Claim filing requirements Health Equity®

READ BEFORE SUBMITTING YOUR REIMBURSEMENT FORM.
DO NOT FAX THESE INSTRUCTIONS WITH YOUR REIMBURSEMENT FORM.

Required information for reimbursement

The IRS requires you to substantiate all claims with documentation. The documentation must detail the healthcare expenses and include five
key data points:
1. Name of provider

2. Name of patient

3. Description of services

4. Date(s) of service. The paid date may or may not be the same as the date of service; the date of service is required.
5. The cost of the service

Note: Credit card receipts and canceled checks are not sufficient documentation.
Requests submitted without the above information cannot be processed.

Claim reimbursement checklist:
e For faster processing, submit a claim online via the ‘Claims & Payments’ tab. Otherwise, complete the claim form in its entirety. Incomplete
requests cannot be processed.

¢ Include the required documentation that includes all of the data requirements listed above.
e Sign the claim form.

e Keep the original receipts for your records and send copies to us.

For faster payment, add EFT by logging into www.MyHealthEquity.com or submitting the direct deposit form.

Over-the-counter medications

Over the counter (OTC) medication is only eligible if prescribed by a medical provider to treat a specific medical condition. Please submit a written
prescription or a Letter of Medical Necessity along with your request. A prescription or Letter of Medical Necessity is good for a 12 month period.
The Letter of Medical Necessity form is available under Forms and Docs in the Member Portal.

Orthodontics and dependent care accounts (DCRA)

Recurring payments can be scheduled for the duration of the plan year when an Orthodontia Contract is provided. If requesting an amount other than
the down payment or installments, as outlined in the contract, you will need to submit an itemized payment receipt, providing the date and amount
paid. DCRA claims can also be set up on recurring payments. Please select the Annual Option on the claim form and provide an itemized receipt of
the monthly amount paid, OR by your provider certifying the request by signing the form. A claim will be entered for the requested amount, or your
election amount (whichever is greater) and payments will be sent as deposits are made into your account.

Online claims submissions and account information
For assistance submitting claims online, to access your account, or for assistance in adding your EFT, please contact HealthEquity® member
services at 877.472.8632, they are available every hour of every day to assist you, or login to www.MyHealthEquity.com.

www.HealthEquity.com 877.472.8632



FSA/HRA Reimbursement Form He aIt h EqUIty

Mail or fax completed forms to:

Address:  HealthEquity, Attn: Reimbursement Accounts
15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020

Fax: 801.999.7829 (cover sheet not required)

For faster processing, enter the claim and
upload required documentation using the
‘Claims & Payments’ tab on the member portal.

Account holder information

Company name Last 4 of SSN or HealthEquity ID number (6 or 7 digits)
Last name First name M.l
Street address City State ZIP
Email address (required) Daytime phone Work phone

( ) ( )

Reimbursement information [IFSA [1HRA (required)

Patient name Service provider Date incurred (Actual date[s] of service)

Start date: / / End date: / /
Description Amount
Patient name Service provider Date incurred (Actual date[s] of service)

Start date: / / End date: / /
Description Amount
Patient name Service provider Date incurred (Actual date[s] of service)

Start date: / / End date: / /
Description Amount
Patient name Service provider Date incurred (Actual date[s] of service)

Start date: / / End date: / /
Description Amount
Patient name Service provider Date incurred (Actual date[s] of service)

Start date: / / End date: / /
Description Amount
Patient name Service provider Date incurred (Actual date[s] of service)

Start date: / / End date: / /
Description Amount

TOTAL AMOUNT REQUESTED S

Account holder certification

By signing below, | request reimbursement for the qualified expenses listed above. | have attached appropriate receipts or third-party proof that |
have incurred these expenses within the plan year and during the benefit period under this plan. | certify that | have not been reimbursed for these
expenses from insurance or from any other source. | understand that | cannot claim these expenses on my income tax return.

Account holder signature Date




Reimbursement method

[] Option 1—Check

account.

This method is slower. Please allow 7-10 business days to receive your check. A $2.00 fee will be deducted from your reimbursement

[ ] Option 2—Use the verified electronic funds transfer (EFT) account already tied to my HealthEquity® HRA/FSA.
(If an EFT is not on file, a check will be sent and a $2.00 fee may apply. Please allow 7-10 business days for the check to arrive.)

[] Option 3—Transfer the funds to the following account.
(Note: E-mail address is required for EFT.)

Account type: [_] Checking [_]Savings

Financial institution:

City/state:

Routing number:

Account number:

Form must be accompanied by a copy of a voided or actual check.

Your Name

1234

123 Main Street 98-123-1/4359
Any Town, USA 54321 2
Pay to the
order of ‘
Dollars
Your Financial Institution
400 Countrywide Way
Simi Valley, Ca 93065
For.
|F1 22000 78 9|‘: Q123456789f ‘1234‘
| [ ] | | |
t —1 T
Routing Number Account Number Check Number

(Do not include)

Note: Please attach proper documentation to this form. An explanation of benefits or itemized receipt is required. Documentation must include the
actual date the expense was incurred, the name of the person for who the service was provided, the provider’s name, description of service, and cost.
If you have additional expenses, please complete an additional form. Send only copies of receipts. Keep original receipts for your records. Orthodontia

contracts are required with first submission of orthodontia claims.

Update: Effective Jan. 1, 2011, a prescription or letter of medical necessity will be required for all medicinal over-the-counter items (i.e. aspirin).
Over-the-counter claims without a doctor’s note will be denied. A letter of medical necessity form is available on your HealthEquity® member portal.

Reimbursement requests can also be made online at www.MyHealthEquity.com.

www.HealthEquity.com

877.472.8632



Kaiser Permanente Nondiscrimination Notice
and Language Access Services % KAISER PERMANENTE.

KAISER PERMANENTE NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc.
(“Kaiser Permanente”) comply with applicable Federal civil rights laws and do not discriminate on the basis of
race, color, national origin, age, disability, sex, sexual orientation, or gender identity. Kaiser Permanente does not
exclude people or treat them differently because of race, color, national origin, age, disability, sex, sexual
orientation, or gender identity.

Kaiser Permanente:

Provides free aids and services to people with disabilities to communicate effectively with us, such as:

¢ Qualified sign language interpreters

e Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:
¢ Qualified interpreters
e Information written in other languages

If you need these services, contact Kaiser Permanente Member Services.

If you believe that Kaiser Permanente has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, sex, sexual orientation, or gender identity, you can file a
grievance by phone, mail, fax, or email. If you need help filing a grievance, a Kaiser Permanente Member Services
Representative is available to help you. Language assistance is provided free of charge. The Kaiser Permanente
Civil Rights Coordinator will be notified of all grievances related to discrimination on the basis of race, color,
national origin, age, disability, sex, sexual orientation, or gender identity.

Phone: 206-630-4636
Toll-free: 1-888-901-4636
TTY Washington Relay Service: 1-800-833-6388 or 711
TTY Idaho Relay Service: 1-800-377-3529 or 711
Fax: 206-901-6205 or toll-free 1-888-874-1765
Address: Kaiser Foundation Health Plan of Washington
Civil Rights Coordinator, Quality GNE-D1E-07
P.O. Box 9812
Renton, WA 98057-9054
Email:  csforms@ghc.org

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/ lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue SW., Room 509F

HHH Building

Washington, DC 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

For Medicare Advantage Plans Only: Kaiser Permanente is an HMO plan with a Medicare contract. Enrollment in
Kaiser Permanente depends on contract renewal.

© 2017 Kaiser Foundation Health Plan of Washington H5050 XB0001444 55 17 accepted
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LANGUAGE ACCESS SERVICES

English: ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Call 1-888-901-4636 (TTY: 1-800-833-6388 or 711).

Espafiol (Spanish): ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiistica.
Llame al 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

F3Z (Chinese) : £ : SIREFERAEREPI , &0 LI ERSESIEIMIRS. 5= 1-888-901-4636
(TTY: 1-800-833-6388 / 711),

Tiéng Viét (Vietnamese): CHU Y: N&u ban nai Tiéng Viét, cé cac dich vu hd tro ngdn ngit mién phi danh cho
ban. Goi s6 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

gt 0{(Korean): £2|: =018 A&t Al= B2, 2o X[ MH|AE FEE 0|34 = U&LC.
1-888-901-4636 (TTY: 1-800-833-6388 / 711) HO 2 T35 FAAIL.

Pycckuit (Russian): BHUMAHMUE: Ecnu Bbl roBOpUTE Ha PYCCKOM A3bIKE, TO BaM AOCTYMNHbl 6ecnaaTHble yCayru
nepesoja. 3soHuTe 1-888-901-4636 (Tenetaiin: 1-800-833-6388 / 711).

Filipino (Tagalog): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

YKpaiHcbKa (Ukrainian): YBATA! fKLL0 B pO3MOB/SIETE YKPATHCbKOO MOBOO, BU MOXKETE 3BEPHYTUCA A0
6€e3KOLUTOBHOI C/IY»K6M MOBHOI NiATPUMKK. TenedpoHyiTe 3a Homepom 1-888-901-4636 (Tenetann: 1-800-833-6388 /
711).

MENTgE (Khmer)? TULTH: HOAISHARIISS, WG SIWGH WTSAR AESIIUUNNAY GIg 1600 1-888-901-4636
(TTY: 1-800-833-6388 / 711) 1

BAEE (Japanese): ;¥R EIH : HAREZEINDIE & %ﬂ"ﬂ@\%%i%\’i:‘*%ﬁb\7':7':"0'}?3_0
1-888-901-4636 (TTY: 1-800-833-6388 / 711) & C. HB/EAIC CTEIE TN,

A71CE (Amharic) © T FOA: 099,674 72 ATICT NP1 CFCTHI° ACA S SCEFE N12 ALTHP T HHOBAPA: DL T ntTAD-
¢ PC LM 1-888-901-4636 (9017t A+AGTFD-: 1-800-833-6388 / 711).

Oromiffa (Oromo): XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

UATER (Punjabi) fimirs fe€: A 37T Uarsl 988 3, 37 371 {9 AafesT AT 3973 38 He3 QussT I 1-888-901-
4636 (TTY: 1-800-833-6388 / 711) ‘3 IS I |

)55 4 salll B Lsall ladd (8 cAalll 3 Cani i€ 13); Al gala B cila gl g Baslusa o Jguand] (33 2l (Arabic): 4 al)

. (711 / 1-800-833-6388) :aSill 5 muall caila 28 ;) 1-888-901-4636 #8_n Juail, (laall &ll

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen
zur Verftgung. Rufnummer: 1-888-901-4636 (TTY: 1-800-833-6388 / 711).
WI9290 (Lao): LUOQIV: 1909 11IVCDIWIFID99, NIV INIVFOBCTHDAIMWIZI, L0eVCT o,
B Wuan. tns 1-888-901-4636 (TTY: 1-800-833-6388 / 711).
Srpsko-hrvatski (Serbo-Croatian): OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoéi dostupne su

vam besplatno. Nazovite 1-888-901-4636 (TTY- Telefon za osobe sa oSteéenim govorom ili sluhom: 1-800-833-6388 /
711).

Frangais (French): ATTENTION: Si vous parlez frangais, des services d’aide linguistique vous sont proposés
gratuitement. Appelez le 1-888-901-4636 (ATS: 1-800-833-6388 / 711).

Romana (Romanian): ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica, gratuit.
Sunati la 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

Adamawa (Fulfulde): MAANDO: To a waawi Adamawa, e woodi ballooji-ma to ekkitaaki wolde caahu. Noddu
1-888-901-4636 (TTY: 1-800-833-6388 / 711).

e ol ek g 0BG oy gy (L) g S o SR )8 L) 40 81z Aa 5 (Farsi): (ot
28 i 1-888-901-4636 (TTY: 1-800-833-6388 / 711) L. 23L

XB0001444-55-17
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