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All Products Proudly  “Made in the USA”
Group Insurance Plan Medical Reimbursement Account
{Section 105)

Reimbursement Form

Social Security Number
Employee's Full Name

Employee Telephone Number
Address

City, State, Zip Code

Instructions on Reverse Side IMPORTANT: SIGNATURE REQUIRED BELOW

| certify the information is true and correct, that the expenses incurred were for myself, spouse, qualified dependents, and that these expenses are not reimbursable under any other
health plan coverage.

Date: Employee Signature:

Relationship to
Employee Amount Date of Service Description of Service
SelffSpouse/Child Other
(Specity)

Patient Name




Instructions:

1. If you are submitting expenses eligible under another insurance plan, you must submit an
Explanation of Benefits (EOB) statement

2. Originals of all bills (and EOB if required) for reimbursement must be enclosed with this
completed reimbursement form.

Bills must include:

Proof of payment for each claim

Name of person providing the service
Dates of service

Description of the service(s) rendered
The amount charged

The name of person receiving services
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SEND COMPLETED CLAIM FORM TO:

Mail:  UALOCAL 13
PLUMBERS & PIPEFITTERS
FUND OFFICE
1850 MT. READ BLVD
ROCHESTER NY 14615

P (585) 338-2310



