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Instructions for Filing a Claim for Reimbursement.
!
¥ HSI%&1()1N)+%($,)- L #9%!'#$*1/)&01/28*)1&22#$31! ONLY for Qualified Medical
Expenses!'#$!/&4)1+32$*)-5!1610+, 11#.1%6&3'1) 78)3,),19$&0+.+)-1:&3-! #9%)13#1!
O$&O+.+)-;1 H#*1%)+06($*,)%) 311+,1&4&+0&(0) ABRIB<<5=") >& 325 2#%5 ! @#*1%6#*)!
-)1&+0)-IA$+-&32)1%).)*11#BCDIE$(0+2& 1 +#3IFGHI! &A8<-O8H 0} BAKS
I
¥ J#%80)1)!&00!+3.#*%&1+#31# 208+ %! #*%! . #4ch! & Yo#$3 11 20&)-9/t*!
*)+%($*,)%)315!

¥ K&?)!,$%)!11/)120&+%!-#),!3#11+320%-)!+1)%,! . *#%!%#*)!1/&3!#3)!80&3!") &*!:2&0) 3-&*!
&*;5!Use different claim forms for different years.!

¥ E0)&,)!&11&2/'&py of a bill, invoice, receipt, or other written documentation
from a 3rd party!,$2/!&,!&3!L780&3&1+#3#.!>)3).+1,:LM>;!11/&1!,$88#*1,1)&2/!
*)+%($*,)%)311*)9%),11&3-1,/#<,11/)!1-&1)11/)!1)*4+2)1<&,1+32%**)-5!!  Credit card
receipts that do not itemize each expense are not sufficient substantiation.

¥ The Claim Form must be complete, including Employee signature and date.
Please complete ALL FIELDS prior to signing.

¥ Once you have completed the form please email it to us at the address below.
Include with the form any scanned copies of your receipts or other documents
substantiating your claim. Alternatively, you may mail copies of the
documents to us. Please keep the original documents for your records and
send LyfeBank the copies.

Where to send a Claim:
[

You should scan and email, fax, or mail all claims to:

LyfeBank

P.O. Box 697

La Conner, WA 98257
FAX : 3604669110
Claims@LyfeBank.com

For any questions regarding a claim, call (360) 466-9100.
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LyfeBank

Health Reimbursement Arrangement (HRA) Claim Form
(This claim form is to be used for HRA expenses ONLY)

Employer Name:

LyfeBank Account #:

Employee Name:

Street Address:

City/State/Zip:

Phone:

E-mail:

Health care Expense Claims

Date Expense
Incurred

Name of Service
Provider

Expense
Description

Person for Whom
Expense Incurred

Net
Amount

submit with this clai

Attach appropriate receipt(s) and

m form.

Total Medical Expense Claim

DIRECT DEPOSIT IS AVAILABLE (DOWNLOAD FORM FROM www.lyfebank.com)

Read Carefully: The undersigned participant in the plan certifies that all services for which reimbursement or payment is claimed by
submission of this form were provided during a period while the undersigned was covered under the CompanyOs Health Reimbursement
Arrangement (HRA) with respect to such expenses and that the medical expenses have not and will not be reimbursed under any other
health plan coverage. The undersigned fully understands that he or she alone is fully responsible for the sufficiency, accuracy, and veracity
of all information relating to this claim which is provided by the undersigned, and that unless an expense for which payment or
reimbursement is claimed is a proper expense under the plan, the undersigned may be liable for payment of all related taxes including

federal, state, or city income tax on amounts paid from the plan which relate to such expense.

Your Health Reimbursement Arrangement (HRA) plan limits the expenses that may be reimbursed to you as set forth in IRS Code
Section 213(d) (including medical insurance premiums, deductibles, co-insurance, and co-pays). Please read the Summary Plan
Description for your HRA Plan for additional information.

EmployeeOs Signature

NOTE: Form MUST be signed to process claim.

Mail/Fax/Scan Claim Form and Receipts to:

P. O. Box 697 / La Conner, WA 98257

LyfeBank

Fax: (360) 466-9110 / E-mail: claims@lyfebank.com
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