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Employer

Enrollment/Change Form

HEALTH REIMBURSEMENT ACCOUNTS

Effective Date of Entollment (MM/DD/YYYY)

L i

Employee Name

Hire Date (MM/DD/YYYY)

|

|| |

Member 1D (set by employer. Typlcally an employee 1D or 5SN.)

A

Street or PO Box

Birth Date (MM/DD/YYYY)

Email Address

JE—

|

|| l

City State ZIiP

Phone Number

L Y

Employment Status:

D Full Time I:l Part Time

Social Security Number (SSN)

ENEN RN EEE

. Ada: D Remove: I:I SSN: [

I Please check all that apply:

Relatlionship to Participant: D Spouse

Dependent’s Name: 1

Domestic ; E Renal D}
bartner D Child (IrE\SdRSE::)age enal Disease
J Disabled

Dependent’s Date of Birth: I

Current Medicare Beneficiary

Medicare Health Claim Number: |

Covered by a group health

.

insurance plan (if required by

Effective Date of HRA Coverage: |

| your plan)

Add: D Remove: D SsN: |

J Please check all that apply:

Relationship to Participant: D Spouse

Domestic End Stage Renal Disease
Partner D Child (ESRD) ’

Dependent’'s Name: I

| Disabled

Dependent’s Date of Birth: |

I Current Medicare Beneficiary

Medicare Health Claim Number: |

Covered by a group health
Insurance plan (if required by

Effective Date of HRA Coverage: I

your plan)

;:: Add: l:l Remove: D SSN: l

l Please check all that apply:

Relationship to Participant: D Spouse

Dependent’s Name: l

Domestic End Stage Renal Disease
Partner D Child (ESRD) J
} Disabled

Dependent’s Date of Birth: l

Current Medicare Beneficiary

|

Medicare Health Claim Number: I

Covered by a group heaith
insurance plan (if required by

.

. Effective Date of HRA Coverage: |

| your plan)




"\ Enrollment/Change Form

BRZ HEALTH REIMBURSEMENT ACCOUNTS

PLEASE CERTIFY THE FOLLOWING:

1 have received and read the printed material which explalns my plan and my options under it. I understand that any expenses paid
under this plan must be eligible expenses as governed by Internal Revenue Service (IRS) regulations, must be for services provided

for me or a qualifying Individual® and must not be reimbursed from any other source. | also understand that if I or my spouse has a
Health Savings Account {(HSA), contributions cannot be made to the HSA while there Is coverage under a general Health Reimbursement
Account (HRA). If the HRA Is an HSA-compatible plan (e.g. limited purpose, post-deductible}, HSA contributions can be made.

I understand that Federal law requlres financial institutions to obtain, verify and record Information that identifies each person with an
account. I also understand that I may be required to provide identifying information {e.g. soclal security number, address and date of
birth) when making inquiries about my account. I understand that any personal Information obtained wlill not be shared with anyone,
Inciuding non-affiliated third parties, except as permitted by law. I verify that the Informatlon detaiied above is true and accurate. I
understand that certaln information belng requested is necessary to comply with the mandatory Section 111 reporting and will be sent
to The Centers for Medicare & Medlcald Services {CMS).

1f a Benlversal® Prepaid Mastercard® Is assoclated with my HRA:
« [ authorize the issuance of a Beniversal Card. I agree to use this card only for eligible medical expenses under the plan for me or
a qualifying individual and to be bound by all provisions of the Cardholder Agreement and card promises sent to me with my card.
Furthermore, I understand that if my Beniversal Card is used for expenses other than eligibie medical expenses or If 1 viclate the
terms of the Cardholder Agreement, my account may be suspended and I will relmburse the plan for the expenses, I authorize
my employer to deduct any non-approved expense directly from my paycheck on an after-tax basis, I also authorize expenses for
replacement cards and paper followup requests to be deducted from my account balance as needed.

» Since the IRS requires that certain purchases made with the Beniversal Card be verified for eligibility, | agree to acquire and retain
sufficient documentation for any expense pald with the card and to submit such followup documentation to Beneflt Resource upon
request.

Signature Date (MM/DD/YYYY)

IR ]

*Effective for plan years that begin on or after January 1, 2017, reimbursement of expenses from your HRA can only be for you, your
spouse and/or your eligible dependents who are covered under a group health Insurance plan as outlined in your Plan Highlights.

SUBMIT THIS DOCUMENT BY MAIL:
Benefit Resource, LLC | PO BOX 642 | Willow Grove, PA 19090

(BOG) 473 - 9595 | PARTICIPANTSERVICES@BENEFITRESOURCE.COM | BENEFITRESOURCE.COM

The Banrversal Prepald Mastercard s Issuad by The Bancorp Bank pursvant Lo license by Mastercard Intcrnational Incorporated. Mastereard is 8 reqisterad trademark, and the drcles
deaign is a trademark of, Mastercard Internationsl Incorporated. The Beriversal card Is pecepted at qualified merchants screpting Debit Mastercerd, The 8ancorn Bank; Hember FDIC.
Tha employer malntains & Plga Documaent; if anything in this document tanflicts with the Plan Document, then tha Plan Documant controis.

& 2021 Benafll Resource, LLC, | AH righas reservesd | Updated 7/19/2021 | Benefit Resource and BRI are tradanames of Benafit Resourcs, LLC.



