
1 Claim Form Employee 
Fax to: 6088314790 
Mail to: EmployeeBenefits PO Box 44347, Madison WI 53744-4347 

Benefits 
Corporation, 

Phone support: soo346 2126 I608 8318445 Corporation 
How to complete the Claim Form 
1.Complete the Account Information tion in full. Holder sec

Be sure to include the last 4 digits of your Social Securit y or 
Identification Number and your e-mail address. 

Claim Fann 

Fit(tO 608831~»:l 
Mailto EmployeeBenefitsCorporation, PO Box 44347, MadMnW'I 53744-4347 
Phone~ port 9:)0346212:6 I 6088318445 

2.ReviewtheBenefitCodes. 
A. Enter the Benefit Code for your claim: 

[ F] Health Care FSA- for BESTfiexlM Plan medical claims 

[ L] Limited Health Care FSA for dental or vision claims if you 
have an HSA 

[DI Dependent Care FSA-for BESTfiex Plan daycare claims 

[I] Individual Billed Insurance Premiums- for insurance 
premium claims Per§Ol"IRec~Sel\lice(ReQti'e-dforl-PA

Si I I I I I I I I 
) 

[ H] HRA-for EBC HRAclaims ClalmAmcu'lt 

[ HF] Product Linking- Process out of HRA first, then FSA. If your DescriptionrJService 

HRA plan allows rollover, this feature is not available. Please 
note, if HF is selected and the expense is not eligible in one PersonRec~Sefv~(H1ACW,,) 

of your plans, the whole amount will be processed from Si I I I I I I I 
DaycarePrCMderS@nal.1.,re FSACWy)(DependentCare ClalmAmouit 

the eligible plan. 

Be sure to include a "Benefit Code" for each claim; your claim G _ ,,..,,"",[~ -d-v) 
cannot be processed without it. Benefl1Q>de Sefvi:e Eli ~ ck:l>,dDao'.(rrrn- m) PersonRecei'vir€,SeN~(H¼CW,,) 

SI I I I I I I I I 
clarmAmo..rlt3.Complete the ClaimsSection. 

Information requiredin order to process the claim. 

• Date of Service - both start and end date 
PersonRec~ SeNice(H1AW,,) 

• Dollar amount for each line Si I I I I I I I 
ClalmAmouit 

• Name of provider 
aa ;mlotal Sj I I I I 

zation • Description of Service • OaimAuthori
Tt'i~O"rtf~ t.onlh 1 dainfr:wm~r?~l!ll' . l.vTlri.n ~ fort lieibli" nn.Heil ~i.-- plan7';,r-110~b-mvli£i~1thatmv'ibl!'mer, ao~trLJl" ~ rrb,~mrntontri' e,:~r,o;~ '1.ithe api;lool!- ~
de~r>d~ts . I ur>derr;bJ>d wbrntDl'!v ~ ~!ie'i c.'e ~ bvMfC~ J>r ~~~. I ~ rtfytNtthe~ e;,:per, lil,,erd be ru wlbe that t il. mvrr~~to ~ fr> Pl.,r,s ~ ~ 

• Total dollar amount for the enti re page r~~ d i;,fllf! llfldwl nctbe rlamed;r;anir.rDITl'ta<drourtCll l• d to~O/i:le ~: tomv~er irlmi ~rtiorlwth~ e~o, y ctherber,dtpla,-, ur>derrb,, or/T"O"e et 
be~ ft pl1r>: rnailtairlro bvrrverni;iov ee Ber> rruynu d «i'.,'ltl'tzrted R r~ Mdirlgr i:,,rrllli ~ erthe pbr,er Erni;iov d tsCDIPOOliorl helll h irforrnatDl' e cr berid Bfor meor mvde ndertsur>d . 
&,wbmttretti :Clam Fam 1heret;.,,i!1rbiow~ ecthatEITIJE'l"et l\~dt1Corp«atiorlwil ol:t~n arid u~ wi;!, irlormatiorl aflCId~ t torrve~(ortoari n-.u!l'rorctherprovkler 
ri serv~ srrl.edto the J;l1r> \vform;lor, et ~ B Coc ~ ~ arclirl Mll ~ )butDl' !vfcrthepurpomri thepbr,M1d0"1 1 a1~ ef1 µnt iorlil.provkl ~rei;r gthepbr,.H'( '1formatiorld
p(Jr.tJ<lflttot!iil.ClamFcrmwil rdbe-.ubjectto!l'(lln)',Ull'bvt!ierer~ te<r eptfcrpurpo-;ei;cftt,epl;ir, 

Bysubmittingthi~furm .I c8'tifythP, abo'll'P;

Importantinformation claims BenefitsCorporationyou need when submitting to Employee 

• If we have your email address on file, we will email you when your claim is • When submitting claims for BESTfiex Plan FSA expenses, similar services can 
processed. Please allow 2 business days from our receipt of your Claim Form be combined on a single line by using a range of dates. For example, you could 
before viewing the status of youronline account in My Account Assistant use a single claim entry for a month of prescription expenses by completing 
(log in at www.ebcfiex.com). the Claim Form as follows: Service Start Date: 01/01/2016, Service End Date: 

01/31/ 2016, Description of Service: Prescription Co-pays. 
• Remember to send appropriate claim documentation with your form that 

substantiates the expenses you are submitting for reimbursement. Claim • When submitting claims for EBC HRAexpenses: claim the full eligible amount 
documentation must include the Provider Na me, t he Date(s) of Service, a shown on your Explanation of Benefits (EOB) or receipt. We will automatically 
Description of the Expenses incurred and the Expense Amount. Cancelled make any calculations necessary in accordance with your plan design. 
checks and non-itemized credit card receipts are not valid forms of 

• If you request that we reissue a claim reimbursementto you for any reason, documentation. 
there is a S25stop payment fee 

• Retain original copies of the Claim Form and expense documentation for your 
files; Claim Forms, receipts and claims information will not be returned. 

• Refer to My Company Pion or your Summary Pion Desmption for the length of 
your runout period, which determines the number of daysyou have after the 
plan year ends to submit claims. 

© 2016 Employee Benefits Corporafon 9069-10 08/16 

• AccountHolder Information 

http:www.ebcfiex.com
mailto:DaycarePrCMderS@nal.1.,reFSACWy


2 Claim Form Employee 
Fax to: 6088314790 
Mail to: Employee Corporation

Benefits 
Benefits , PO Box 44347, Madison WI 53744-4347 

Phone support: soo346 2126 I608 8318445 Corporation 
• AccountHolderInformation .. Last4 Digits ial Security ion Number I_! ...,_!_! of Soc or Identificat

To ensure timely and accurate claims processing, please complete the entire form. (Required) 

First Name Last Name 

E-mail Address (we do not share your e-mail address) Employer 

• claims 
BenefitCodes:IIHealth Care FSA llu mited Healt h Care FSA IDDependent Care FSA D1 ndv Billed Ins Premiums m HRA DII HRA first, then FSA 

Enter one Benefit Code per claim line below. 

D I I I I I I I I I I I 
Service StartDate (mm-dd-yyyy) Description of Service 

I I I I I I I I I I 
Benefit Code Service EndDates (mm-dd-yyyy) Provider Person Receiving Service (Required for HRA) 

sl I I I I I I I I 
Daycare Provider Signature (Dependent Care FSA Only) ClaimAmount 

D I I I I I I I I I I I 
Service StartDate (mm-dd-yyyy) Description of Service 

I I I I I I I I I I I 
Benefit Code Service EndDates (mm-dd-yyyy) Provider Person Receiving Service (HRAOnly) 

sl I I I I I I I I 
Daycare Provider Signature (Dependent Care FSA Only) ClaimAmount 

D I I I I I I I I I I I 
Service StartDate (mm-dd-yyyy) Description of Service 

I I I I I I I I I I I 
Benefit Code Service EndDates (mm-dd-yyyy) Provider Person Receiving Service (HRAOnly) 

SI I I I I I I I I 
Daycare Provider Signat ure (Dependent Care FSA Only) ClaimAmount 

D I I I I I I I I I I I 
Service StartDate (mm-dd-yyyy) Description of Service 

I I I I I I I I I I I 
Benefit Code Service EndDates (mm-dd-yyyy) Provider Person Receiving Service (HRAOnly) 

SI I I I I I I I I 
Daycare Provider Signature (Dependent Care FSA Only) Claim Amount 

Claim Total: s1________ 1.....1 
• ClaimAuthorization 
This certifies that my statements on this Claim Form are complete and true. I am claiming reimbursement on~ for eligible expenses incurred during t he applicable plan year and for my eligible 
dependents. I understand that it is my responsibility to submrt only eligible expenses defined by My Company Plan's parameters. I certify that t hese expenses have not been, nor will be, 
reimbursed by any other benefit plan and will not be claimed as an income tax deduction. Ialso understand, to provide services to my employer in connection with one or more employee 
benefit plans maintained by my employer, Employee Benefits Corporation may need "protected health information" regarding coverage or benefits for me or my dependents under the plan. 
By submittingt his Claim Form, I hereby acknowledge that Employee Benefits Corporation will obtain and use such information and disclose rt to my employer (orto an insurer or other provider 
of services related to the plan). but only fort he purposes of t he plan and only for as long as Employee Benefits Corporation is providing services regarding t he plan. Any information disclosed 
pursuant to this Claim Form will not be sub1ect to redisclosure by the recipient, except for purposes of the plan. 

By submitting this form I certify the above. 

© 2016 Employee BenefitsCorporafo n 9069-10 08/16 


