Please attach documentation to the back of this form.

IBEW Local Union No. 22/NECA
Health & Welfare Fund
Health Reimbursement Arrangement (HRA) Claim Form

Email address

Address
Employee City
Employer Name State Zip
Date of Birth

Phone

THIS FORM SHOULD BE COPIED FOR FUTURE USE

Please attach the Explanation of Benefits (EOB) in the order you have it listed below and fill in with dates of service, description, and claim total, then
sign and date below and mail or fax to Wilson-McShane Corporation. A/l valid forms of documentation must include
the following. Date(s) of Service, Type of Expense, Amount Applied to the Deductible and the Name of the
Service Provider. See back of this form for a description of valid forms of documentation.

NOTE: Cancelled Checks or credit card receipts/statements or Provider statements are not valid forms of documentation.

List each EOB separately

Date(s) of Service Description Dollar Amount
1. $
2. $
3. $
4 $
5. $
6. $
7. $
Claim Total: $

This is to certify that my statements on this Claim Form are complete and true. | am claiming reimbursement only for eligible
expenses incurred during the applicable plan year and for my eligible dependents. | certify that these expenses have not been, nor
will be reimbursed under this or any other benefit plan and will not be claimed as an income tax deduction. | authorize my HRA to be

reduced by the amount requested.

Signature: X Date:
Reminders
Provide an EOB(s) for all expenses submitted. Minimum check amount is $50.00.
Sign and date the Reimbursement Form. Keep copies of everything submitted.

Wilson-McShane Corporation cannot process an unsigned form.

IRS guidelines require that Wilson-McShane Corporation keep records of all claims and correspondence for three years.
Multiple expenses may be included on one form. If more space is needed, attach additional forms.

Mail completed forms to:

Wilson-McShane Corporation, 8960 “L” Street, Suite 101, Omaha, Nebraska, 68127
Telephone: (402) 593-7565 / (877) 762-9348 Fax: (402) 593-7609




IBEW Local Union No. 22/NECA
Health & Welfare Fund
Health Reimbursement Arrangement (HRA)

Valid Form(s) of Documentation for healthcare services:
(Medical / pharmacy / chiropractic / dental / vision / etc)

> Explanation of Benefits (EOB) forms you receive from Blue Cross Blue Sheild of
Nebraska or LDI Integrated Pharmacy Services.

+ Exceptions when an EOB is not available Must include All of the following information:
Participant and/or Patient Name and address
Date(s) of Service

Type of Service or Expense

Cost

Out of pocket cost, after Fund payment
Name of the Service Provider

ANANE N NN

v" Itemized list of prescription purchased or individual itemized receipts from your Pharmacist,
whenever an EOB is not available, will be accepted.

v’ Itemized statement for glasses and contacts, whenever an EOB is not available, will be
accepted.

v" Itemized statement for non-medical dental work, whenever an EOB is not available, will be
accepted.

Valid Form(s) of Documentation for medical insurance premiums:

» Paycheck stub.

v" Document(s) must include: Name of employee, medical insurance premium amount paid
and date.

» Statement of payment(s) made or receipt(s) from employer or
Insurance carrier.
v Document(s) must include: Name of company providing the statement or receipt, Name of

the insured, monthly medical insurance premium amount, amount(s) paid and date(s) of
payment.

Do NOT send the following:
» Credit card receipts

» Service provider invoices, bills or statements
» Cancelled checks



