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2010 PLAN YEAR HEALTH REIMBURSEMENT ARRANGEMENT PLAN

HRA REIMBURSEMENT REQUEST FORM

Porta Community Unit School District #202


R.W. Troxell & Company

P.O. Box 202





214 South Grand Avenue West

Petersburg, IL 62675




Springfield, IL 62704



Becky King





Tracy Wilhour 

Phone: (217) 632-3803 




Phone: (217) 321-3126 


Fax: (217) 632-3221




Fax: (217) 321-4126



rking@porta202.org




twilhour@rwtroxell.com
Name: 
_____________________________________
SSN:
____________________________

Address:  
_____________________________________________________________________________


_____________________________________________________________________________

Daytime Phone:  ____________________________     E-Mail Address:  __________________________


Complete the Information below for medical expenses incurred by you, your spouse, or other qualified dependents, for which you request reimbursement payments.  Examples of qualifying expenses can be found in the Plan Document.  Be sure to complete all information and include proof of the expense (EOB/bills/receipts/statements).  Cancelled checks, check carbons, balance forward or previous balance statements and charge card receipts are NOT acceptable documentation of expenses.  Date and sign the form and send the form along with all proof of expense to Tracy Wilhour.

	Date of Service
	Provider
	Individual Receiving Service
	Relationship
	Type of Expense
	Amount Requested

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Total Requested
	


Proof of Expense is required for reimbursement.  All uncompleted, or undocumented requests will be denied.  

I attest that the information stated above is true and I have not been reimbursed previously under this Plan or other plan, or expect these amounts to be reimbursed elsewhere.  I understand that these expenses cannot also be claimed as a Federal Income tax deduction or credit on my Federal Income Tax Forms.

_________________________________________________

__________________

Employee Signature


Date

ReimbursementHRA




