Sentind Beneﬁts Town of Arlington HRA
& FINANCIAL GROUP Claim Form

Custom Solutions for Life and Wealth

1. Complete the information below. Please print. 5. Please submit the ferm with your supporting docurnentation usiag one of the
2. Attach the documentation in the order in which you have the foflowing methods:

expenses listed,

3. The éoiumentatien must contaln the date(s) of service, expense incurred and the  Fax: {(781) 213-7304

name of the service provider. ™ - M

4, Cancelled chacks and credit card receipts are not a vadid form of documentation. Em_a'i‘ da'ms@sentmelgroui"com .

5. This form must be signed and dated in order to be processed and approved. Mail: 100 Quannapowitt Parkway, Suite 300

Wakefield, MA 01880

Social Security Number
Last Name First Name
Street Address
City State Zip
Email Address Phone Number
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Total Amount:

B *In the event that any one member or family has out of pocket costs for covered services from in-

E network providers, that are not afready reimbursed by the HRA (including prescription drug

B copayments, deductibles and office visit copaments) and that exceed 1,250 per member/$2,500
&5 per family in tolal per year, the HRA will provide rgimbursement of 100% of the cost for covered

services from in-network provide 50 ber/$2,500 farnily in fotal per vear.

Total Amount:

I reguest payment from my health relmbursement account (HRA) for the expenses Iternized above. T certify that T have not previously requested reimbursement under this
plan or from any other source for these expenses.  further céetify that [ have met alt of the requirements for eligible heajthcare expenses, I understand that reimbursement
expenses cannot be claimed on my personal income tax return or my flexible spending account (FSA).

Employee's Signature Date

190 Quannapawitt Parkway, Suite 300, Wakefield, MA 01880 el 888-762-6088  Fax: 781-213-7304 www.sentinelgroup.com



