
  

 
 

 
 

 

 

 

+RZ�WR�6XEPLW�D�&ODLP�
 
We offer three easy ways for you to access your healthcare account funds.�)RU�IDVWHVW�UHVXOWV��ZH�
HQFRXUDJH�\RX�WR�XVH�\RXU�KHDOWKFDUH�SD\PHQW�FDUG��LI�DSSOLFDEOH��RU�WR�VXEPLW�\RXU�FODLP�RQOLQH�� 

3D\PHQW�FDUG� 

1.	 Use your healthcare payment card to directly pay for services at eligible healthcare locations such as
doctor’s offices, hospitals, and pharmacies.

2.	 6DYH�\RXU�UHFHLSWV�  When you swipe the card, a claim is created for you and eliminates the need for
you to fill out a claim form. However, documentation may still be required. If a receipt is needed, you
will be notified by email or letter within two weeks of your payment card swipe. You can also review if
your claim requires receipts online by logging into your online account and visiting the Claim Center.

2QOLQH�FODLP�VXEPLVVLRQ� 

1.	 Go to WLDD�RUJ and sign in with your username and password. Under Account Home, click on
 
“Retirement Healthcare Savings Plan Claims Administrator”.
 

2.	 Follow the onscreen instructions to enter a new claim. Enter the requested information about your
claim and continue through the screens to confirm and submit the claim.

3DSHU�FODLP�VXEPLVVLRQ� 

1.	 If you didn’t use your payment card and are unable to access the internet, complete the Manual Claim
Form.

2.	 Fax it with itemized receipts or other documentation to 1-443-681-4601. When you fax the Manual
Claim Form and supporting documentation, there is no need to follow up with a hard copy in the mail.
Remember to keep the original claim form and supporting documents for your records.

3.	 If you choose to mail your claim form and documentation instead of faxing, the address is:
&ODLPV�VHUYLFH�FHQWHU� 
32�%R[������$OOHQ�3DUN� 
0,������������ 

© 202��Optum, Inc. All rights reserved.�������&������� 



  
 

 

  
   

  
  

  
   

 

   
    

 
 

 

  
  

  
 

 
 

 

  
  

  
 

 
 

 

  
  

  
 

 
 

  
  

&ODLP�IRUP�
 
Use this form to submit your claims for reimbursement of eligible expenses paid out of pocket that have not 
already been submitted. 
x Do not use this form if expenses were already paid with your healthcare payment card. 
x Do not use this form if you already submitted this claim online. 
x Complete all entries on this submission form. Please print or type. 
x Sign and date this form. 
x Fax or mail it, along with the required documentation, to the claims department. (See submission 

instructions below.) 

3HUVRQDO�LQIRUPDWLRQ� 
Name of employer 
Employee name (last name, first name) Social Security Number 

'RFXPHQWDWLRQ�UHTXLUHG� 
You must submit documentation with this form. Documentation must include the patient’s name, description of service, 
date of service and amount charged. Cancelled checks, credit card receipts or balance forward statements are not 
acceptable. Examples of acceptable documentation include a copy of the Explanation of Benefits (EOB) from your
insurance company, an itemized statement from a provider, or an itemized pharmacy receipt (if applicable to your plan). 
&ODLP�'HWDLOV� 
'DWH�RI� 
VHUYLFH� 

3DWLHQW¶V�
QDPH� 

5HODWLRQVKLS�WR� 
HPSOR\HH� 

1DPH�RI� 
SURYLGHU� 

'HVFULSWLRQ�RI� 
VHUYLFH� 

$PRXQW� 
UHTXHVWHG� 

Total $ 
'RFXPHQWDWLRQ�UHTXLUHG�IRU�UHFXUULQJ�FODLPV� 
You must include a copy of your health plan coverage letter DQG proof of your premium payment. Payment proof can 
be a cancelled check, credit card receipt, or bank statement. 

5HTXHVW�IRU�UHFXUULQJ�FODLPV� 
3D\PHQW� 
GDWH� 0HPEHU¶V�QDPH� 5HODWLRQVKLS�WR� 

HPSOR\HH�UHWLUHH� 
1DPH�RI� 
FDUULHU� 3ODQ�W\SH� $PRXQW� 

UHTXHVWHG� 
D Self 
D Spouse 
D Eligible dependent 

D Medicare Supplement 
D Medicare Advantage 
D Prescription Drug Plan 
D Other health insurance 

D Self 
D Spouse 
D Eligible dependent 

D Medicare Supplement 
D Medicare Advantage 
D Prescription Drug Plan 
D Other health insurance 

D Self 
D Spouse 
D Eligible dependent 

D Medicare Supplement 
D Medicare Advantage 
D Prescription Drug Plan 
D Other health insurance 

D Self 
D Spouse 

D Medicare Supplement 
D Medicare Advantage 



 

   
 

 
 

 
 

  
 

 

 

 

 

 

D Eligible dependent D Prescription Drug Plan 
D Other health insurance 

Total 
All recurring claims will pay at the same payment frequency. Use separate forms to set different payment schedules.
 _____  One time payment    _____ Monthly automatic recurring payments

 (Documentation does not need to be provided for future months, unless the premium amount changes.)

 _____ If monthly automatic recurring, provide final reimbursement date. 
Date will default to the end of the current calendar year. You will need to submit a new claim for the new 
calendar year if you wish to continue reimbursements after 12/31. 

$XWKRUL]DWLRQ�DQG�FHUWLILFDWLRQ� 
5HDG�FDUHIXOO\��7KLV�FODLP�ZLOO�QRW�EH�SURFHVVHG�ZLWKRXW�\RXU�VLJQDWXUH� 
I certify that these expenses have been incurred by me, my spouse or my eligible dependent. The expenses have not been 
reimbursed and are not reimbursable under any other plan, such as an individual policy or my spouse’s or dependent’s plan. 
I understand that any amount reimbursed may not be used to claim any federal income tax deduction or credit on my or my 
spouse’s income tax return. 

,�DWWHVW�WKDW�WKLV�VXEPLVVLRQ�LV�QRW�D�UHLPEXUVHPHQW�IRU�KHDOWK�LQVXUDQFH�SUHPLXPV�SDLG�E\�SUH�WD[�SD\UROO�GHGXFWLRQ� 

Signature  Date 

6XEPLVVLRQ�LQVWUXFWLRQV� 
For fastest results, fax to: 1-443-681-4601� Or mail to:� &ODLPV� VHUYLFH� FHQWHU��� 

P2�%R[������$OOHQ�3DUN� 
0,������������ 

If you have any questions, please contact &XVWRPHU�VHUYLFH�DW�����������������RSWLRQ��� 

)OH[LEOH�VSHQGLQJ�DFFRXQWV��)6$V���GHSHQGHQW�FDUH�DVVLVWDQFH�SURJUDPV��'&$3V���KHDOWK�UHLPEXUVHPHQW�DUUDQJHPHQWV��+5$V���&RPPXWHU� 
DQG�3DUNLQJ�%HQHILWV��7XLWLRQ�$VVLVWDQFH�3ODQV��$GRSWLRQ�$VVLVWDQFH�3ODQV��6XUURJDF\�$VVLVWDQFH�3ODQV��:HOOQHVV�%HQHILWV��DQG�/LIHVW\OH� 
$FFRXQWV��FROOHFWLYHO\��³(PSOR\HU�6SRQVRUHG�3ODQV´��DUH�DGPLQLVWHUHG�RQ�EHKDOI�RI�\RXU�SODQ�VSRQVRU�E\�2SWXP�)LQDQFLDO��,QF��RU� 
&RQQHFW<RXU&DUH��//&��(PSOR\HU�6SRQVRUHG�3ODQV�DUH�QRW�LQGLYLGXDOO\�RZQHG�DQG�DPRXQWV�DYDLODEOH�XQGHU�WKH�(PSOR\HU�6SRQVRUHG�3ODQ� 
DUH�QRW�)',&�LQVXUHG� 

© �����2SWXP��,QF��$OO�ULJKWV�UHVHUYHG��������&������� 


