________
________________
__________________________

PART B--------------------------------------EXPENSES TO BE REIMBURSED-----------------------------------

medical reimbursement expenses 



   Amount Eligible for Payment






Under This Plan*

  Name of Individual and Description of Expense
Date Incurred                     (Your Out of Pocket Cost)

________________________________________________      _______________        
$________________________

____________________________________________     ______________   
  $________________________

____________________________________________     ______________         
$________________________

____________________________________________     ______________      
$________________________

____________________________________________     ______________      
$________________________
____________________________________________
______________
$________________________

____________________________________________
______________

$________________________

____________________________________________
______________

$________________________

 Important—Attach Copy Of Your Medical Insurance Plan Explanation Of Benefits Statement
ATTACH COPY OF BILLS SUPPORTING EACH LISTED ITEM OF EXPENSE

(*) Do not include amounts paid or eligible for payment under any other health care plan or program, federal, 

state or governmental program, workers’ compensation, or any other policy of health insurance

Please keep a copy of this transaction for your records as we cannot return.

PART C---------------------------------------EMPLOYEE’S STATEMENT-----------------------------------------------------
I hereby certify that the information contained in Part B of this Reimbursement Claim is true and correct, that each item of expense is eligible for reimbursement under the Plan.  I certify that I have not been reimbursed for the above expense(s) and that I will not seek reimbursement under any other plan covering health benefits.  I understand that I am responsible for providing proof to support my claim for an unreimbursed expense.  I also understand that if I am reimbursed for an expense that is determined to be ineligible, the amount of the expense will be considered taxable income to me, and I may also be subject to interest and penalties by the IRS and will be responsible for reimbursing the plan up to the amount of error.  I further understand that the claims administrator is relying on my representations as to the eligibility of the expenses for reimbursement, and I acknowledge that neither Bloomington Public Schools District 87 nor HCH Administration are responsible for verifying that my representations are correct.  I further understand that no tax deductions or credits are permitted for which reimbursement is made.

________________________________




_____________________________________________

Date




 


                  Signature of Employee

IMPORTANT:  ONLY INCLUDE EXPENSES INCURRED DURING THE PLAN YEAR       (08-01)




Return Completed Form to: 


                  FLEXIBLE BENEFITS


                   HCH Administration


                          P.O, Box 1986


                   Peoria, IL 61656-1986              (309) 673-7330  ● 1-800-322-1516 ext. 5008


	     FAX # 309-673-3686











