ALLOWABLE MEDICAL EXPENSES
This is a partial list.

Reimbursement Forms can be obtained at our website:  hrscflex.com
To the extent these services are not reimbursed by insurance or any other source, you may submit the charges for payment from your Medical Expense Reimbursement Account.

Acupuncture
Insulin

Alcoholism treatment


Ambulance service
Laboratory fees

Artificial limbs and teeth
Lead-based paint removal (to prevent a child who


has lead poisoning from eating paint)

Birth control pills
Legal abortion

Braces
Lodging and meals when at institution to receive

Braille books and magazines (excess over regular
medical care (daily limits apply)

prices)




Medical Expense (if separate fee on school bill) 

Car (special equipment within for disabled driver)
Mentally Challenged, special home for

Contact lenses/solution
Mileage-medical care(rate changes annually-set by IRS)
Co-pays (office visits)
Nurses’ expenses and board

Crutches
Nursing services


Nursing home (if primarily for medical care)

Deductibles and coinsurance 


Dental care (including dentures)
Operations and related treatment (non-cosmetic)

Drug addiction treatment
Organ transplant donor’s expenses


Oxygen and equipment

Examination, physical

 As a result of the Health Care and Education Reconciliation Act of 2010,    effective 1/1/2011 –  Over-the-Counter Drugs & Medications are
Eye examination
 only reimbursable if the drugs are purchased with a
Prescribed drugs and medicine
 prescription. Letter of medical necessisity required.
Eyeglasses, prescription


Fees for medical services provided by:


  Physicians
Prosthesis

  Surgeons and

  Other licensed medical practitioners practicing          Radial Keratotomy (Laser Eye Surgery)

  within the scope of their licenses including:                Rental of medical equipment

  Christian Science Practitioners 
Sterilization

  Dentists and Orthodontists
Special schooling for child with severe learning

  Licensed Clinical Social Workers
disabilities caused by mental or physical impairments


  Midwives

Support or corrective devices (such as orthopedic shoes)

  Ophthalmologists and Optometrists
Smoking cessation course

  Podiatrists


  Practical Nurses
Telephone equipment for the deaf


  Psychiatrists
Television equipment for the deaf

  Psychoanalysts
Therapy (as medical treatment only)

  Psychologists (medical care only)
Transportation to essential medical care

Guide dog or similar animal and its upkeep
Wheelchair



Wig for baldness due to medical reasons

Hearing aids and batteries



Home improvements or special equipment installed
X-ray



(for medical reasons or to accommodate disability;



less any increase in value of home)


Hospital services

Expenses for cosmetic services or general health improvement

items (e.g. health club, teeth whitening etc.) are not allowable.

YOU CAN NOW GET ADDITIONAL FORMS AT OUR WEBSITE: hrscflex.com
10/27/10
H R SUPPORT & CONSULTING SERVICES, INC.

FLEX ADMINISTRATION

   Toll Free: 1-866-655-5397
                                                                         Website:  www.hrscflex.com

REIMBURSEMENT REQUEST FORM

(Instructions: Please Print Clearly, Complete items 1 and 4, and 2 and/or 3 as applicable and return as instructed below)

1. EMPLOYEE INFORMATION

	Employer:


	SS#: (Last 4 digits only)
000-00-

	Employee Name:
	Home Phone:


	Home Address:        Check here if new address.

	Work Phone:

	City:


	State:
	Zip Code:


2. MEDICAL CARE REIMBURSEMENT ACCOUNT

Copies of all bills must be attached which provide name and address of service provider, type of service, and date and amount of service. Cancelled checks are not acceptable receipts.

	Amount
	Payment Made To:
	Service for:  (Please circle one)
	Date Service Received 

	
	
	           Self    Spouse    Child    Other
	

	
	
	Self    Spouse    Child    Other
	

	
	
	Self    Spouse    Child    Other
	

	
	
	Self    Spouse    Child    Other
	

	
	
	Self    Spouse    Child    Other
	


TOTAL ____________
3. DEPENDENT CARE REIMBURSEMENT ACCOUNT

Please attach receipt or have provider sign and enter tax identification number below.

	Amount
	Payment Made To:
	Services For: (Specify)
	Dates of Service

	
	
	
	TO

	
	
	
	TO

	
	
	
	TO

	
	
	
	TO

	
	
	
	TO


 TOTAL ____________

X _________________________________________   _________________________________  _________________

      Signature of Dependent Care Provider
    Tax I.D./S.S.#



Date

4. EMPLOYEE CERTIFICATION

I request reimbursement from my Reimbursement Account(s) as itemized above. These expenses are not eligible for reimbursement from any other source. I understand that these expenses must qualify for reimbursement under the Internal Revenue Code and that reimbursed expenses cannot be claimed as credits or deductions on my personal income tax. I understand I  am ineligible to participate in my employer’s Medical Reimbursement Account if I participate in a Health Savings Account (HAS). Requests for reimbursement from the Dependent Care Reimbursement Account must be for the primary purpose of assuring the dependent’s well-being and protection and the care is necessary so that I (and my spouse if married) can work or attend school full time. 

Employee Signature ____________________________________________________  Dated ___________________________

Send To:

H R Support & Consulting Services, Inc.

Attn: Flex Administration

159 Watkins Shores Road

Casco, ME 04015-4309
 FAX (207) 655-6636
