MADISON METROPOLITAN SCHOOL DISTRICT

REQUEST FOR REIMBURSEMENT from

HEALTH REIMBURSEMENT ARRANGEMENT

Instructions: 
Complete Part 1 with your personal information.
Complete Part II with your claim information. Indicate the type of premium you are requesting reimbursement for. The Premium date is the time period the premium is for, i.e. for the month of September. Attach copies (do not send the original) of documentation as proof of the incurred date/service and premium.
Complete Part III Read the Certification and sign the claim form. Mail or fax the form and all documentation to the address on the bottom of this form.
Failure to complete all sections, will delay processing of your reimbursement.

PART I  - EMPLOYEE INFORMATION
Social Security number _ _ _ - _ _ - _ _ _ _ (last four digits required)                                B# 7 _ _ _ _ _ 

First name (please print)______________________ Initial __ Last Name____________________________

Address ____________________________________________________________________________

City ____________________________________________________ST _________ ZIP____________

PART II  - REIMBURSEMENT INFORMATION

Type Code*
       Premium Date(s) 
      Reimbursement

Provider Name/Insurance 
(H, D, L)





Amount 

Carrier

___________
    _______ to ___________
    $_________________    __________________________

___________
    _______ to ___________
    $_________________    __________________________

___________
    _______ to ___________
    $_________________    __________________________

  TOTAL $_________________



*H=Health, D=Dental, L=Long Term Care

PART III  - CERTIFICATION AND AUTHORIZATION

I authorize the above expenses to be reimbursed from my Health Reimbursement Arrangement account. I certify that: 1) the above information is correct and that the expenses claimed were incurred by me, my spouse, or my eligible dependents after my effective date of coverage in this plan; 2) the submitted expenses are eligible expenses in the Madison Metropolitan School District Health Reimbursement Arrangement plan document for either health, dental, or long term care premiums that are payable on an after-tax basis and not reimbursable by any employer plan; 3) none of the above expenses have been, or will be, submitted for reimbursement or payment from any other source; 4) I have not and will not claim the above expenses on my personal income tax return. I acknowledge that, upon request, I must provide additional substantiation concerning my claims (i.e. a statement from my employer that my premiums are paid on an after-tax basis, or specific information related to the premium of the health, dental or long term care plan).
Employee Signature: ________________________________________________   Date: ________________




          Signature required for processing
Benefits Division, Madison Metropolitan School District, 545 W Dayton St., Madison, WI   53703

Phone: (608) 663-1697     Fax (608) 204-0346
