2024 & 2025

O’Fallon CCSD#90
:5\ ‘ AssuredPartners Section 105 Employer Provided Deductible Reimbursement Plan
Reimbursement Request

Employee’s Name: Last 4 Numbers of Social Security:

Mailing Address: Telephone No. or Email Address:

Instructions:

» Complete the necessary information below for qualifying expenses incurred by you or your eligible

dependents for which you request reimbursement.

» Expenses covered by your medical care plan must be submitted under that Plan first, even if it will be
applied to the deductible or otherwise unpaid by the medical care plan, and the resulting EOB must be
submitted with your reimbursement request.

» Claims incurred during a Plan Year may be filed up to 90 days after the end of the Plan Year (March 315t
or within 90 days after your termination in this plan.

» You are responsible for the first $500 of deductible expenses per covered individual. Your employer will
provide reimbursement up to the next $2,000 per covered individual. You are responsible for the
remaining $500 of deductible expenses per covered individual.

> You are responsible for the first $800 of coinsurance expenses per covered individual. Your employer will
provide reimbursement up to $1,200 per covered individual.

»  Your maximum out of pocket is $1,800 per individual / $3,600 per family.

EXPENSE DETAIL: (or you may attach a spreadsheet)

Date Type of Name and Relationship of . Amount
expense : Name of Provider
incurred expense Person Incurring Expense Requested

Total Requested

I certify that the requested amounts are not reimbursable by any form of insurance or other benefit plan, and that I have not, nor
will not, deduct these expenses on my personal income tax return. I further certify that I have read and understand the limitations
on reimbursements as explained in the Summary Plan Description, and I have determined that the submitted expenses are eligible
for reimbursement. I hereby agree to indemnify my Employer for any taxes, interest, or penalties imposed due to the failure of my
requested expense reimbursements to qualify as eligible expenses under the Deductible Reimbursement Plan.

Signature Date

Email, Fax or Mail to:
AssuredPartners, Admin Department
12645 Olive Blvd, Suite 300
St. Louis, MO 63141
Phone — 314.373.2930 / Fax — 314.373.2931
APCS-STLTPA@assuredpartners.com
Secure Consumer Portal: https://cigpart.lhlondemand.com



mailto:APCS-STLTPA@assuredpartners.com
http://r20.rs6.net/tn.jsp?f=001h2akJ-L5QGPvsPnupxCw6FCJ-Loh6w3svy34J9wgvz1_kLZMdtdX7gTH5o5unuqzrrMTWNbFvYKyeAAbn34oEIbNNRM9GxZhlEbc4wfF1AowS8sf5mX1CebaYSMeg0dOTP7-I1xTLRl4Uu5D65KHucqZXXakgX9wJ8fBK-Pl8EgN_CD_wkpsQQ==&c=S67alZB60ecb3MS_4gXdpPptLrH2e4brek6yGIEOgS0b6gAqa8VZOw==&ch=j-Ybxqc2D_8Dzl4uhK6hRAPFAfKlY265IpHZ-v8zVM5EaC_Qn5UyGA==
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