Health Reimbursement Claim Form
South Central Minnesota Electrical Workers Family Health Premium Credit Account Reimbursement Program
c/o Wilson McShane, 1330 Conway St, Suite 130 St. Paul, MN 55106
Phone: 952-854-0795 Email: SCMNEW@wilson-meshane.com Fax: 651 776-9973

Member’s Name:

Last First Middle Initial
Patient’s Name:

Last First Middle Initial
Member’s Social Security Number: Patient’s Date of Birth:
Home Phone #: Cell Phone #:
Address:

Street City State Zip

** PLEASE NOTE ** You need to file a separate claim form for each eligible person

You must attach the Explanation of Benefits (EOB) statement you receive from UMR or your Spouse’s employer-sponsored health insurance Plan.
Credit card receipts, ltemized Statement or Bills from Providers, and copied checks are not acceptable.

If you have Dental coverage, you must attach the Explanation of Benefits (EOB) statement you receive from them.

In the case of a prescription reimbursement, it must show the patient’s name, date, & out of pocket amount. Store receipts not showing this
information are not acceptable.

For Orthodontic reimbursements you must submit a copy of the contract provided by the Orthodontic office and an itemized statement
showing the placement date and what was paid out of pocket. If a Dental insurance paid on the Orthodontic care, you must attach the
Explanation of Benefits (EOB) statement you receive from them.

For reimbursement of health insurance contributions for your spouse’s employer-sponsored health plan (including dental and vision), you
must attach a copy of your spouse’s payroll stub which shows the deduction for insurance as an “After-Tax” deduction, along with a written
confirmation from your spouse’s Plan Administrator stating that his/her coverage complies with ACA (“Affordable Care Act”) Regulations,
prior to approving such reimbursement request.

PATIENT DATE(S) OF BRIEF TOTAL AMOUNT
NAME SERVICE DESCRIPTION YOU OWE
$
$
$
$
$
$
$
$
(Total from Additional Sheet if Necessary) $

Total Reimbursement Requested $

[ certify that my statements on this Health Reimbursement Claim Form and associated documentation are complete and true. I am claiming
reimbursement only for eligible expenses incurred by me or my eligible dependents and subject to the Plan’s rules. I also certify that these expenses
have not been, nor will be in the future, paid or reimbursed by this Plan or any other benefit plan. Additionally, I authorize my Premium Credit
Account to be reduced by any allowed reimbursement amount plus a processing fee of $30 per reimbursement check. Eligible expenses incurred in a
given calendar year must be submitted for reimbursement and received by the Plan Administrator no later than June 30™ of the following year.

Member’s Signature: Date:

Please remember to:

» Provide the required documentation for each expense submitted
» Attach an additional form if more space is needed
» Sign and date this Health Reimbursement Claim Form




INFORMATION ABOUT YOUR PREMIUM CREDIT ACCOUNT

February 24, 2025

PREMIUM CREDIT ACCOUNT REIMBURSEMENT PROGRAM

Due to the Plan’s Deductible, Coinsurance, and Copayment requirements, you are responsible for paying a portion of many
Covered Medical Expenses you and your Dependents incur. Similarly, you may incur dental and vision expenses for you
and your Dependents because the Plan does not provide these benefits.

REIMBURSEMENT PROCEDURES

Reimbursement for these types of out-of-pocket expenses may be available under the Premium Credit Account
Reimbursement Program. You must submit a claim for reimbursement no later than June 30™ of the year following the
Calendar Year in which you or your Dependents incur the reimbursable expenses. You may submit claims for
reimbursement when it is convenient for you, but the Administrative Manager will process reimbursements once per
calendar month. Paperwork needs to be received by the Administrator by the 7" of the month to ensure payment that
month. Reimbursement checks are processed on the 11" of every month. There is a processing fee per reimbursement
check.

HOW TO FILE A CLAIM

To be reimbursed, you must submit a completed reimbursement claim form along with satisfactory documentation of the
expenses. Please Note: You will need to file a separate claim form for each individual. When filing a claim for benefits
with the Fund Office, your written claim must provide the following:

o Fully completed Reimbursement Claim Form for each individual, signed and dated by the member. You can
find the reimbursement form on the www.ibewlocal343.org website under the Health Care Tab.

e Explanation of Benefit (EOB) statement that shows the patient’s name, date(s) of service and the co-pay, co-
insurance, or deductibles paid under our Plan or your spouse’s employer-sponsored health insurance Plan.
When claims are submitted through your health insurance, you will receive an Explanation of Benefit (EOB) in
the mail. If you elected the paperless option or do not receive an EOB in the mail, you can create an account
at www.umr.com to retrieve your EOBs. Please note that any dependent over the age of 18 will need to set
up their own account to view and print their EOBs.

e If you have Vision or Dental insurance, you will need to submit a copy of the Explanation of Benefit (EOB). If
you do not have Vision or Dental coverage, you must submit an itemized statement showing procedure codes,
who performed the service along with the provider’s Federal Tax ID number.

o If the expenses are for Orthodontic or Invisalign services, you must submit the Ortho contract, an Itemized
statement showing the placement date and who performed the service along with the provider’s Federal Tax
ID number. If you have Orthodontic insurance, you will need to submit a copy of the Explanation of Benefit.

e If you have dual coverage, both Explanation of Benefits are required.

e You do NOT have to pay the healthcare provider before you request reimbursement.



What Documentation is Not Accepted?

e Credit Card Receipts are not sufficient and cannot be accepted.

e Provider Statements showing a Balance Due amount, Balance Forward amount, or only showing Payment
amount. We need the detail stated above in order to process your request.

e Pre-Estimate Explanation of Benefit from Dental Insurance. Services must be rendered.

s Receipts that do not indicate services are FSA/HSA eligible.

PAYMENT OF CLAIMS
Reimbursement checks are processed on the 11t of every month. There is a processing fee per reimbursement check.

Should you have any questions or concerns about your Premium Credit Account or how to file a claim for reimbursement,
please reach out to the Fund office at (952) 854-0795 for more information.



