TOURO COLLEGE FLEXIBLE BENEFITS PLAN
HEALTH CARE REIMBURSEMENT CLAIM FORM

DATE: WORK PHONE: SSN:

EMPLOY EE NAME:

EMPLOYEE ADDRESS:

HEALTH CARE EXPENSES

Date Name of Service Describe Person Whom Expense Net Amount
Incurred Provider Expense Incurred For & Relationship (Expense |ess amount
paid by insurance or
other plan)
$

TOTAL FROM OTHER SIDE  $

GRAND TOTAL AMOUNT OF HEALTH CARE EXPENSES $

READ CAREFULLY: Theundersigned participant in the plan certifiesthat all expenses for which reimbursement or payment is claimed by submission of
thisform wereincurred during the Plan Year specified in the Summary Plan Description received and while the undersigned was covered under the above-
named Plan with respect to such expenses and that such expenses have not been reimbursed, or are not reimbursable, under any other insurance or plan,
including insurance or a plan of another employer that covered me, my spouse or another member of my family. The undersigned also certifies that these
expenses would have been tax deductible medical/dental expenses (without regard to the percentage of adjusted gross income limitation). The undersigned
fully under standsthat he or she aloneisfully responsible for the sufficiency, accuracy and veracity of all information relating to this claim which is provided
by the undersigned, and that unless an expense for which payment or reimbursement isclaimed isa proper expense under the Plan, the undersigned may be
liable for payment of all related taxes including federal, state and city income tax on amount paid from the Plan which relate to such expense. The
undersigned further under stands that no medical expense tax deduction or credit is permitted for amounts for which reimbur sement is made.

Employee' s Signature Date

ATTACH ORIGINAL RECEIPT(S):

Itemized Bill Health Receipt(s) for expenses must show: Prescription receipt(s) must show:

¢ Doctor or service provider imprinted or stamped on receipt ¢ Date

¢ Dateof service

¢ Amount and person for whom the service was rendered

¢ |If expenseis covered but not paid by insurance, you must
submit explanation of benefits (EOB) issued by insurer

Doctor
Name of patient

Type of medication
Cost

> & o

Retain copies of the Claim Form and supporting documentation for your records as those submitted will not be returned.

IMPORTANT: Canceled checks, credit card or cash register receipts and balance due statements are NOT acceptabl e receipts.

MAIL TO: Lebenson Actuarial Services
Attn.: Ann L. Iwantsch
400 Columbus Avenue
Vahalla, NY 10595
(914) 747 — 1980, ext. 14




HEALTH CARE REIMBURSEMENT CLAIM FORM

CONTINUED
Date Name of Service Describe Person Whom Expense Net
Incurred Provider Expense Incurred For & Relationship Amount

&
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Eligible Expenses *

Coinsurance

Deductibles

Excess over reasonable and customary allowances
Routine physical exams
Acupuncture

Alcoholism and drug treatment
Ambulance transport

Analysis (psychotherapy)

Birth control pills
Chiropractors

Contact lenses

Crutches

Dental fees

Doctor’ s fees

Eyeglasses

Guide dogs

TOTAL (This Side Only) $

Hearing aids

Hospitalization

Hypnosis (for treatment of illness)
Laboratory fees

Laetrile

Medicines and drugs (prescription only)
Optometrist and ophthalmol ogist
Orthodontia**

Physical therapy

Psychol ogist

Sterilization

Specia equipment for handicapped and disabled
Surgery and X-ray fees

Vaccinations and immunizations

* Cosmetic surgery, insurance premiums, over-the-counter drugs, cosmetics, toothpaste, soaps,, lotions, shampoos and

other personal care items are not reimbursable.

** The IRS regulations prohibit plans from making advance reimbursements of future or projected expenses.
Orthodontia expenses are reimbursable on a pro-rata basis as treatment is received over the course of the plan year.



