
Step1:Fillouttheform
•Pleaseprintincapitalletters,withyourletterscenteredintheboxesprovidedandfillinallovalsasshown:

•ForSection2&5:Completeaseparatelineforeachindividualexpense.Donotlumpexpensestogether.

•Completeallsectionsoftheform.Signanddatethebottomoftheform.
•Ifyourexpensesexceedthenumberoflinesprovided,pleaseusepage3.

Step2:Attachsupportingdocumentation
•Copyyourreceiptsorothersupportingdocumentationontoawhite,letter-sizedsheetofpaper.Placeyour
 receiptssotheyallfacethesamedirection.AndwriteyourSocialSecurityNumberoremployeeIDatthe
 topofthepage.

Step3:Submityourform(Faxingisfaster)
•ByFax:Sendtheformandcopiedreceiptstogetherasonefax.Donotincludeafaxcoversheet.
•ByMail:Placetheformandthesupportingdocumentationintoanenvelope,applythecorrectpostage,
 andmail.
•Ifyouprovideyoure-mailaddress,SHPSwille-mailyouconfirmationwereceivedyourform.
•Keepacopyofyourcompletedformandreceiptsforyourrecords.

Step4:Receiveyourreimbursement(DirectDepositisfaster)
•ByusingDirectDepositorElectronicFundsTransfer(EFT),you’llreceiveyourreimbursementfundsupto

fivedaysfasterthanbyreceivingacheck.Tosignup,logintoyouraccountatwww.myshps.comandselect
“DirectDepositSign-Up”fromtheleft-sidemenu.

This formistobeusedtorequestreimbursementforhealthcareexpensesonly.Toviewadetailed listofeligiblemedicalexpenses,visit
www.myshps.com.Allhealthcareexpensesshouldfirstbefiledunderyouremployer’shealthcareplanoranyothercoverageyoumayhave.
Generally, eligible expenses include: allowable expenses covered but not fully reimbursed by any benefit plans, such as co-payments; and
allowableexpensesNOTcoveredbyanybenefitplans,suchasover-the-countermedicines.

HOWTOREQUESTREIMBURSEMENTFROMYOURHEALTHCAREACCOUNT

NOYES

TypeofSupportingDocumentation:
•Itemizedreceiptfromyourmedical,dental
orvisionproviderorpharmacy

•Itemizedreceiptforover-the-counter
medicines–mustshowthenameofthe
product

•Detailedstatement,suchasanExplanation
ofBenefits(EOB)fromyourinsurance
companyorhealthcareprovider

•Documentationmustshow:
•Dateofserviceorpurchase

•Typeofserviceornameofproduct

•Amount(yourportionofpayment)

PleaseDoNOT:
•Useredink
•Useaphotocopyoftheform
•Highlightreceiptsoranypartoftheform
•Stapleyourcopiedreceiptstotheform
•Writeoutsidetheboxesprovided
•Iffaxing,faxthesameformmorethanonce
•Mailthesameformthatyouhavefaxed
•Includethisinstructionsheetwithyourfax
•Submitexpensesformultipleplanyearson

thesameform

Questions?  Need a list of eligible expenses? Go to www.mySHPS.com or call SHPS Customer Service at 1-877-358-4276.
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COVERAGECODES–YoumustincludeacodeonSection2oftheform.

Medicalcodes Dentalcodes

101=co-payments 201=co-payments

102=over-the-countermedicines 202=generaldental(cleanings,x-rays,crowns,implants,dentures)

103=prescriptionsorprescriptionco-pays 203=orthodontia

104=generalmedical 204=teethwhitening,bonding,veneers*

105=chiropractic/physicaltherapy 205=otherdental

106=in-patienthospitalexpense Visioncodes

107=massagetherapy 301=co-payments

108=counseling/psychotherapy 302=over-the-countervision(contactsolutions,etc.)

109=weight/fitnessmanagement* 303=generalvision(exams,glasses,contactlenses)

110=cosmeticsurgery&procedures* 304=non-prescriptionsunglasses*

111=vitaminsandsupplements* 305=visioncorrectionsurgery

112=orthotics Othercodes

113=electrolysis/hairrestoration* 999=other

114=hearingaids Note:*indicatesitemsthataregenerallynoteligiblehealthcareexpenses.

199 = other medical

A B C D 1 2 3 4

NewIRSTaxDependentDefinition:
ArecentchangetotheInternalRevenueCoderevisedthedefinitionof“dependent.”Generallyspeaking,aqualifyingchildmustresidewithyouformorethanhalf
theyearandmustnotprovideoverhalfofhis/herownsupport.Aqualifyingrelativeisaneligibleindividualif(1)youprovidemorethanhalfoftheindividual’s
support,and(2)theindividualisnotaqualifyingchildofyouoranyothertaxpayer.Pleasenotethatanyquestionsregardingthestatusofanindividualas
eitheraqualifyingchildoraqualifyingrelativemustbediscussedwithaqualifiedtaxadvisorinconjunctionwiththeprovisionsofyouremployer’splan.
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PATIENT DATE OF BIRTH     (MMDDYY )

PATIENT DATE OF BIRTH     (MMDDYY )

XHXCXRX

USE AN ORIGINAL FORM (NOT A PHOTOCOPY)

Iherebycertifythat: •Ihavereadandunderstandtheinstructionsonpageone.
  •Theinformationcontainedwithinthisformiscorrect.
  •IhavenotreceivedreimbursementpreviouslyfortheseexpensesfrommyHealthcareAccount
  oranyotherplanandwillnotseekreimbursementbyanyotherplan.

Iunderstandthat: •Reimbursementisnotaguaranteethatthispaymentistaxfree.
  •Healthcareexpensesreimbursedthroughthisaccountcannotbeusedasadeductiononmy
  personalincometaxreturn.

IherebyauthorizereleaseofpaymentthroughmyHealthcareAccount.

IherebyauthorizeSHPSoritsrepresentativestoobtainnecessaryinformationfromallphysicians,hospitals,
medicalserviceproviders,pharmacists,employers,andallotheragenciesororganizations(thisincludesother
insurers)toconsidertheclaimforreimbursementundermyHealthcareAccount.

  

EmployeeSignature       Date

.$

.$

.$

EXPENSE 1 DATES OF SERVICE   (MMDDYY)

FROM

TO

REQUESTED AMOUNT (DOLLARS . CENTS)COVERAGE CODE     (SEE PAGE 1)

EOB ATTACHED?

YES

YES

NO

NO

EXPENSE 2 DATES OF SERVICE   (MMDDYY)

FROM

TO

REQUESTED AMOUNT (DOLLARS . CENTS)

EOB ATTACHED?

YES

YES

NO

NO

DATES OF SERVICE   (MMDDYY)

FROM

TO

REQUESTED AMOUNT (DOLLARS . CENTS)

COVERED BY INSURANCE?

COVERED BY INSURANCE?

COVERED BY INSURANCE?

EOB ATTACHED?

YES

YES

NO

NO

EXPENSE 3

FAX: 1-866-643-2219 Toll Free

MAIL: SHPS Spending Accounts
           PO Box 34700

           Louisville, KY 40232

PHONE: 1-877-358-4276

SECTION3:CERTIFICATIONPleasereadCertificationStatementthoroughlybeforesigning.

SECTION2:YOURHEALTHCAREEXPENSES

SECTION1:YOURINFORMATION

REIMBURSEMENT FORM – HEALTHCARE EXPENSES
Use only CAPITAL LETTERS, completely fill in ovals, 

and don’t use red ink.
FAX TO:  1-866-643-2219  TOLL FREE

For additional expenses, please use next page.

XHXCXRX

FOR SHPS ONLYEMPLOYEE LAST NAME EMPLOYEE HOME ZIP CODE

DAYTIME PHONE # (AREA CODE FIRST, NO DASHES)EMPLOYEE EMAIL

COMPANY NAMESOCIAL SECURITY NUMBER OR EMPLOYEE ID (NO DASHES)

PATIENT DATE OF BIRTH     (MMDDYY )

COVERAGE CODE     (SEE PAGE 1)

COVERAGE CODE     (SEE PAGE 1)



.$

EXPENSE 4 DATES OF SERVICE   (MMDDYY)

FROM

TO

REQUESTED AMOUNT (DOLLARS . CENTS)COVERAGE CODE     (SEE PAGE 1)

EOB ATTACHED?

YES

YES

NO

NO

COVERED BY INSURANCE?

PATIENT DATE OF BIRTH     (MMDDYY )

USE AN ORIGINAL FORM (NOT A PHOTOCOPY)

Page#3

SOCIAL SECURITY NUMBER OR EMPLOYEE ID (NO DASHES)

BHBABDB

BHBABDB

EMPLOYEE LAST NAME EMPLOYEE HOME ZIP CODE

SECTION5:YOURADDITIONALHEALTHCAREEXPENSES

SECTION4:YOURINFORMATION(ABBREVIATED)

USETHISPAGEFORADDITIONALHEALTHCAREEXPENSES.

.$

EXPENSE 5 DATES OF SERVICE   (MMDDYY)

FROM

TO

REQUESTED AMOUNT (DOLLARS . CENTS)COVERAGE CODE     (SEE PAGE 1)

EOB ATTACHED?

YES

YES

NO

NO

COVERED BY INSURANCE?

PATIENT DATE OF BIRTH     (MMDDYY )

.$

EXPENSE 6 DATES OF SERVICE   (MMDDYY)

FROM

TO

REQUESTED AMOUNT (DOLLARS . CENTS)COVERAGE CODE     (SEE PAGE 1)

EOB ATTACHED?

YES

YES

NO

NO

COVERED BY INSURANCE?

PATIENT DATE OF BIRTH     (MMDDYY )

.$

EXPENSE 7 DATES OF SERVICE   (MMDDYY)

FROM

TO

REQUESTED AMOUNT (DOLLARS . CENTS)COVERAGE CODE     (SEE PAGE 1)

EOB ATTACHED?

YES

YES

NO

NO

COVERED BY INSURANCE?

PATIENT DATE OF BIRTH     (MMDDYY )

.$

EXPENSE 8 DATES OF SERVICE   (MMDDYY)

FROM

TO

REQUESTED AMOUNT (DOLLARS . CENTS)COVERAGE CODE     (SEE PAGE 1)

EOB ATTACHED?

YES

YES

NO

NO

COVERED BY INSURANCE?

PATIENT DATE OF BIRTH     (MMDDYY )


