
MEREDITH COLLEGE


Reimbursement Account Claim Form
Name:

Social Security #: 


	(
Address Change:  






Staple and Send to: Aon Consulting, 2300 Rexwoods Drive, Suite 200, Raleigh, NC  27607

	MEDICAL REIMBURSEMENT

	Type of Service*
	Patient’s Full Name


	Relationship

To Employee
	Check the column if the Expense is covered by any:

 Medical      Dental      Vision

    Plan           Plan          Plan
	Date(s) of Service
	Amount

	
	
	
	
	
	
	
	$

	
	
	
	
	
	
	
	$

	
	
	
	
	
	
	
	$

	
	
	
	
	
	
	
	$

	
	
	
	
	
	
	
	$

	
	
	
	
	
	
	
	$

	
	
	
	
	
	
	
	$

	*M - Medical  D - Dental  H - Hearing  V - Vision  Rx - Prescription Drug
	TOTAL
	$


OTC - Over-The-Counter Drugs/Medicines

(Note: Explanation of Benefits (EOB) or co-pay receipt required if patient covered by medical, dental or vision plan; car mileage is 14 cents per mile – keep an odometer record in your tax file.)

	DEPENDENT DAY CARE REIMBURSEMENT

	Name of Dependent
	Age*
	Date(s) of Service
	Amount

	
	
	
	$

	
	
	
	$

	
	
	
	$

	
	
	
	$

	*Dependent children must be under age 13
	TOTAL
	$


	I certify that the above expenses have been incurred on me or my eligible dependents, and that the amounts submitted for medical expenses have not and will not be reimbursed under any other health plan coverage.  I hereby submit this claim form for reimbursement under the Meredith College Medical and Dependent Care Reimbursement Plans.


Signature
Date

Proper documentation must be attached to this claim form.


REV. 10/03
10/03

INSTRUCTIONS FOR COMPLETING CLAIM FORM
To prevent delays in processing your claim, please carefully complete your Claim Form.

1.
NAME AND SOCIAL SECURITY NUMBER

In the space provided, Print or Type your name as it appears on the payroll records and enter your correct Social Security number.


MEDICAL REIMBURSEMENT
2.
TYPE OF SERVICE (ENTER CODE OR DESCRIPTION)

Enter the code for the type of expense incurred as follows:


Description Code:



M – Medical



D – Dental



H – Hearing



V – Vision



Rx – Prescription Drug



OTC – Over-The-Counter Drugs/Medicines


Note:
Please report mileage expense on the line below the actual medical, dental, or vision care expense. It is very important that you maintain an odometer log/record with beginning and ending mileage with your tax records.

3.
PATIENT’S FULL NAME

Enter the name of the PATIENT (your name or your dependent’s name).

4.
RELATIONSHIP TO EMPLOYEE


Enter the relationship of the patient receiving the health care to the employee – self, spouse, or dependent child.

5.
CHECK THE COLUMN IF THE PATIENT IS COVERED BY ANY:  MEDICAL PLAN, DENTAL PLAN, VISION PLAN

If you checked a column indicating that you or your dependent has coverage for that expense, you must include an Explanation of Benefits report (EOB) from the insurance carrier or a co-pay receipt. If the expense is not coverage by a Medical Plan, Dental Plan or Vision Plan, you may submit a receipt for the expense.

6.
DATE(S) OF SERVICE

Enter the date the service was RECEIVED, NOT THE DATE IT WAS PAID.
7.
AMOUNT

Enter the amount you are requesting to be REIMBURSED (your out‑of‑pocket expense).

REV.  10/03
10/03
INSTRUCTIONS FOR COMPLETING CLAIM FORM
(CONTINUED)

8. 
DOCUMENTATION NEEDED

You MUST attach copies of required documentation to receive reimbursement.


(
Expenses covered by medical or dental insurance MUST FIRST be submitted to your insurance carrier.  Attach a copy of the Explanation of Benefits report (EOB) received from the insurance company as proof of your out‑of‑pocket expenses.


(
Non‑covered medical expenses (not covered by insurance such as vision expenses, birth control pills, etc.) ‑ attach a statement of expense or prescription label showing the diagnosis, service date and amount of expense.

· Copays (upfront payments) made under a health plan or prescription drug plan, please note on the physician’s bill or prescription label that this is a “copay”.

· Over-the-Counter (OTC) drugs/medicines must include the store receipt showing the name of the item, date purchased, and the amount charged.


(
Report car mileage on the line below the actual medical, dental or vision care expense associated with the mileage.  Multiply the total mileage by 14¢ (for example, 100 miles x .14 = $14.00) and enter the amount on the Claim Form.  You should keep a simple mileage log recording the medical reason, travel date, and beginning and ending mileage from your odometer.

(
Canceled checks WILL NOT be accepted as receipts.

