Chittenden Central Supervisory Union

Health Reimbursement Arrangement (HRA)
Claim Form

Name: Social Security Number:

NOTE: This form is for health insurance deductible expenses only. Participants and their
eligible

family members (defined as a legally married spouse, partner and/or dependents) must be

covered under the BC/BS Comprehensive group health insurance (aka:$1,000 Comp plan).

Participants are required to attach a copy of the Explanation of Benefit (EOB) form from the

health insurance plan when requesting a reimbursement.

Maximum Annual Dollar Benefit paid from the HRA:

Single: $1,000 2 Person/Family: $2,000
Health Insurance Plan deductible: $1,000 (single) or $2,000 (2 person/family) per year

Health Care Expenses Eligible for Reimbursement: Health Insurance Deductible
Expenses

Expenses must be incurred while you were a participant during the
Coverage Period - July 1, 2010 — December 31, 2010 and
January 1 — December 31 thereafter

LIST TOTAL EXPENSES

(additional space available on page 2)

Date Incurred Person for Whom Expense is Incurred Charge

Total Amount Claimed (pages 1 and 2)

The undersigned participant in this Plan certifies that all expenses for which payment is claimed by submission of
this form were incurred during a period while the undersigned was covered under the Plan and have not
otherwise been reimbursed through insurance, or from any other source and will not be claimed as a federal
income tax deduction. The undersigned further understands that he or she is fully responsible for the sufficiency,
accuracy and veracity of all information relating to this claim.

Signature: Date:
Mail completed form to: Future Planning Associates, Inc.
ATTEN: Chittenden Central Supervisory Union Plan Administrator
P.O. Box 905

Williston, VT 05495
Phone: (802) 878-6601, ext 101; E-mail: lena@futureplanningassoc.com

FAX: (802) 878-9455; if Faxing this request, to avoid duplication, DO NOT mail.

This form must reach Future Planning Associates by noon every other Tuesday
Disbursements will be paid the following week
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