i /

CIGNA Choice Fund'Reimbursement Request Form ' %®

.Use this form to request payment from your:
Health Reimbursement, Health Care Flexible Spending, Healthy Awards or Healthy Future Accounts. CIGNA

Follow these steps to request payment, Incomplete or unsigned forms will be sent hack to you; payment cannot be made.
1. Read the simple insteuctions on the back of this form,
2. Provide all required information below. An* indicates required information.
3. Donotwrite "See attached” ar "N/A™ in any space,
4, SlgninBox 9.
5. Faxthe completed and signad form, along with receipts, to: 423-553-8953 or

Mail to: (IGNA HealthCare, PG Box 182223, Chattanooga, TN 37422-7223 FOR INTERNAL USE ONLY:
6. Ifyou have any questions, please cafl: 1.800&,‘1(-2;, (lg'é,"q' . . CORR TYPE - RD
' EMPLOYEE INFORMATION ‘
*1. CIGNA ID NUMBER OR *2, LAST NAME *3. FIRST NAME 4. M, *4a, DATE OF BIRTH
SOCIAL SECURITY NUMBER
*5. MAILING ADDRESS *6, CITY ‘7. STATE | *8. ZIP CODE
9. DAYTIME TELEPHONE NUMBER | 10, E-MAIL ADDRESS 1. EMPLOYER NAME *12. ACCOUNT NUMBER(S) 7

PATIENT INFORMATION (Use a separate form for each person}

*13. PATIENT NAME “14. PATIENT DATE OF BIRTH

ITEMIZED EXPENSES

®15. DATEOF *37. TYPE OF SERVICE OR PUR?#A?E} :
SERVICEOR | =16, AMOUNT | I=Medic] A= Hentalteal *18, PROCEDURE CODE 19, NDC =21, HEALTH CARE
er'ncunse REQUESTED FOR | g3=pente T2 tance Abuse AKD/OR DESCRIPTION OF Code 20;0?,],?5,:‘3}5'5 PROFESSIONAL, FACILITY OR
{MM/DD/YY) | REIMBURSEMENT 89=~0verthe Couaterftems 30 =Insurance Premmiums SERVICE OR PURCHASE {Optional} STORE HAME
{Pnfyuse one AL =Vision 9=Cther :
daté perfine} 81 = Routine Care/Fhysicals
s Choose One
5 Choose One
$ Choose One
$ Choose One
s Choose One
$ Choose One
5 Choose One
$ Choose One
$ Choose One
TOTAL: &
PAYMENT INSTRUCTIONS

Complete this section only if you want payment sent to the health care professional or facility that provided the servicenstead of to you, if you choose to have CIGNA pay the health
care professional or facility, complete Boxes 22 through 28.

22, PAY TO: 23, HEALTH CARE PROFESSIONAL OR FACILITY NAME 24. HEALTH CARE PROFESSIONAL OR
[} Health Care Profassional or Facility F@g;gg;fegggnyFlCATlON NUMBER:

Flease use a separate form for each health care 1 TN

professional or facility you'd fike us to pay. ] ssN

25, HEALTH CARE PROFESSIONAL OR FACILITY MAILING ADDRESS 28. CITY 27. STATE | 28, ZIP CCDE

CERTIFICATION AND SIGNATURE

I certify that all expenses for which reimbucsement fs requested from the CIGNA Ffexible Spending Account, Health Reimbursement Account, Inciiding Healihy Awards and Healthy
Future Accounts, have been incurred and have not been reimbursed and are not reimbursable under any other health plan, | understand that | am required to submit, in addition to
this cfaim form, an itemized recelpt from a merchant or an explanation of benefits from the health care professional, | represent that any individual (other than the employee or
employee’s spouse} for whom a claim fs filed hereunder, qualifies as a dependent of the employee for federal income tax purposes. | further declare that | have not and will not deduct
these expenses from my federal, state o7 local incame tax retuins,

*2%. EMPLOYEE SIGNATURE (Required - unsigned Relmbursement Request Forms will not be processed and will be refurned fo you) DATE

Cat. #32260%a Rev. 07/2009



COMPLETING THIS REQUEST
* The owner of the account must sign and date the completed form in Box 29. This certifies the expenses you've
included on the form are for health care-related services or items.
+ Fill out all required fields. An * indicates required information. ‘
s If you're not sure of your account number, requested in Box 12, please call Customer Service at 800-CIGNA-24 for help.
+ Only write in one date in Box 15. If the service was delivered over two or more days, use the first day the service was
received.
* Do not write "See attached" or "N/A" in any space.
« Use a separate form for each person, healthcare professional or facitity.
* If you have reimbursement requests for different people, please use a separate form for each person.

+ {f you would like CIGNA to pay the healthcare professional or facility directly, please use a separate form for each
healthcare professional or facility.

SUBMITTING RECEIPTS

+ All requests should be submitted with itemized receipts or the explanation of benefits sent by CIGNA showing the
.services or items you listed in Section 17. Original receipts or photocopies are acceptable as long as they include:

+ Date of service or purchase
« Type of service or purchase
* Name and address of the healthcare professional, facility, or retail store

« Total amount charged
+ Ifareceiptis smaller than 8-1/2" x 11", please tape it to a blank sheet of paper so that it can be easlly scanned.
+ Please circle the expenses you identified on this form if the receipt shows other charges as well. Do not use a
highlighter.
* You can use cash register receipts for over-the-counter, retail items or prescriptions.
* Your reimbursement request may be denied or payment delayed if the form is not filled out completely,

GENERAL INFORMATION

* Expenses can be reimbursed only after services have been provided, and not when you are bhilled, are charged for
or pay for services.

* If an expense is covered by insurance, please wait until the claim has been processed by the insurance company.

. Keep a copy of completed reambursement request forms and the attached documentation, You may need them for your
income taxes.

+ All reimbursements will be paid to the employee, unless you fill in Boxes 22 through 28.

* To have payment sent directly to the healthcare professional or facility, check Box 22 and fill in Boxes 23 through 28.

* Download reimbursement forms and get general information about flexible spending or health reimbursement accounts
at www.myCIGNA.com

* Ifyouhave any questions or need help with this form, call 1.800.¢), 51 R Q\Q{éﬁ‘

Fax the completed and signed form, along with receipts, to: 423-5563-8953 or
Mail to: CIGNA HealthCare, PO Box 182223, Chattanooga, TN 37422-7223

"CIGNA" and the "Tree of Life" [ogo are registered service matks of (IGNA Intellectual Property, It licensed for use by (IGKA Corporation and its operating subsidlaries, All products and
services are provided exclusively by such operating subsidiaries and not by CIGNA Corporation. Such operating subsidiaries include Conpecticut General Life Insurance Company, Tel-Drug,
Inc. and its affiliates, {IGNA Behavioral Health, Inc., Intracorp, and HMO or service company subsiciaries of CJGNA Health Corporation and (IGNA Dental Health, Inc.
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