Completing Claims On-Line
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Click on Request Payment
Tab.




Completing Claim On-Line
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Create Claim

Please enter line detail for the first iterm and then click Add An Item. Your claim items will then be displayed.
To add raultiple iterns, continue to enter line detail and click Add An Item.
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Detailed Instructions
Step 1: Select a claim type from the drop down list, enter start date of service, end date of service, description of service and

arnount. Please note: dates of service are the dates the service occurred, not when paid. If this is for dependent care,

please enter the dependent's name.

Step 2: Click Add an Ttem.

Step 3:

Enter additional lines by repsating Step 1 and Step 2. Please enter an individual line for each iterm purchased.
Step 4:

when finished entering iterns, click ¥iew Form.

_?"(DS Start mmyeddsyy End mmsddriyy Description Amount
Medical 011042005 0141042008 Urgent Care $50.00 Remove
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Select Claim type, enter start and
end date, description, amount and
dependent name if applicable.
Click on “Add an Item” to continue
until complete.




Completing Claim Form On-Line
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File a Claim

Please review the information below. If the infarmation is correct, click the
Continue button to print the complete form to fax or mail to your administrator  Click Continue to Print a Claim
alang with your receipts. Form to fax or mail to your

administrataor

If you are using a Pop-Up Blocker, sllaw pop-ups for this site, disable the
pop-up-blocker, or add this website to your list of "Trusted Sites™

Employer: Indiana Credit Union Test
Employes Mames: JOHN H STRONG

Ttermn Start mmedds vy End mm/dd/y Cresoription Arnount
Medical 017102008 01/10/2006 Urgent Care %5000
Claim Form Total: $50.00
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When all items have been entered,
press “Continue” to print the claim.




Printing Claim Form

Flexible Benefits Plan Form 1,092,484 =
. - - . Employes Mame: JOHN H

Employer: Indiana Credit Union Test RO

Phone: 317-888-5454 E-mail: istrong@aol.com

Step 1: Please print and sign this form.
Step 2: Gather and attach your receipts to this form.

On the receipts, please cross through any line items for Mon-Qualified Expenses. Your fax or mail
must be received by the DEADLINE.

Item
MEDFEE 01/10/08 01/10/08  Urgent Care $50.00
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Total Qualified Expenses:

For Dependent Cars EXpenses you may choose to have your dependsnt care provider sign and dats below te i~ Selest Printer
certify the expenses were incurred in lieu of providing a separate dependent care receipt.

1 certify that the dependent care expenses shown are valid
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amounts paid fmim the plan(s) which relate to such expense. This ceriication alse applies bo any Fe:x DebR Card payments for which receipts are inchided for " Pages [ | Callte
(2 Sl e Enter either a single page number or a single
page range. Far example, 5-12

Employee Signature:

Date:

et | Cancel | seply |

Step 3: Sign this Form and Ma

or Fax this form with receipts To:

P.0. Box 50425
KATIE MARSHALL 8440 Allison Pte Blvd., Ste.
Servicecorp 400

c/o Flex CI

ims Dept. Indianapolis , IN 46250
317/594-5285

Date Printed: 10/8/2008 2:48 PM

Print, attach EOB or receipt
and fax to: 317-594-5285




