HEALTH SAVINGS ACCOUNT DISBURSEMENT FORM

EMPLOYER:
NAME: LasT FIRST ™I SS#:
STREET ary STATE zIP
ADDRESS: PHONE :
EMAIL:

[J PLEASE CHECK IF YOUR NAME OR ADDRESS HAS CHANGED.

QUALIFIED MEDICAL EXPENSE CLAIMS

DATE(S) OF SERVICE PROVIDER NAME
MM/DD/YY

PATIENT NAME

DESCRIPTION OF
SERVICE

CLAIM AMOUNT

ToTALS:

wv »n n »n unl n

NON-QUALIFIED, ELECTIVE DISTRIBUTIONS

DATE(S) OF SERVICE
MM/DD/YY

AMOUNT

TYPE OF DISTRIBUTION REQUEST:
N = NON-QUALIFIED MEDICAL EXPENSE
E = EXCESS CONTRIBUTION REDUCTION

wv »vn n un

EMPLOYEE'S CERTIFICATION FOR DISBURSEMENT
FOR EXPENSES THAT | HAVE REQUESTED BE REIMBURSED AS QUALIFIED MEDICAL EXPENSES ABOVE, | CERTIFY THAT | HAVE ACTUALLY INCURRED THESE ELIGIBLE EXPENSES. | UNDERSTAND THAT
EXPENSE INCURRED MEANS HAT SERVICE HAS BEEN PROVIDED THAT GAVE RISE TO THE EXPENSE, REGARDLESS OF WHEN | AM BILLED OR CHARGED FOR, OR PAY FOR THE SERVICE. THE EXPENSES HAVE
NOT BEEN REIMBURSED OR ARE NOT REIMBURSABLE FROM ANY OTHER SOURCE. | UNDERSTAND THAT ANY AMOUNTS REIMBURSED MAY NOT BE CLAIMED AS DEDUCTIONS ON MY OR MY SPOUSE’S
INCOME TAX RETURNS. | UNDERSTAND THAT IT IS MY RESPONSIBILITY TO DETERMINE THE IMPACT OF THIS DISBURSEMENT ON MY INCOME TAXES. | HAVE RECEIVED AND READ THE PRINTED MATERIAL
REGARDING THE HEALTH SAVINGS ACCOUNT AND UNDERSTAND ALL THE PROVISIONS. | UNDERSTAND THERE IS NO CHARGE FOR EFT (DIRECT DEPOSIT) DISBURSEMENTS AND CHECK DISBURSEMENTS

ARE $3.00.

EMPLOYEE SIGNATURE:

DATE:

ONLINE
WWW.MCGREGOREBA.COM

SUBMIT BY:
MAIL

997 Governors Lane
Suite 175
Lexington, KY 40513

EMAIL

HSA (@ MCGREGOREBA.COM

FAX
(877) 224-3539




