INSURANCE ADMINISTRATOR OF AMERICA, INC.

County of Monmouth 201072011 - Group #9992
Health Care Reimbursement Request Form '

Please indicate the appropriate Account:
[ Flexible Spending Health Account (FSA)

Employee Name:

Address: . £ person receiving medical care
o . /A'receipt from third party provider:that shows:
SSH: 'Y, The'dates of actual services rendered:
SS#: e o R

- 2. Provider’s.narite and_addres_sv N
i.Emall‘ 1.3, Nature'of service provided-or item purchased -
Phone #: " A Cost ofith Séfvice'vsv.pfb;vvidcdiojri'thqsq”d’a'te_su

il:ICheck Box if this is a new address

Expenses eligible under this account are limited to incurred expenses (services rendered) only.
/No prepayment of services should be submitted until the service has been provided. Expenses
ireimbursed (or reimbursable) by any medical, dental or vision insurance are not eligible.

{Please fill in all information requested and attach copies of receipts/statements of provided
services to this form as evidence of services. Be sure to provide all information requested by
jthis Form. If this form is incomplete, it will be returned to you.

1MAIL or FAX Claim Form & Receipts to:

Insurance Administrator of America, Inc. P.O. Box 5082
Mt. Laurel, NJ 08054, FAX: (856)489-8051

| E-Mail Claim Forms: FlexClaims@iaatpa.com

Expense # 4

Expense # 2

Expense # 1 Expense # 3

I Date Medical Service or
. ltem Actually Provided

Name of Person

Receiving Medical

Service and His/Her

Relationship to You
Type of Service Provided

Proof of Expense Is
Attached (including
Name or type of
Medicine or Drug)?

Total Expense

Amount Paid or
Reimbursed by Another
Plan
Reimbursement
Requested

] Self
(] Spouse
[___] Dependent

[ Self
(] Spouse
D Dependent

[ self
O Spouse -
D Dependent

[ Seif
[ Spouse
D Dependent

Yes

U
[ No

JYes
[ Neo

- [ Yes
DNO

Total Reimbursement Requested

i 1 authorize the above expenses to be reimbursed from my Health Spending Account. To the best of my knowledge, my statements on this Form are true and
complete. | certify all of the following: Either I, my Spouse or my Dependent has received the services described above on the dates indicated, or the
expenses qualify as valid Medical Care Expenses under Code Section 213(d), as further defined in the Plan document (the “Plan™). 1 certify that all drugs were
obtained legally in the United States. These expenses have not previously been submitted for reimbursement under the Plan. They have not been reimbursed.
under this Plan or any other plan, and I will not seek reimbursement for them under the major medical plan or any other health plan. These expenses are for

d for general health purposes, and do not constitute toiletries. 1 understand that the expenses

medical care excluding cosmetic purposes,, are not incurre ) _
. reimbursed may not be used to claim any federal income tax deduction or credit. 1 also understand that I may be asked to provide further details about some

expenses (e.g. a statement from a medical practitioner that the expense is to treat a specific medical condition or a more detailed certification from me).

Date:

Employee Signature:
(Employee Signature nust be provided in order to process this Sform)




