UPMC Consumer Advantage- Reimbursement
Request Form

Instructions

Step 1: Participant Information
*  Complete all of the fields in this section.
Step 2: Reimbursement information
*  Check your receipts to ensure they are properly itemized and/or signed (if applicable).
Step 3: Claim information
Complete the table by following these instructions:
* Enter the applicable three- or four-letter code (located in the table on the next page) to identify your plan type.
*  Mark “Y"if you used the online claim submission tool to file your claim. Otherwise, mark “N.”
* Provide the date or range of dates on which you incurred the expense(s).
* Provide the name of the facility where you incurred the expense(s).
*  Provide your name or the name of the tax dependent who received the product or service.

* Provide the total amount you are requesting for the expense(s).
* Tally all of your claims and write the total in the Total Reimbursement Requested box.

Step 4: Dependent care (if applicable)
Please note: If the dependent care provider is unable to give you a receipt for your tax dependent’s care, the provider will
need to sign this form.

* Provide the applicable dependent’s name and date of birth.
*  Check the appropriate box to indicate whether you paid for adult care or child care.
* Obtain the dependent care provider's signature (if applicable).

Step 5: Participant certification
* Read the participant certification, then sign and date the form.

Submit the completed form and supporting documentation to:

UPMC Benefit Management Services Claims Fax: 1-844-361-4700

PO Box 2784 Email: consumeradvantage@upmc.edu
Fargo, ND 58108-2784

Documentation requirements
According to the IRS, third-party receipts for medical expenses must provide the following information:

* Date service was received or purchase was made
* Description of service or item purchased
* Dollar amount (after insurance, if applicable)

According to the IRS, third-party receipts for dependent care expenses must provide the following information:

* Dates of service
*  Dollar amount
* Name of day care provider

Please note: If a receipt is unavailable, a signature and certification from the provider will be sufficient.
Unacceptable forms of documentation include the following:

* Provider statements that indicate only the amount paid, balance bought forward, or previous balance
*  Credit card receipts that only reflect a payment
» Bills for prepaid dependent care/medical expenses where services have not yet occurred

When submitting a receipt for a copayment amount, be sure the copayment description is on the receipt. In some cases,
you will need to ask for a receipt at the point of service. If the copayment is not clearly identified, have the provider write
“copayment” on the receipt and sign it.

(Continued on next page)



This form is for reimbursement of eligible out-of-pocket expenses. Please note that reimbursement requests for
expenses paid by debit card must be accompanied by a receipt. This form alone cannot be used to substantiate debit
card transactions.

Step 1: Participant information
*=Required Fields

*Employer Name (Do not abbreviate) *Member ID

*Participant Name (First, MI, Last)

Note: Reimbursements will be sent to the address on file with UPMC Benefit Management Services. If an address change
or update is needed, please contact your Human Resources administrator.

Step 2: Reimbursement information

When submitting a receipt for a copayment, be sure the copayment description is on the receipt. In some cases, you
will need to ask for a receipt at the point of service. If the copayment is not clearly identified, have the provider write
“copayment” on the receipt and sign it.

Step 3: Claim information

*Did You File *Date(s) * -
. . Name of Person Receivin .
*Plan Type' Online? Expense(s) *Merchant/Provider Name Product/Service € | *Claim Amount
(YorN) Incurred
*Plan Types * .
FSA-health care FSA; DCA-dependent care FSA; LFSA-limited purpose FSA; PKG-commuter parking account;? TOtaI Relmbursement =
TRN-commuter transit account;? HRA-health reimbursement arrangement; HIA-health incentive account REQUESted

2For qualified transportation accounts, per IRS guidelines, claims can be reimbursed only if they are submitted within 180 days of the date of service, up to the mandated maximums.

Step 4: Dependent care

If you are unable to provide a receipt for any claim(s) submitted for your dependent care account, your day care provider
must sign below. If you would prefer to file only one claim for the plan year, please access the Recurring Dependent Care
Request Form in the Forms section of the UPMC Consumer Advantage website.

| Y | O adutt care O child Care

Dependent Name Date of Birth (mm/dd/yyyy) Service Type (choose one)

Provider signature and certification
| certify that the information provided is accurate. | understand that the purpose of my signature on this form is to
eliminate the necessity for the participant to provide receipts for reimbursement purposes.

*Dependent Care Provider Signature

Step 5: Participant certification

| certify that the reimbursement requests | am submitting are eligible expenses as defined by the IRS and that | have

not been reimbursed for these expenses, nor am | seeking reimbursement for these expenses from any other source. |
understand that UPMC Benefit Management Services, its agents, or employees will not be held liable if | submit ineligible
expenses for reimbursement. By submitting this request, | certify that the information provided is complete and accurate.
If there are any changes in the information provided, | understand that it is my responsibility to notify UPMC Benefit
Management Services. | understand that | should retain a copy of all submitted documentation in case of an IRS audit.

*Participant Signature *Date
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Nondiscrimination notice

UPMC Health Plan' complies with applicable federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, sex, sexual orientation, gender identity, or gender
expression. UPMC Health Plan does not exclude people or treat them differently because of race,
color, national origin, age, disability, sex, sexual orientation, gender identity, or gender expression.

UPMC Health Plan provides free aids and services to people with disabilities so that they can
communicate effectively with us. Aids and services may include:

o Qualified sign language interpreters.
o Written information in other formats (large print, audio, accessible electronic formats, other
formats).

UPMC Health Plan provides free language services to people whose primary language is not English.
Language services may include:

o Qualified interpreters.
o Information written in other languages.

If you need these services, contact the Member Services phone number listed on the back of your
member ID card.

If you believe that UPMC Health Plan has failed to provide these services or has discriminated in
another way on the basis of race, color, national origin, age, disability, sex, sexual orientation, gender
identity, or gender expression, you can file a complaint with:

Complaints and Grievances
PO Box 2939
Pittsburgh, PA 15230-2939

Phone: 1-888-876-2756 (TTY: 711)
Fax: 1-412-454-7920
Email: HealthPlanCompliance@upmc.edu

You can file a civil rights complaint with the U.S. Department of Health and Human Services,

Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.nhs.gov/ocr/portal/lobby.jsf, or by mail or phone at U.S. Department of Health and
Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019. TTY/TDD users should call 1-800-537-7697.

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.

'"UPMC Health Plan is the marketing name used to refer to the following companies, which are
licensed to issue individual and group health insurance products or which provide third party
administration services for group health plans: UPMC Health Network Inc., UPMC Health Options Inc.,
UPMC Health Coverage Inc., UPMC Health Plan Inc., UPMC Health Benefits Inc., UPMC for You Inc.,
Community Care Behavioral Health Organization, and/or UPMC Benefit Management Services Inc.



Translation services

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
Llame al 1-855-492-8762 (TTY: 711).

AR AREBERERDX - BRI REESES ERRE - 35 E 1-855-492-8762
(TTY : 711) o

CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hé tro ngdn ngir mién phi danh cho ban. Goi sb
1-855-492-8762 (TTY: 711).

BHMMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM SA3bIKe, TO BaM OOCTYMNHbI GecnnaTtHble ycryru nepesoga.
3BoHuTe 1-855-492-8762 (Tenetann: 711).

Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte ebber
gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-855-492-8762
(TTY: 711).

= et=0E MEotA= 82, 20 NI MEBIAE 222 01Eota &= JASLICH.
1-855-492-8762 (TTY: 711) 122 Matol FHAIL .

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-855-492-8762 (TTY: 711).

1-855-492-8762 o8 Juail . laally Gl ) 55 4 galll 3ac Lusall iland (8 cAall) 83 aan®h i€ 1) 1aks sala
(711 oSl 5 aall Cala B8 )
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-855-492-8762 (ATS: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfugung. Rufnummer: 1-855-492-8762 (TTY: 711).

YUoll: A dR Al el &, dl [A:2es einl AUslad Al dAHRL HIZ GUdsd 8. Slot 53
1-855-492-8762 (TTY: 711).

UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod
numer 1-855-492-8762 (TTY: 711).

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis éd pou lang ki disponib gratis pou ou. Rele
1-855-492-8762 (TTY: 711).

IS U sidgAS unwmanign ihwmsiuntgwigamaniwosAaig
AgEGIRT QIS g 1-855-492-8762 (TTY: 711)"

ATENQAO. Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para
1-855-492-8762 (TTY: 711).
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