The Federal FSA Program
Quick Reference Guide

Filing your claim for reimbursement

Under the FSAFEDS Program, you must submit a fully completed and signed FSAFEDS Health Care
Claim Form or FSAFEDS Dependent Care Claim Form along with appropriate documentation, as

described in this Guide.

FSA o=

FEDS ~m

Remember, expenses become eligible on the actual date of service, not the date of payment - that is,
you incur the expense when the service is rendered. Orthodontic treatment is an exception to this rule.
FSAFEDS will reimburse pre-paid orthodontia expenses regardless of the date of service. The payment
must have been made during the Benefit Period. Eligible expenses and appropriate documentation are

described below.

Health Care

Many of your typical, recurring, out-of-pocket health care expenses can be reimbursed under your health
care FSA. All eligible services must meet IRS criteria as a qualified medical expense. For complete
listings of eligible medical expenses, please refer to the FSAFEDS Eligible Expenses Juke Box,
FSAFEDS OTC Quick Reference Guide and IRS Publication 502. Please note, however, that insurance

premiums are listed in IRS Publication 502 as eligible medical expenses but they are NOT eligible FSA

expenses.

Type of health care

expenses.

Examples include, but are not

limited to:

In addition to the
completed, signed claim

Expenses covered, but not
reimbursed in full or in part, by
your Federal Employees
Health Benefits (FEHB) plan or
any other insurance plan, or
supplemental insurance, such
as Federal Employees Dental
and Vision Insurance Program
(FEDVIP) dental insurance or
(FEDVIP) vision insurance.

A covered service that goes towards
meeting your individual or family
annual insurance deductible

An office visit to a non-participating
(out-of-network) provider

A covered service that has enrollee
cost sharing, such as a co-payment
amount per office visit.

form, you need to submit:

Your Explanation of Benefits
(EOB) statement (original or
copy) from your FEHB or other
insurance plan or an itemized
receipt from the provider of the
service or item.

Eligible expenses not covered
by your FEHB or any other
health plan, or supplemental
insurance such as FEDVIP
dental insurance and/or
FEDVIP vision insurance.

Certain treatments for infertility
Many alternative therapies
Services that your insurance plan
determines are not medically
necessary, and for which you are still
responsible for payment*, although
cosmetic services are not generally
eligible
Services that are potentially eligible
but require a_Letter of Medical
Necessity (LMN)

Bills or receipts that include
the date(s) of service, your
name or the name of your
dependent who received the
service, the nature of
service(s) rendered, the
amount charged, and the
name and address of the
provider.

A copy of your LMN for certain
expenses, which will be kept
on file. Once you've reached
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Type of health care

Examples include, but are not
limited to:

In addition to the
completed, signed claim

expenses:

form, you need to submit:
the end of the length of
treatment indicated on the
LMN, you must resubmit an
updated LMN for continued
treatment.

Eligible expenses not
submitted to your FEHB or any
other health plan, or
supplemental insurance such
as FEDVIP dental insurance
and/or FEDVIP vision
insurance.

Mental health services that are
covered under your health plan, but
you choose to pay for out-of-pocket
without submitting to your FEHB plan
Prescription drugs that you choose to
pay out-of-pocket without submitting
to your FEHB plan
Services that are potentially eligible
but require a

Letter of Medical Necessity (LMN)

Same information required
above

Over-the-counter (OTC)
medicines and products

Services that are potentially eligible
but require a

Letter of Medical Necessity (LMN)
Refer to the FSAFEDS Eligible
Expenses Juke Box

A receipt that indicates the
date of purchase, the name of
the product or supply, and its
cost. Please circle the
product name and amount you
are submitting for
reimbursement.

If your receipt does not have
all this information, you must
submit the outer packaging
that has this information OR a
copy of the product label along
with a dated receipt.

*If your FEHB or other insurance plan’s Explanation of Benefits (EOB) does not clearly indicate the service
rendered, FSAFEDS may ask you for additional information and/or ask you to provide a Letter of Medical
Necessity from your health care provider.

Note: Health plan co-payments do not require an EOB if you submit a receipt from your health care provider
for the amount and indicate "co-payment” on the Claim Form.

Paperless Reimbursement

If you participate in paperless reimbursement (PR), claims that are processed by your participating FEHB
plan and/or FEDVIP plan are automatically forwarded to FSAFEDS for reimbursement of your out-of-
pocket costs. You do not need to submit a paper claim. In fact, if you do participate in PR, you should
NOT submit paper claims for expenses that are coming across automatically from your FEHB and/or

FEDVIP plan.
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- To learn more about PR or to find out if your FEHB and/or FEDVIP plan participates
please refer to the Paperless Reimbursement Overview QRG.

in the program,

IMPORTANT: If you participate in PR with your FEHB plan and are enrolled in a FEDVIP plan that

does not participate in PR, some or all of your dental expenses and/or vision expenses may be
covered by FEDVIP. Therefore we cannot automatically process eligible dental claims and/or vision
claims from your FEHB plan using PR. Instead, we will email you a reimbursement statement to let
you know to submit a manual claim along with your FEDVIP EOB or itemized statement from your
dental and/or vision provider to FSAFEDS for reimbursement of your eligible expense(s). If you
have used all the benefits available to you through your FEDVIP coverage, you can immediately
complete the claim form and submit it to FSAFEDS with the appropriate documentation that

supports your remaining out-of-pocket expense.

Sample Health Care Form

. MAIL:  FSAFEDS Program HEALTH CARE CLAIM FORM .

Fi0 Box 35880
it . sz only CAPITAL LETTERS
s FAX TO: 1-866-643-2245 TOLL-FREE or 1-502-267-2233 WKBVDY
PHONE: .ﬁ;—;%%n For additional expenses, please use next page.

TTY-1-800-952-050

Important:
¢ Fill in the entire

form

¢ Provide supporting

documentation

e Submit your form

only once

Be sure to type or [sECTION 1: EMPLOYEE INFORMATION |
print |eg|b|y in the EMPLOYEE USER 1D (N DASHES) EROCEAM MAME e
form. ~fsTolo[el4]se] [ | [FSAFEDS | |
EMPLOYEE LAST NAME EMPLOYEE FIRST NAME
[olo[e[ [ [ T[T T[T 1T [lane |
EMPLOYEE EMAILL DUAYTIME PHONE 2 [AREA CODE FEST, NO DASHES)

[jane.doe@myemail.com | |5|5|5|5|5|5|'I|2|3|4|

| SECTION 2: YOUR HEALTH CARE EXPENSES |

Add together Similar LS iﬁ:ﬁ:z;ﬁ[[ AMOUNT REQUESTED {DOLLARS . CENTS)
expenses from the eineicd  -| [0]7[1]5]0]9] s| [ [5]0].|0f[0]  seow
same Coverage COVERAGE CODE  (SEEPAGE 1) 0 MDY FAMILY MEMBER'S NAME Ao o wo
Code and place that [1]o]4] lo7[1]5]0]9] [ANE |
total On One Ilne- ER ?—-ﬁcxﬁnﬁszl AMOUNT REQUESTED (DOLLARS . CENTS)
[owsecoreemeas | [0 [ 7] 1[5[0[0] s| | [1]2].[3]5] ,zme
COVERAGE CODE  (SEE PAGE 1) O MMEDYY) FAMILY MEMBER'S NAME . =
[1]o]2]  [of7[1[5[0]e] DANE |
TOTAL REQUESTED (SUM OF EXPEMSES FROM ALL PAGES SUBMITTED)
| SECTION 3: CERTIFICATION Please read carefully before signing. | $ 62 35

1 affirm that:

+ | HAVE NOT ALREADY BEEN PAID FOR THESE EXPENSES FROM MY FSA AND | HAVE NOT REQUESTED and WILL NOT RECENE REBMBURSEMENT FOR
THESE EXPENSES FROM ANY OTHER PLAN INCLUDING FEDVIP (Federal Employees Dental and Vision Insuranca Program) and FEHB (Federal Employees
Health Benefits Program); AND

| have submitted the above information in good faith and it s correct to the best of my knowledge.

1 understand that:

+ Reimbursament is not a guarantee that this payment is tax-free.

# The service{s) for which | am requesting reimbursement must be incurred during my period of coverage, which begins the next January 1if | enralled

w{hid'ra@r 5 later, and ends no later than March 15 of the following

during the Open Season, or the day after my enrollment is acepted by FSAFEDS,
year, unless my coverage ends sooner due to a Qualifying Life Event.

# | have until April 30 following the end of the Benefit Period or end of Federal Service to submit my daim for reimbursament of eligible expenses
incurred during my period of coverage. i | do not submit daims for reimbursement by that date, |will forfeit any funds remaining in my accountis) in
accordance with IRS rules.

| cannot use health care expenses reimbursed through my general purpose HOFSA or LEX HOFSA a5 a deduction on my personal income tay retum.

authorize release of payment through my Flexible Spending Account. | authorize FSAFEDS, or its representatives, to obtain necessary information from

all physicians, hospitals, medical service providers, pharmacists, employers, and all other agencies or organizations (induding other insurers) to con;it/

the claim for reimbursement under my Flexible Spending Account.

Employee Signature®, W‘d Doe

*¥our skgnature Is required In order to process your daim for reimbursement.
. USE AN ORIGINAL FORM (NOT A PHOTOCOPY)
Paga 2 - HEALTH CARE CLAIM FORM

Date 1V06/2009

WKBVDY

Be sure to read the
Certification
section, sign and
date your form!
Unsigned claims
will not be paid.
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Dependent Care

In order to be eligible for reimbursement under FSAFEDS, your dependent care expenses must be
incurred so that you and your spouse, if you are married, can work, look for work*, or attend school full-
time. Eligible dependent care expenses include:

0 child care for your children under age 13,

o child care for your children of any age who are physically or mentally incapable of
self-care who you claim on your Federal Income Tax return as a qualified dependent,
and

0 elder care for adults who you claim on your Federal Income Tax return as a qualified
dependent.

Dependent care FSA accounts work differently than health care FSA accounts. With dependent care
accounts, you can only be reimbursed up to the amount that is currently in your FSAFEDS account at the
time you submit a claim. You may still want to file your expenses as the services are provided, however,
rather than waiting until you have that amount in your account. Eligible amounts that you claim in excess
of your current account balance will be held until additional deposits are made from your salary. You
don’t have to resubmit those claims. Once your deposits are posted to your account, your funds will
release automatically.

Please note: Expenses cannot be reimbursed before the care has actually been provided for your
dependent, even if your provider requires payment in advance. If you submit a claim for expenses to be
incurred in the future, it will be denied and you will have to resubmit it after the services are rendered.

Example: On Monday, March 1, you enroll your son in a daycare that requires pre-payment each month.
That day, you pay $800 for the month of March and immediately submit your claim form. FSAFEDS will
process your claim, but can only reimburse you for $27 up to the date we receive your claim (March 1, in
this case). Any expenses incurred after the date of receipt will be denied and you must resubmit for
payment.

While we can’t reimburse your expenses in advance of when the care or service was rendered,
FSAFEDS does offer you the opportunity to submit multiple claims to recoup your out-of-pocket expense
more timely. For childcare that you must pre-pay a month in advance, we suggest you complete and
submit a FSAFEDS Dependent Care claim form once a week. Using the example above, you would fax
your first claim to FSAFEDS on March 5 requesting $200 for Week 1. You can then submit the additional
charges for reimbursement each week as the services are rendered, thus minimizing your out-of-pocket
expense.

* Please note, if either you or your spouse had no earned income for the year, you are not eligible for the
Dependent Care FSA. For more information, refer to the dependent care section of the Summary of
Benefits and Frequently Asked Questions.

Dependent Care Expenses — Supporting Documentation:

You can either:
- Attach a copy of your dependent care bill or signed receipt to your claim form, OR
- Have your provider sign the Affidavit section of the claim form
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Sample Dependent Care Form

Be sure to type or
print legibly in the
form.

Important:
o Fill in the entire
e oy S A form |
PHONE: Iﬂ%?;‘f;ﬁﬂ FAX TO: 1-86?;%&%%%&;5&5Eeg;a;e—_Sﬂz-EﬁT—ZBB ZBXDKPV ° Prov|de Supporhng
TT¥1-800-952-0450 documentation
1: EMPLOYEE INFORMATION ° Submit yOur form
TRAPLOYEE USER ID (NGO DASHES) e FOR SRS LSE onIy once
[J]D[o]E[1]2]3] [ | [FSAFEDS | |
EMPLOYEE LAST NAME EMPLOYEE FIRST NAME
olo[e] [ [ [ [ [ T [ [ [ [ |youN |
EMPLOYEE EMAIL DAYTIME PHOME # (AREA 0ODE FRST, NO DASHES)
john.doe@myemail.com | [5]5]5]5]5]5]9]9]9]9]
|§EL—"O" 2: YOUR DEPENDENT CARE EXPENSES |
EXPENSE 1
START DATE OF SERVICE  (MMDOYY) PROVIDER TAX ID/OR 55N (ENTER ALL %5 F TAX-EXEMPT) AMOUNT REQUESTED (DOLLARS . CENTS)
lo[5[3[1]o[9] [9]o]o[9]o[o]o]a]o]s] [3[5]0][0]0]
ENDDATE OF SERVICE (MIMDD'YY) DESENDIENT DIATE CF BIRTH (MMDDYYYY)
|o/6/0 5]0|9]mmem  JoHNNY  [0[1[0[1]1]9]9 0
R Be sure to have

wour daycare provider only neads to sign this If you do not have supporting doumeantation, such as an temized receipt.
1 hereby certify that | provided adult or child daycare services to the abowve individuals In accordance with the amounts and dates that

are requested.
- WMary E. Prouider

PROVIDERS SIGNATURE DWATE.

TOTAL REQUESTED (SUM OF EXPENSES FROM ALL PR GES SUBMITTED)
| SECTION 3: CERTIFICATION Please read carefully before signing. | = e :

RSt hets $ 350.00

*| HAVE NOT ALREAD'Y BEEN PAID FOR THESE EXPENSES FROM MY FSA and | HAVE NOT REQUESTED AND WILL
MOT RECENVE REIMBURSEMENT FOR THESE EXPENSES FROM ANY CTHER PLAN; AND

*| have submitted the sbove Information in good faith and it 1s comact 1o the best of my knowledge.

» The tofal of any reimbursed dependant cre expenses dess not exoeed my o my spouse’s eamed income (W-2 Pay) for the year, If esher of our annual incomes are less than §5,000.

| understand that:

* Reimbursament b5 not 2 guarantss that this payment s tax-free.

* The senviceds) for which | 2m requesting resmbursement must be: Incurred during my period of coverage, which begins the next January 1 i | enrodled during the Open Szason,
ar tl;eﬁ:ayafpernwenr:}llment s accepted by FSAFEDS, whichever k later, and ends o leter than March 15 of the following year, unless my coverage ends sooner duetoa
Qualtfying Live Event.

*| have until April 30 following the end of the Benefit Period or and of Federal Sanice to submit my daim for reimbursemeant of eligible expanses Incurred during my perod
of coverage. If | do not submit daims for reimbursement by that date, | wall forfedt any funds remaining in my account In 2ocordance with RS nules.

10oerzoe

your provider sign
here, unless you
prefer to include a
receipt.

*| @annot use dependsnt care expenses reimbursed throwgh my Dependent: Care Fexible Spending Accourt (DCFSA) & @ dependent cre credit on my personal Income tax retum.

Therefiore, rembursement of dependent cre expenses reduces, and may eliminats completely, my ability to claim a dependent care meds on my personal Inoome tax return.
*| amsubmitting dependent care diaims for my dependent child{ren} under age 13 andior for my age 13 or over dependentswiho are physically er mentally inczpable of Be sure to read the
caring for themsehes and Includss ampene | claim on my Federal Income Tax return 2s & qualified 1S dependent. Certlflcatlon

* Dependent care expenses induding overnight day care expenses) must be Incurmed so that my spouse and |, f marmied, canwiork, look forwerk or my spouse can attend
school full4ime.

= My housahold limit for dependent care reimbursement cannot exceed §5,000 per year Induding my annusl election, any dhild care subsidies that | necewe, andior smounts that my SeCtlon 5 Slg na nd

spouse has elecied through snother amount.

» The balance In my DCFSA must be at least equal to the expenses submitied with this dam. If the balance In my DCFSA s less, these expenseswill be held until the balance inmy date yOU r fOf'm '

acoount is suffident to pay these expenses.

=1 can onlly be reimbursed for my DCFSA expenses after the date of senvice has passed. U nslg ned Cla | ms
| authorize FSAFEDS, of Hs represantatives, to obtain nacsssany information from dependsnt cere prowiders, employers, and all other agendes or organizations to consider the da . .
redmibursement under my Flexibile spending Accourt; and to release payment through my Flextble spending Aoount. WI ” not be pa|d .
Employee Signature® /l ‘Z Dee Date 10/06/2009
* Your signature is required in order to process your daim for reimbursement.
. USE AN ORIGINAL FORM (NOT A BHOTOCORY) ZBXDKPV .

Pags 2 - DEPENDENT CARE CLAIM FORM

How can | submit my claim form?

- Fax Your Claim: 1-866-643-2245 (toll-free) e 1-502-267-2233
- Mail Your Claim: FSAFEDS Program e PO Box 36880 e Louisville, KY 40233

Overseas Claim Submission Process

For participants who live overseas, there are a few additional requirements regarding claim submission:

- Please be sure to submit your claim in English. We will send you a claim receipt in English.
- You can use the non-toll-free fax number for your claims: 1-502-267-2233

The Federal FSA Program
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Claim Review and Appeal Process

You have the right to submit an appeal of a claim for benefits that we have denied.

You may request further explanation of a denied claim from FSAFEDS. You may contact us via
phone, email (ESAFEDS@shps.com), fax or mail.

If you do not agree with the explanation provided by FSAFEDS, you have the right to formally
appeal a claim for benefits that has been denied by writing to FSAFEDS and requesting
reconsideration. You can submit formal appeals with supporting documentation via fax or mail. For
more information, please read the Appeal Process Quick Reference Guide.

If you have questions please visit the FSAFEDS web site at www.FSAFEDS.com or contact an
FSAFEDS Benefits Counselor, toll-free, at 1-877-FSAFEDS (372-3337), TTY: 1-800-952-0450, Monday
through Friday, 9:00 A.M. until 9:00 p.M., Eastern Time.

When will | receive payment of my claim?

In most cases, you should receive payment within 5-7 business days after we receive your claim, as
long as it contains all of the required information discussed above. If supporting documentation (for
example, a Letter of Medical Necessity if required, legible copy of a receipt, etc.) or your signature is
missing, processing will be delayed. We will reprocess your claim after we receive the missing
documentation. We will also revise your claim received date to reflect the date we receive the
missing documentation and will prepare your claim for payment within 5-7 business days of that
revised date.

If your claim does not total $25.00, it will be processed and you will receive a reimbursement
statement, but you will not receive the money until you submit another claim and reach the $25.00
minimum or the end of the quarter, whichever comes first.

Remember, you will not receive reimbursement for dependent care claims that exceed the current
amount in your DCFSA on the date your claim is processed. In this case, your reimbursement will
be held until additional funds are deposited.

You will receive reimbursement for health care claims even if the current amount in your account is
less than the claim total.

The total amount you can be reimbursed for any account cannot exceed your total annual election
for that account.
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