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@A

User Name
Welcome to the Medical Reimbursement Account (MRA) website
m—
Welcame to your HealthEquity | WageWorks Spending Account Online Services, your canfidential, ane-stop resource for
information and tools designed to help you better manage your spending accounts.
[eo] e
Your Payment O
Did you know your reimbursement can be sent directly to your personal bank account? Direct deposit is the quickest and safest
Enrso vour pocvennd or user way to get reimbursed for your eligible healthcare expenses. Your money is automatically depasited into your account, on time,

every time. It's simple to enable direct deposit o your account.
New Users—RegiaerHors | 15T TAKE ALODK
Este sitlo web ne esta disponible en espaiiol. Si necesita ayuda en espafiol, llame al
(866) 697-6078. Es posible que haya un pequefo momento de silenclo mientras trasladamos la llamada con un representante
que hable espaiiol.

TMRMBERNEE. NRWPLTE, BEM: (B66) 697-6078, BHF 3
Spending Account Online Services brings you information and tools to:

+ Review your spending account balances.
+ Review claims status

+ View your statements

+ Download forms

+ And much, much more

If you don't yet have 2 user name and password, select the "New User?” button. We recommend that you bookmark this page
and visit often.

Tetmaoriix Pimer

& 200D Hea sy o

2. EXEERL-ZE "Reimburse Me” |

A = O B soevemser
Heme: s Swmpart  Lowout B e
SPONSORED ACCOUNTS Medical Reimbursement Account MANAGE ACCOUNT
Acme Corp, Inc. Full Purpose FSA
. . N . General Forms
Medice! Reirmbarserment A . wif ReimburseMe BB Pay Provider B8 View Claims & Payments
§180.82 Statements
Use [0 01/01/202510 1243142023 About This Program
S ]
oA [5) Eligible Expenses List
Available Balance™ Spend It By: Election Amount: Eligible D dents
$180.83 12/31/2023 $2,700.00 it
Shop qualified FSA iterns FirstDay e Tota unls Out Manage Cards
at FSAStore.com
01/01/2023 $333.34 Authorized Individuals
eim ey
Transactions 03/31/2024
needing attention RESOURCES
* Balances may not reflect current card transactions FSAStore.com
RECENT ACTIVITY View All
Date Activity Status Amaunt
09/14/2023 Mail-Order Diabetic Supplies In Process | Not Paid $1,517.12
0871172023 Centerfor Orthapedic Completed | Paid -$17.97
08/01/2023 Surgery In Precess | Not Paid -$1279
07/2172023 Mail-Order Diabetic Supplies In Process | Partially Paid $20.13
07/15/2023 Greenwood Diabetes Clinic Complated | Paid 423334
Language Assistance/Non-Discrimination Privacy policy Contact Us Copyright© 2017 Heatthequity HealthEquity'
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3. EERERXRPFILRE "Next”

-l FMRA & RO B sememser
T Rmcn s Nome Mg Sumet Lot 10010

Caleulator

BACK Instructions

Submit this claim to get reimbursed for your out-of-pocket expenses.

E Health Care

Before You Start
Hawve yaur documentation i front of you, Enter ane ftem at a time.

Follow These Steps

Review and Upload  Submit Glaim and
Documentation Print Form

Enter Glaim Detalls

iuhie:
tradmark ot
persanalsitusticn,

Aoty 3 aisterd
sona adisarrezard g yor

ot i e are o
Sl eham s s o dector IRSIET s SLaces sl o saouldeons

22 sl Sy e A Rihts s
o No i sie s

4. EBEFEEENER
» BiE TNext — No More Items for This Claim”

a O B soeMember
Haime  Mescoge: Supoort Logout THOL0

Calculators Card Center

Step 10of 3
Enter Claim ltem 1

BACK

Enter the following as displayed on the documentation you will
submit to verify this claim,

s

s are required unless noted 33 sptional.

Provider Name = Select Name ~s || +ADD NEW PROVIDER

Service Start Date | | MM/DDIYYYY (example). Day(s)
you recaived care, not day you
paid

Service End Date (optional) MWDDH/"W" 13;@”-?'5)— If for
more than one day

Description of Service - Select From Common Services or Other Services:

Commeon Services | Co-payment (medi... \

Other Services | Select from Others A4 J

Your out-of-pocket cost
Amaount $

| | +ADD NEW PATIENT

Patient Name = Joe Member (Acco...

Mileage Reimbursement for This Claim

-
N | Enter Mileage
(optional) 4

Enter Locations.

MORE - Add Another Item for This Claim
NEXT - No More Items for This Claim

Health iy, e, M Rights Reservee, A contentand b
i Mot s v i e 10 prics t2xor cg=

it e el
Soulrgs ouarmies aro proaided for I stren

- ot lows. e lEquily s asatind
Paces ol i 100l concult 3 profslons advisar rgarding ynr
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5. BEURRIREFERE
» MERHFFEWERH , SET—F ERFEFEWE (Saved but Need
Receipt)s FFAEEH

GESTMRA - 1 )

Card Center
sty FaarsinS
Review and Submit Claim .-

BACK

Entered Claim Items [1) tost ‘

R Deiste Al Clain lams

Dertal Ore Assccates (5 -
il  Co-payment {medical,... in-network) 1 510.00
o Jehn De fAcozunt Hoidor] =

Add Documentation for This Claim
ax 5B, DF TIFF,GIF, PG

6. BERXWIE , BHE=ER % .
= VERERWIE ( ZBER  SENRER )
= BRELEINE (ERXBECH , RESES "THRERE, )
» THRER (REXRCHETERERLBANER  TEBEERBFERLH
WiR— B BELUETIRE )

£ SFMRA A= OB e

Step 3 of 3
Attach Documentation

entati

Your Documentation Must Include:

Attach Documentation Online NOW
Attach Documentation Online LATER
Download Glaim Form (PDF)

Done

¥4H H158 000887ZH 1224
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7. MERRWIEE -
= ELE T“Sybmit Receipt NOW”
» BEERERE LM "NEXT.

Dashboard Claims & Activity Caleulators Card Center

BACK Instructions

Attach Your Documentation Online

Your claim will be processed within a few deys. return (o this site to view the
status of your claim and paymant

Follow These Steps

Save a digital Eachfile canbe  Click the Add
copyorscana  nolargerthans  Documentation
papercopyas  MB. You may button, select
onaofthese file  need to the file(s) then
types: compress them,  confirm,

JPG

PDF

TIFF

GIF

PNG

s . ancl may b protectedby ot s, healthEauityls ar

8. FIRWIBERARR LRWE
= BE, MERIHEEGREXH

Step 1 of 2

i Select Receipt File(s)

Or. Tost By 350 0]

DELETE FILE FILE NAME FILE SIZE
DR__TEST_RECEIPTFDF JN.0KB

Add More Documentation for This Claim

No More Documentation for This Claim

E5H,#15 8 000887ZH 1224
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» EEUNIBEZREIEE "SUBMIT RECEIPTS”

© Success!
Your documentation was successfully received.

Your claim will be processed in 2 1o 3 business
days.

You can check its current status on the Claims &
Activity page at any time.

oK

¥6H,H158 000887ZH 1224
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1. EERXRERE,

EEE T“Pay Provider” |

SPONSORED ACCOUNTS

SF MRA, SF M RA
o Reimburse Me B Pay Provder @ View Claims & Paymens

- oo
: % o 3
$1.00 Jul 11, 2026 00
$100
NoClaim Deadine

RECENT ACTMITY

Omtes Activity St Amount

~Tax Prsgpam Spanaor Additional Contribution Poted $1.00

= EEISREE M "Payment Selection

2. B AREER - Make One-Time Payment

+ SF MRA PAY MY PROVIDER CLAIM

BACK Instructions

Submit this claim to make a payment directly 1o your provider far

B sF MRA

Before You Start
Have your receipt or contract in Enter one receipt of conract ata
front of you time.

Follow These Steps

O 6 0 O©o

Enter Service Enter ltem Enter Review and  Upload
Date(s) Details Provider Submit Claim Receipl(s)

Make One-Time Payment

Make Recurring Monthly Payments

BTH,H15H

000887ZH 1224
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3. ERRBHAMMBBERBY (BEE ) My, AKRFE "Next,

S
Enter Service Date(s)
Enter the following as displayed on the receipt or contract you will

submit to verify this claim. All information will be verified when your
claim is processed.

All fields are required unless noted as optional.

Service Start Date | 03/01/2024
Service End Date (optional)

4. MAZREER
ERELEMD
» RHA(BIHERERNFESHRENER )
» SR (BABRESH)
= BEHR (RFHBEARBREREDTIHUHARE)
= FAEE (BER  NRRBERREHEE
HEERNRE , AITTUBEFIMBFEHRENRELES )
- BRENRE (BRERE  BERER)
= WRFERES (BEE | BREBER)

+ SFMRA PAY MY PROVIDER GLAIM Apm 5, 2024

Step 2 of &
Enter Item Details

MMIDDAYYYY (example). Day(s)
you received care.

MM/DDIYYYY (example). If for
more than one day.

BACK

Enter the following 2= displayed on the receipt or contract you wil
SUDMIE With this eiaim. TS NTOMII0N Wil DE YeNled When your cam
s precessed,

AllTIEHS are r2quired Uniess noted as opional,

Reter to your providers Invoica for Invaice & Account Numbers.

Description |CO.payment(med|c... ~

Amount 3 [ 10 ‘ Your oul-of-pocket cost
Patient Name | John Test (Spouse) v | |_+ADDNEW PATIENT
Invoice Number (optional) [ TT.“:”T.M:?. 7|crmm
Account Number (optional) [— f‘e“cloznme;nule:. e :.uh

%ﬁ% r“Next”J
¥8H ,H158 000887ZH 1224
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5. MAZEER
ERELIN
- RHUERSE
= REEMEFub
= REENBEEFERS

Step 3or §
i Enter Provider Information m

Add a New Provider
ENSHE QUK Ml GIVEy by C0UDIE-CREcking e A00'ESS aJainstycur
provider's nvoice

Al Tizids aie required uniess noled a3 optonal

Waximum 40

Name | Dr Mickey Mouse

Mailing Address 1 | 1 Main St s

| Maximum 35 charciers

Mailing Address 2 [optional}

| Maximum

City = Orlando
State FL ~ |

- Ext. (o) l.ltnﬂl\
ZIP Code | 47472 | |

Arma Prefix  Lins Ext. (optianal)

Daytime Phone | 502 |- 111 | 1111 |

BHE TNext,

6. BEEVIRXNEE
» EBEHEIIREZF“Submit Claim”
» ZHEFEEIWE

+ SF MRA PAY MY PROVIDER CLAIM

Step 4of 5
Review and Submit Claim

BACK

Carefully review the information before you submit your claim.

Your receipt must be recelved by a plan's “Claim i By Gate n order to be
considerad for payment. Al information will be venfied (and comected. if
necessary) when your claim is processed

Provider unt Number

Dr Mickey Mouse 380

1 Main St /i MNumber

Orlande. FL 47172 N Providad ew
(802) M1-1111 T 01
Expe e Patient Paymant Amount
Co-payment (medical, in. Johin Test

natwork] {Spouse) [510.00]

Requested Paymant [
A5 s0on as possible
Following appeoval of claim, re
patance to make payment.

wiew of receipt, and v ion of available

000887ZH

1224
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» MBBEBTRIRE , BRENLWE , SER—E
“Saved but need Receipt!” 1R & EH
= BE TOK”, , BUIEREET —SREIKE

+ SF MRA PAY MY PROVIDER CLAIM

Step 4 of 5
Review and Submit Claim

SUBMIT CLAIM

Carefully review the information before you submit your claim.
Your receipt must be receved by a pian's “Claim ¢ By date in order fobe

© Saved but Need Receipt!

You are required to submit a receipt before your
claim can be processed.

You will have the opportunity to do so next.

oK

Following approval of claim. review of receipl, nd vericalion of avaiiabie
‘Baiance to make payment ' '

i)
i
S
]
Hil
Xt
i
S
&
i
B
i
W%

BE4H
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MHEAEHE S KRERE - EHET
1. BEEREE LM "“Payment Selection” |

2. BhE® T“Make Recurring Monthly Payments ; &

3. MAZEER
ERETRA
- EHXREBEBENRAH
= ERNRBER B
- FRRE

* SF MRA PAY MY PROVIDER CLAIM Apnl 18, 2024

Step 1of 5
Enter Service Date(s)

Enter the following as displayed on the receipt or Gontract you will
submit to verity this claim. All information will be verfiied when your
dlaim is processed.

Firs requested payment date must be 10 days in the future or later

First requested payment date must be within 10 days of ihe First Payment
Service Date or later.

Al fields are required.

% f ] MM/DDAYYYY (example) Day
First Requested Payment Date | 04/28/2024 a et Mym\:;:‘"?a“:z 2y yput

e ————— , Pt
MMIDDYYYY (example). Fiest
First Payment Service Date |03/01/2024 [ oy e o 1 e
|
requested payment

Number of Payments | 2 ~> |

front of you time.

Follow These Steps

Enter Service Enferltem  Enter Review and  Upload
Date(s) Detaiis Provider Submit Claim Rece|pi(s)

Make One-Time Payment
Make Recurring Monthly Payments

212 "Next,
4. BENRKEER

+ SF MRA PAY MY PROVIDER CLAIM Apiil 18, 2024

Step 10of 5
Review Payment Schedule HEXT

Your Monthly Payment Schedule

Payment Date Service Date
28-Apr-24 01-Mar-24
25-May-24 01-Apr-24

Total 2 Payments

i#1E "Next,

EFMMEHE #1585 000887ZH 1224
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5. MAZEER
» EBRLUTHRA, LETHEIEE "Nexty

+ 5F MRA PAY MY PROVIDER CLAIM

Step 2afd
SACk Enter Item Details

Enter the following as cisplayed on the receipt or contract you will
submit with this claim. This informaien wil be venmed wien your ciaim
5 processed

All figlds are required unless noted as oplional
Retfer to your proviger's invoice for Invoice & Account Numbers.

Description | Co-payment (medic... |

Amount g [ ,10 1 vourou -Cf-pocke] oSl

PatientName | John Test(Spouse) v || +aconswamant |

Recommended, Pr
fequIre i 10 Proess

Invnica Number (optional) [
L

mended.
s 10 pic

Account Number (optional) [

6. MAREERN
= FESEEREHMNRNNE

© Contract Required as
Receipt

You are required to submit a contract from your
provider instead of a receipt for this expense in
order to request recurring payments.

The provider contract must include:

1. Provider name
2. Patient name
3. Description of service

4. Payment schedule, including dates of service
5. Payment amount

®12H , #1585 000887ZH 1224
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7. MARMEEH
= ERUTHEABERHES

* SF MRA PAY MY PROVIDER CLAIM Agpril

Step 3of &

BACK <
Enter Provider Information

NEXT

Add a New Provider

Ensure queck mail Jelvery Dy double-checking the address sgainst your
BECVICErS inVoie.

AN Teids are required unless noled a5 opional

Name [Dr Mickey MDI.ISB| J MM 40 characiers
Mailing Address 1 '1 Main St 7| taximum 35 chasacters.
Maximum 35 1S,

Mailing Address 2 (optional)

[+

t‘_.l' Orlando Maximum 40 Cf

State FL ()

Ext. (optional)

ZIPCode | 47172 |
Araa Prafix Line Ext (optional)

Daytime Phone | 502 - 111 | 1111 | |

8. BEEWIREXZE
= BELNENE , BB TERXZEE (Submit Claim).

+ SF MRA PAY MY PROVIDER CLAIM

Step 4 0f 5
= Review and Submit Claim

Carofully review the information before you submil your chaim.

‘Your recefpt must be received by a plan's "Claim i By" date in order to be
considered for payment. All information will be verified (and comected, if
NECEssary) when your claim is processed

Frowvider Account Number Service Date
Or Mickey Mouse [, vided
1 Main 51 nvoice Number [T |
Criando. FL 47172 i

None Provided
(502} 1111711 ) 01

Expense Description Patient Payment Amount
Co-payment (medical, in. John Test
network) Spouse) $10.00

Requested Payment Date

As soon as possible

Follewing approval of claim, review of receipt. and verification of availamie
balance o make paymaent,

F£13H,

t15 § 000887ZH 1224
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9. EXRUIR
» BEZEASXATRIWIR. FEE—E

Step 50f 5
Submit Receipt

Your Receipt is Needed

YoUur receipt must be received by a plan's "Claim it By” date in order to be considered
for payment. All information will be verfied when your claim 5 pocessed, and
comected if necessary.

Your Receipt Must Include:
1. Date of service or purchase
2. Description of SEVice or purchase
3. Provider or marchant name
4 Pgtient nama
5. Your cost

Choose One of These Options

Submit an slectronic Submit an electronic Download a claim form
version of your receipt version of your receipt to print and send via
online NOW, online LATER. tax or mail.

Recommenaden! This is
the fastest way 10 get
your ciaim piocessed

Submit Receipt Online NOW
Submit Receipt Online LATER
Download Claim Form (PDF)

Done

BEREXAFAR , BB "T—F (Next), #iE

10. L&Y

+ SF MRA PAY MY PROVIDER CLAIM - SUBMIT RECEIPT ONLINE

P cacr | Step 10f 2
Select Receipt File(s)
Dr Mickey Mouse l ﬁ- ($10.00

Add Receipt for This Claim

¥148H #1585 000887ZH 1224
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= BE, MERIHEEGREXH

Step 2 of 2
BACK Review and Submit Receipt(s)

Dr. Test Q 01 [ $50.00 ]

FILE NAME FILE SIZE
DR__TEST RECEIPTPDF 310 KB

CERTIFICATION AND AUTHORIZATION
| certify I on this form &5 accur

SUSMITRECEIPTS

pra— Step 20f2
<= Review and Submit Recelpt(s)

~ Success!
Your recaipt / fle was successiully sudmitied.

Your claim will be processed in 2 to 3 business

days.

You can check lis current status on the Claims &
Activity page at any time.

oK

= BT TOK, . BEZAREX

EEER 2

MBEEE FRRXREEFMER , ZMH HealthEquity/WageWorks & & R BB AS £
RIEBEREWE , IEELENEARSEE,

75 NE 1(866) 697-6078 BiiAEE M.
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