HealthEquity: | WageWorks

Medical Reimbursement Account -
Online Claims Submission User Guide

Your Medical Reimbursement Account is a great way to save on eligible health care costs,
and HealthEquity/WageWorks has worked hard to make the claims and repayment process as easy
as possible.

This guide outlines the claims and submission process and the Pay My Provider (PMP) process
using the HealthEquitylWageWorks website.
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Before we outline the steps, here are a few things to know about the claims process:

= The Medical Reimbursement Account (MRA) is a health care account with funds that can be used
for eligible health care costs. This means that to get your money back, you must first prove the cost is
eligible for reimbursement by providing documentation.

= You will need to submit a receipt or other relevant documentation that includes the information below:
e Provider Name
o Patient Name
e Type of Service
e Service Date(s)
e Proof of Payment

Online Claims Process
Create Your Account

To start a claim, you will need to first log into your account at participant.wageworks.com/sfmra.
If you have not already made your account, you will need to do that first.
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Filing a Claim

After you have signed up for an account and created your username and password, you can submit claims
for eligible health care costs. To submit a claim through the web portal:

1. Log in to your HealthEquity/WageWorks account at participant.wageworks.com/sfmra

User Hame
‘Welcome to the Medical Reimbursement Account (MRA) website
[—
Welcome to your HealthEquity | WageWarks Spending Account Online Services, your confidential, one-stop resaurce for
information and tools designed to help you better manage your spending accounts.,
= ptions
Your Payment Oy
Did you know your reimbursement can be sent directly to your personal bank account? Direct deposit is the quickest and safest
b sy way (o get reimbursed for your eli

ble healthcare expenses. Your money is autamatically deposited inta your account, on time,
every time. It's simple to enable direct deposit on your account. Get started now!
New Users — Register Hera | LETS TAKE A LOOK
Este sitio web no est disponible en espaiiol. Si necesita ayuda en espahol, llame al
(866) 697-6078. Es posible que haya un pequefio momento de silencio mientras trasiadamos Ia Ilamada con un representante
que hable espafiol.

EEMMBPRIEE, MRMPXIE, WHE: (866) 697-6078. BEF
Spending Account Online Services brings you information and tools te:

« Review your spending account balances.
+ Review claims status

+ View your statements

« Download forms

« And much, much more

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

Tarwn o o Py Brosy g EERCRETN——

2. From the main dashboard, click “Reimburse Me”

SFMRA A = 5 B
R s Heme St Lacout
SPONSORED ACCOUNTS Medical Reimbursement Account MANAGE ACCOUNT
Acme Corp, Inc. Full Purpose FSA
o o B = General Farms,
Medical Reimburserment Accoun b ReimburseMe KB PayProvider B View Claims & Payments  wls Pick and Process
$18083 Statements
ovoL s 1T
- About This Program
& ] é
Eligible Expanses List
Available Balance” Spend It By; Election Amount; Clble Dependent
izible Dependents
$180.83 12/31/2023 $2,700.00 List
Shop qualified FSA items First Day Availsble Toal Fundls Out Manage Cards
at FSAStore.corr
01/01/2023 $333.34 Autharized Individuals
1tBy
@ Transaction: 03/31/2024 oucar
needing attel Lo net plan RESOURCES
* Balances may not reflect current card transactions FsAStere.com &
RECENT ACTIVITY View Al
Date Activity Status Amount
09/14/2023  Mail-Order Diabetic Supplies In Process | Not Paid §1517.12
08/11/2023  Center for Orthopecic Completed | Paid §17.57
08/01/2023  Surgery In Process | Nat Paid -§12.79
07/21/2023  Mail-Order Diabetic Supplies In Process | Partially Paid 52013
07/15/2023  Greenwood Diabetes Clinic Camplated | Paid 423334
Language Assistance/Non-Discrimination Privacy Policy Contact Us Copyright & 2019 HealthEquity Hea|tthuity'
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3. Review claims submission instructions and click “Next”

O B et
Supaott Lagout 10

BACK Instructions

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

E Health Care

Before You Start
Have your documentation in front of you.  Enter ana item at a time.

Follow These Steps

2]

Enter Claim Detalls  Review and Upioad  Subrit Glaim and
Documentation Print Form

I and etfee i Hedl iy arugisand
w0 sl Yo 100l consal a profesiona acvisar rezarig your

220022022  ealthE iy, . M Rights Ressres. A cenents e e,
tradlmarkof HeaTh Exulty: . Hopartaf Tissite s ntordded 10 provids tasor g
peranslatustion.

st
Savings csamplos e prowde for

4. Fill out all the information needed
= (Click “Next — No More Items for This Claim”

O 5 JoeMemizr
Supaort  Logaut 0130

Claims & Activity

Step 1of 3
Enter Claim Item 1

BAGK

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

ANl Bields are require

55 noled a3 optional

Provider Name | Select Name « || +ADD NEW PROVIDER

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

Service End Date (optional) "‘M/““h'“‘” 12‘“?'6}— If for
mora than one day

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

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

Gther Services | Select from Others hd J

Your out-of-pocket cost
Amount $

| +ADD NEW PATIENT

Patient Mame | Joe Member (Acco...

Mileage Reimbursement for This Claim

~
N | Enter Mileage
(optional)

Enter Locations

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

T m
e i intarded 1 provics s lega ac

S this b i ighte by |
Saings exampees re prosded for e

3 cegstend
S ey vou Sron oo artiear regareling your
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5. Review and submit or save your claim

= Ifareceiptis needed, a pop-up message will appear stating “Saved but Need Receipt”

‘g}, SFMRA L R - @
o Voo oo Swan lasx A
Review and Submit Claim = =
‘ Entered Claim Items 1) ot [510.00] ‘

# Deiste Al Clain tarms

Denil e catss (5. s
@ Co-payment (medical,... in-network) 1 aD
‘for Jehn Goe (Acoount Hoder) =

Add Documentation for This Claim
il 22 S A

emped e tppes are JPG, FOF TIFF GIF P

lie documentation

CERTIFICATION AND AUTHORIZATION

o
fgikle dep eipant inthe plan. | have slvsady
i

praducts
plan or parky 11 am

Wie St

6. To submit a receipt, you have three options:
= Submit Receipt Online NOW (recommended for faster processing)
= Submit Receipt Online LATER (claim will show “Pending Status” until a receipt is submitted)

= Download Claim Form (Claim form will be already filled in with the information entered online
and can be sent by fax or mail with your receipt for processing)

i SEMRA A B 0B e
e S e s e Hma;m@

Step 30f 3
Attach Documentation

BACK

Your Documentation is Needed

Attach Documentation Online NOW

Attach Documentation Online LATER

Download Claim Ferm (PDF)

Done
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7. To Submit Receipt NOW:
= (Click “Submit Receipt NOW”
= Click “NEXT” on the instructions screen

oy

#3° SFMRA
b A Vore Mo Suport Logout

Caleulators Card Center

Dashboard Claims & Activity

BAGK Instructions

Attach Your Documentation Online
Your claim will be processed within a few days. return to this site to view the
stalus of your claim and paymant

Follow These Steps

butt
the file(s) then
confirm,

8. Upload your receipt by clicking the receipt file
= Review, delete, or add extra claims documentation

Step 1 of 2
et Select Receipt File(s)

D Test By (s5000

FILE SIZE
31.0KB

DELETE FILE FILE NAME
DR__TEST_RECEIPTFDF

Add More Documentation for This Claim

No More Documentation for This Claim

000887EN 1224
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= Select the receipt file and click “SUBMIT RECEIPTS”

© Success!
Your documentation was successfully received.

Your claim will be processed in 2 to 3 business
days.

You can check its current status on the Claims &

Activity page at any time.

OK
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WageWorks

Medical Reimbursement Account
Online Claims Submission — Pay My Provider

HealthEquity/WageWorks offers employees the choice to use their account to pay providers directly for
services/ invoices rather than employees paying out of the pocket and then being paid back for the cost.
This process is known as Pay My Provider (PMP).

1. To submit an online claim, click “Pay Provider”

SPONSORED ACCOUNTS
SF MRA S F M RA
& Reimburse Me &3 Pay Provides B View Claims & Payments
$1.00
Y w3 r:Y
$1.00 Jul 11, 2026 e
1100
No Claim Deadine
RECENT ACTMITY
Dates Activity Stana Amaumt
Posted $1.00

= Click on “Payment Selection” on the instructions screen

2. Enter Claim Information — Make One-Time Payment

+ SF MRA PAY MY PROVIDER CLAIM

BACK Instructions

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

[ sF MRA

Before You Start

Have your receipt or contract in Enter one receipl or contracl at a
front of you time.

Follow These Steps

Enter Service Enter item Enter Review and  Uplkad
Date(s) Details Provider Submit Claim Receipl(s)

Make One-Time Payment

Make Recurring Monthly Payments

000887EN 1224
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3. Fill out the the Service Date and Service End Date (optional) fields, then click “Next”

+ SF MRA PAY MY PROVIDER CLAIM Apiil 18, 2024

Step 10of 5
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

- MM/DD/YYYY (example). Day(s)
Service Start Date 03/01/2024 ‘ you received care

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

Service End Date (optional)

?

4. Enter Claim Information
Fill out these sections:
= Description (Most frequent eligible expenses are listed)
= Amount (Enter out-of-pocket cost)
= Patient Name (Account Holder Name will be listed in drop-down menu to select)

= Add New Patient (optional, lets you add eligible dependent name, if claim is linked to your
eligible dependent)

= Invoice Number (optional but recommended)
= Account Number (optional but recommended)

+ SF MRRA PAY MY PROVIDER CLAIM

Step 20of 5
S Enter ltem Details

Enter the following a2 displayed on the receipt ar contract you will
SUBMIE with this elaim. This mformation will e ven‘ied when your daim
is processed

Al Tigids are required unless noted as optional.

Refer to your provider's invoice for Invelce & Account Numbers.

Pescription | Co-payment (medic...
Amount $| 10 | OUL-OH-POCKEL CoSL
Patient Name | John Test (Spouse) - | |_*ADDNEW PATENT

Invoice Number (optional) [

payment
Recommended. f
require this bo proc
payment

Account Number (optional) [

Click “Next”
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5. Enter Claim Information
Fill out these sections:
= Provider Name
= Provider's Mailing Address
= Provider's Daytime Phone Number

+ 5F MRA PAY MY FROVIDER CLAIM APl D, 2024

Step 3o §
2AGH Enter Provider Information m

Add a New Provider

LSUre QUK Mal Setivery Dy Soubiz-Crecang The atiress agamstyour
provider's nveice

Al fizids ar iequired wiess noled as optonal

Name | Dr Mickey Mouse

] Niaximiim 40 Characiers.

Mailing Address 1 1 Main St MAXBNLIM 35 Charciers

| maximum 35 chamciers

MWailing Address 2 (optional}

C|ty Oﬂandn | Maxmnum 40 chamacters.
state | FL. W |
Ext. [opticnal)
ZIP Code | 47172 !.‘ |
J J
Area Prefix  Lins Ext. {optional)

Daytime Phone = 5§02 | 1M1 - 111

Click “Next”

6. Review and Submit Claim
= Review the details and select “Submit Claim”
= Participants will be requested to submit their receipts

+ 5F MRA PAY MY PROVIDER CLAIM April 5, 2024

Step 4 of 5
i Review and Submit Claim

Carefully review the information before you submit your claim.

YOUr recelpt misst be recelved by 3 plan's "Claim i By” dzte In order fo be
considered for payment. All information will be verified (and corected, if
necessary} when your claim is processed

Provider Account Number Semvice Date
Dr Miickey Mouse e Provided

1 Main 5t

Orlande. FL 47172 -
(502) M1-11 01
Expense Description Patiant Paymant Amourt
Co-payment {medical, in- John Test

natwork] {Spouse) [ $10.00)

Requested Paymant Date

As soon as possible

Following appraval of claim, review of receipl. and verification of available
atance bo make payment.
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= |f Submit Claim was chosen but a receipt was not attached, a pop-up window will show
“Saved but need Receipt!”

= Click “OK” and you will have the choice to submit a receipt on the next step

+ 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 02 received by 2 plan's 'Claim 1 8y date i1 order o be

© 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 af ciaim. review of fecelpt, 2nd vericalion of avalatie
‘balance to make paymant.

7. Submit Receipt
= For steps to submit receipt, see page 4
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Pay My Provider Claim Instructions: Recurring Payments
1. Click on “Payment Selection” on the instructions screen
2. Click on “Make Recurring Monthly Payments” to continue

3. Enter Claim Information
Fill out these fields:
= First requested payment date
= First payment service date
= Number of payments

+ SF MRA PAY MY PROVIDER CLAIM Apnl 18, 2024

Step 10f 5
Enter Service Date(s)

Enter the following as cisplayed on the receipt or contract you will
submit to verify this claim. Al information will be verified when your
claim is processed.

First requested payment date must be 10 days in the future of |ater.

First requested payment date must be within 10 days of the First Payment
Service Date or lter

Allfigids are required.

First Requested Payment Date  (04/28/2024 | G ?f;“ﬁf?;’:;ﬂj:"ﬂj@‘f’“ iy jom

i . N m— DDYYYY ( B
First Payment Service Date |03/01/2024 | G ’;‘q‘;‘ (;IUC;‘E : V:‘:d ‘;}_‘jm“
il .

requested payment

Number of Payments | 2 Vv |

front of you time

Follow These Steps

Enter Service Enteritem  Enter Review and  Upload
Date(s) Details Provider Submit Claim Receipt(s)

Make One-Time Payment
Make Recurring Monthly Payments

Select “Next”

4. Review Payment Schedule

+ SF MRA PAY MY PROVIDER CLAIM April 18, 2024
Step 1 0f 5
Review Payment Schedule m

Your Monthly Payment Schedule

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

Total 2 Payments

Select “Next”
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5. Enter Claim Information
= Fill out the fields below and click “Next” when done

+ 5F MIRA FAY MY PROVIDER CLAIM

Step 2 of 5
aash Enter Item Details

Enter the following as cisplayed on the receiptor contract you will
Submit with this claim. This informaion wil be venned wien your ciaim
s processed

All figlds ase required unfess noted as aplional
Reter to your provider's invoice for Invoice & Account Numbers.

Description | Co-payment (medic... |

Amount $ [ ,10 Your out-of-pockel cost

Fatient Name ' John Test (Spouse) v i -_.;;BE’.'.‘-'E‘?;&&}__:

16 10 peed

Invoice Number {optional) [ Ru_am!“.e_n.d!_d' '_m'_'iﬂ.{r I
L fequire His o process youw
payment
Account Number {optional) [ FUCORTRMICHLC S Y oy

6. Enter Claim Information
= Contract Needed as Receipt for Recurring Payments

©® 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. DESCI’ipNOH of service

4. Payment schedule, including dates of service
5. Payment amount
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7. Enter Provider Information
= Fillin the following highlighted sections:

* SF MRA PAY MY PROVIDER CLAIM

Step 3of 5
Sage Enter Provider Information

Add 2 New Provider

Ensure guck mail delvery by double-checking the address sgainst your
prONIOErS invaice

A TS @18 required unless neted 5 optional

Name [Dr Mickey Mouse| ] PEENRIE S

axumum 35 characiers.,

Mailing Address 1 | 1 Main St

Mailing Address 2 (optional) [ il L e
Clt'_;f orla“du MaxImum 40 ¢
State [

Ext (opticnal)

zZPCode | 47172 |

Arsa Prafix Line Ext (optional)

Daytime Phone | 502 - 111 |- 1111 | |

8. Review and Submit Claim

= Click “Submit Claim” after reviewing your information

+ SF MRA PAY MY PROVIDER CLAIM

Step 4 of 5
BACH Review and Submit Claim

Carofully review the information before you submil your chai.

Your receipt 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

FProvider Account Number Service Date
Dr Mickey Mouse Nana Provided

1 Main 5t Invoice Number | tan |
Crlando. FL 47172 Nong Provided

(502} 111-111 = Z 01
Expense Cascrption Patient Payment Amount
Co-payment [medical, in- John Test

network) Spouse) m

Requested Payment Date

As soan as possible

Follewing approval of claim, review of receipt. and verification of availatie
balance to make payment,
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9. Submit Receipt
= You have three ways to submit a receipt. Pick one:

* SF MRA PAY MY PROVIDER CLAIM Agail 18, 2024

Step 5 of 5
Submit Receipt

Your Receipt is Needed

Your receipt must be receved by a plan's "Claim it By” date in order ta be considered
for payment. All informatien will be verfied when your claim i5 processed, and
comected if necessary.

Your Receipt Must Include:
1. Date of service or purchase
2. Descrption of Service of purchase
3. Provider or merchant name
4 Patient name
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.

Recommended! This is
ne fastest way lo get
your claim processad

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

Done

= After you choose a way to submit, click “Next” to continue

10. Upload Receipt

+ S5F MRA PAY MY PROVIDER CLAIM - SUBMIT RECEIPT ONLINE

m Step 10of 2
Select Receipt File(s)
Dr Mickey Mouse ‘ -Ot 531' aD

Add Receipt for This Claim
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= Review, delete, or add extra claims documentation

Step 2 of 2
BACK Review and Submit Receipt(s)
Dr. Test : [ $50.00 }
=0 |01
FILE NAME FILE SIZE
DR__TEST RECEIPT.POF 310 KB

CERTIFICATION AND AUTHORIZATION
that the inform o 5 form s 12 | am requesting reimbursament f

Confirmation

SUSMITRECEIPTS

pra— Step 26f 2
&2 Review and Submit Recaipt(s)

< Success!
Your recaipt / file was successtully sudbmitted.

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.

QK

= Press “OK.” You have now completed your submission.

Questions?

If you have any questions about submitting a claim online, our HealthEquity/\WWageWorks Member Services
team is available 24/7 to help you with the process or to answer any account questions you have.

Please call us at 1(866) 697-6078.
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