
 

	
  m

it	
  claims	
  for	
  the	
  reimbursement	
  of	
  Qualified	
  Medical	
  Expenses,	
  otherwise	
  
known	
  as	
  the	
  Emeriti	
  Reimbursement	
  Benefit,	
  under	
  your	
  (former)	
  employer’s	
  Emeriti	
  Retiree	
  Health	
  Plan	
  
(“Plan”).	
  	
  Before	
  you	
  complete	
  and	
  submit	
  this	
  Claim	
  Form,	
  please	
  read	
  the	
  accompanying	
  document	
  entitled	
  
Frequently	
  Asked	
  Questions	
  carefully.	
  	
  Be	
  sure	
  to	
  provide	
  all	
  requested	
  information,	
  substantiate	
  your	
  
claim(s)	
  by	
  providing	
  proof	
  of	
  payment,	
  and	
  sign	
  the	
  form.	
  	
  If	
  your	
  claim	
  is	
  denied,	
  you	
  will	
  be	
  informed	
  by	
  
mail.	
  	
  You	
  will	
  be	
  provided	
  the	
  reason	
  for	
  a	
  denial	
  and	
  an	
  opportunity	
  to	
  appeal	
  or	
  resubmit	
  your	
  claim.!

REIMBURSEMENT BENEFIT CLAIM FORM 
 

,*,6787!6,7*9:6;,*,<8!9,<,378!=!1>?7*!3@6*!3@6!"*,0!
 
 
1. Participant	
  (Account	
  Holder)	
  Information:	
  
	
  
Name:	
  ________________________________________________________________________________________	
  
	
  
Institution:_____________________________________________________________________________________	
  
	
  
Social	
  Security	
  Number:	
  _______-­‐_____-­‐_________	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  

	
   	
  
	
  	
  	
  	
  Street	
  Address:	
  _________________________________________________________________________________	
  
	
  
	
   City:	
  ________________	
   State:	
  ____	
   Zip:	
  ________-­‐_____	
  

	
  
Daytime	
  Phone:	
  ____-­‐___-­‐_____	
   Ext:	
  ________	
  
	
  
	
  
	
  
2. Participant	
  Eligibility:	
  
I	
  am	
  eligible	
  to	
  receive	
  reimbursement	
  benefits	
  because	
  (check	
  one	
  box	
  only):	
  
	
  	
  

o I	
  no	
  



 

	
   	
   	
   	
   	
   ! 2 

!"#$%&'#()#*+,-%)%./#0./%1,-#234.5&.&.	
  	
  Enter	
  each	
  QME	
  claim	
  in	
  the	
  chart	
  below.	
  	
  If	
  additional	
  space	
  is	
  needed,	
  please	
  provide	
  all	
  requested	
  information	
  from	
  
the	
  grid	
  below	
  on	
  a	
  separate	
  sheet	
  of	
  paper.	
  

	
  
Service/Product	
  Recipient	
  (i.e.	
  Patient)	
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o Set	
  up	
  as	
  
recurring	
  
claim	
   	
  	
   	
  	
  

o Myself	
  

o Spouse	
  

o Dependent	
  Child	
  

o Dependent	
  Domestic	
  Partner	
  	
  

o Non-­‐Dependent	
  Domestic	
  
Partner**	
  

o Dependent	
  Relative	
  

o Surviving	
  Spouse	
  

o 





 

	
   	
   	
   	
  

	
   !
4 

	
  
	
  
6.	
  Legal	
  Representative.	
  	
  If	
  this	
  Claim	
  Form	
  is	
  being	
  completed	
  by	
  a	
  legal	
  representative	
  of	
  the	
  Participant	
  (e.g.,	
  
guardian,	
  individual	
  with	
  power	
  of	
  attorney,	
  executor),	
  please	
  submit	
  appropriate	
  proof	
  for	
  basis	
  of	
  authority	
  with	
  this	
  
claim.	
  	
  

	
  
Basis	
  of	
  Authority:	
  	
  _________________________________________________________________	
  

	
  	
  	
  	
  	
  Name:	
  _____________________________________________________________________________	
  
	
  	
  	
  	
  	
  Address:	
  ___________________________________________________________________________	
  
	
  	
  	
  	
  	
  Phone	
  /	
  Email:	
  ______________________________________________________________________	
  
	
  

	
  
7.	
  	
  Preferred	
  reimbursement	
  method	
  for	
  this	
  and	
  all	
  future	
  claims.	
  	
  You	
  need	
  only	
  make	
  a	
  selection	
  the	
  first	
  time	
  you	
  
submit	
  a	
  claim.	
  	
  
	
  

o Check	
  
o Direct	
  Deposit	
  (please	
  fill	
  out	
  information	
  below)	
  

Name	
  of	
  Bank:____________________	
  ______________________________________	
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