HealthEquity: | EZ Receipts

/ YOUR ACCOUINT FOR HEALTH COSTS

TAI KHOAN BOI HOAN Y TE
Cach Nop Bon Yéu Cau Phé Duyét

Cac Tuy Chon N6p Pon Yéu Cau

« NOp ho sd yéu cau truc tuyén: Ding nhap vao tai khoan ctia quy vi tai participant.wageworks.com/sfmra dé guii yéu cau dién tu.

« NO&p don yéu ciu qua fax hodc thu: Quy vi c6 thé nhap thong tin chi tiét vé yéu cau truc tuyén, in biéu mau da dién day da va gl
qua fax hodc glfi qua dudng buu dién cuing véi cac tai liéu.

Fax: Thu buu dién Hoa Ky:
1(866) 599-3058 CLAIMS ADMINISTRATOR
P.O. Box 14857, Lexington, KY, 40512

Huéng Dan Dién Vao Biéu Mau Nay

« Hoan thanh TAT CA thong tin vé chu tai khodn.

« SUrdung tai liéu ctia quy vi @é hoan thanh ting phan clia biéu mau, bao gdm nhiing phan sau:
- TénNha CungCép - Loai DichVu
- Ngay Cung Cap Dich Vu - Trach Nhiém cta Bénh Nhan
- Tén Bénh Nhan va M&i Quan Hé v&i Cha Tai Khoan

Loi Khuyén Khi Giri Yéu Cau Loi Khuyén Khi Giri Qua Fax

«  Dénhan danh sach day du cac chi phi du diéu kién danh cho «  Khong st dung trang bia khi glii biéu mau yéu cau va tai liéu
chuang trinh clia quy vi, hdy dang nhép vao tai khoédn cla qua fax
quy vi tai participant.wageworks.com/sfmra va chon « Chigliyéu céu cho tai khoan cta riéng quy vi.

“Eligible Expense” (Chi Phi Bd Diéu Kién) & phia bén tréi man

hinh. Chi glfi yéu cau cho cac chi phi da diau kién. Loi Khuyén Ve Xem Trang Thai Yéu Cau

. Ngudi phu thudc du didu kién dugc dinh nghfa la vg/chong, + Vuilong dgi 2 ngay lam viéc ké tif ngay chiing t6i nhan dugc
con céi du didu kién hodc ngudi than du diéu kién. Con céi yéu cau cta quy vi dé ching toi tién hanh xt ly.
du digu kién dugc dinh nghta [a con cai phu thudc dudi 26 + Quyvis&dudc thong bao qua email vé tinh trang yéu cau cua
tudi hodc moi dd tudi néu cé thuong tat vinh vién. Ngudi quy vi néu ching tdi cé dia chi email hgp [é trong ho sa (dé
than du diéu kién la ngudi séng v8i quy vi han nifa nam. Con cap nhat dia chi email, vui long ddng nhap vao tai khoan cta
céi va ngudi than du dieu kién phai 3 ngusi khdng tu chi tra quy vi tai participant.wageworks.com/sfmra va chon
dudc qua mot ntfa chi phf hé trg ca nhan. “Profile” (H6 SA) & goc trén bén phai man hinh).

Loi Khuyén Vé Tai Liéu

« Hay dam bao rang céc tai liéu dé doc.

« Xem laitai liéu Cau Hoi Thudng Gdp clia chuong trinh dé
chdc chan vé cac yéu cau déi véi viéc gl yéu cau. Viéc khong
gUi céc tai liéu can thiét c6 thé dan dén cham tré trong qué
trinh xU ly yéu cau ctia quy vi.

« Viéc st dung bt da quang khién cac ndi dung trén tai liéu trd
nén khé doc, do d6 khéng nén st dung but da quang.

«  Chigliban sao ctia biéu mau yéu cau va tai liéu - hdy gill lai
ban gbc ho sd cla quy vi néu gli qua thu buu dién Hoa Ky.

« Cacsécdahuy, bdn sao séchodc héa dan thé tin dung
khong chita day du 6 thong tin bat budc dé phé duyét chi phi,
vivay ching khéng dudce chap nhan dé ndp ho sc.
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HealthEquity MEDICAL REIMBURSEMENT ACCOUNT (MRA)

¥OUR ACCOUNT FOR HEALTH COSTE

https://participant.wageworks.com/sfmra Standard Pay Me Back Claim Form
e File claim online: Join the growing majority of participants who submit their claim online

for faster service. Log in to your account at https://participant.wageworks.com/sfmra

to file your claim electronically and upload your documentation.
¢ File claim via fax or mail: Claim forms may also be filed either via fax or US Mail

and sent to the following locations: Fax: 866-599-3058,

US Mail: CLAIMS ADMINISTRATOR, P.O. Box 14857, Lexington, KY, 40512
¢ Claim processing time: Claims will be processed within 2 business days after receipt of the form.
You may check the status of your claim by logging in to your account at https://participant.wageworks.com/sfmra.

ACCOUNT HOLDER:

Last Name First Name
* Your ID Code is the last 4 digits of one of the following: Social Security Number or a unique
employee number that was given to you by SF City Option.

ID Code* Account Holder Zip Code

S|F| [M|RIA

Program Sponsor Name

PATIENT NAME, RELATIONSHIP TO ACCOUNT HOLDER OUT-OF-POCKET
PROVIDER NAME AND SERVICE DATES AND TYPE OF SERVICE COST

Provider Name .
Patient Name:

Relationship to Type of Service:
Account Holder: D OTC (Over-the-Counter) D RX (Prescription)

Start and End Dates (MM/DD/YY) Cseir Ol viegical E1 dental/orthodonts SL‘ |

Spouse D ) D - , !
D Qualifying Child Premiums Vision
to DQuaIifying Relative DOther:
PATIENT NAME, RELATIONSHIP TO ACCOUNT HOLDER OUT-OF-POCKET
PROVIDER NAME AND SERVICE DATES NAME AND TYPE OF SERVICE CoST

Provider Name X
Patient Name:

Relationship to Type of Service:
Account Holder: D OTC (Over-the-Counter) D RX (Prescription)

Start and End Dates (MM/DD/YY) Dielf D Medical D Dental/Orthodontia SL‘

pouse
DQuaIifying Child DPremiums D Vision ’
to D Qualifying Relative D Other:
PATIENT NAME, RELATIONSHIP TO ACCOUNT HOLDER OUT-OF-POCKET
PROVIDER NAME AND SERVICE DATES AND TYPE OF SERVICE COST

Provider Name X
Patient Name:

Relationship to Type of Service:
Ecount Holder: D OTC (Over-the-Counter) D RX (Prescription)
Start and End Dates (MM/DD/YY) z;e)lcfuse [ Medical [ pental/orthodontia $L‘ |
DQuaIifying Child D Premiums D Vision ’
to [ aualifying Relative Oother:
PATIENT NAME, RELATIONSHIP TO ACCOUNT HOLDER OUT-OF-POCKET
PROVIDER NAME AND SERVICE DATES AND TYPE OF SERVICE CosT

Provider Name X
Patient Name:

Relationship to Type of Service:
Ecount Holder: D OTC (Over-the-Counter) D RX (Prescription) S ‘ |
f
Start and End Dates (MM/DD/YY) D izlouse D Medical D Dental/Orthodontia ) !
o DQuaIifying Child DPremiums D Vision
D Qualifying Relative D Other:
CERTIFICATION AND AUTHORIZATION: | certify that the information on this form is accurate and complete. | am
requesting reimbursement for eligible deductible expenses incurred by myself or an eligible dependent while . ‘ |
| was a participant in the plan. (Patient & Relationship is assumed to be Self unless otherwise indicated.) | have CLAIM FORM TOTAL: S , 1

already received these products and services and confirm that by requesting reimbursement here that | have
not and will not seek reimbursement of this expense from any other plan or party. If | am covered under more
than one healthcare account, reimbursement will be made according to the payment order determined by
those plans and as stated on the website. Use of this service indicates my acceptance of the User Agreement at
https://participant.wageworks.com/sfmra (click on LOG IN/REGISTER). .
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