QSEHRA EXPENSE CLAIM FORM

Name SSN

Federal law requires that you submit a written statement (such as an itemized bill from the benefit provider) as well as
proof that the claim is not being reimbursed by other coverage. Also, you will not be entitled to claim any reimbursed
expenses as a tax deduction.

Person _—
Date of Description of

Incurring Relationship Provider
Expense

Amount Requested

Service Service

Total Amount of Medical Reimbursement Requested | $

HEALTH INSURANCE PREMIUM INFORMATION (please attach a copy of the premium)

NAME OF INSURANCE COMPANY

INDIVIDUAL(S) COVERED BY POLICY

POLICY NUMBER

COVERAGE DATES FOR THIS PREMIUM PAYMENT / / - / /

Total Amount of Premium Reimbursement Requested | S

| certify that the information above is true to the best of my knowledge and that my spouse, dependents, and | are covered
under a minimum essential coverage health plan as defined by the Affordable care Act for all dates for which | am claiming
expenses under my QSEHRA plan. | understand that failure to maintain minimum essential coverage for any month will
make me subject to the Affordable Care Act’s Individual Mandate Tax under 26 U.S.C. §5000A and will result in any
reimbursements received from this QSEHRA to be taxable. | also certify that all reimbursement requests submitted are
IRS eligible expenses and | have not been reimbursed for these expenses in the past or am | seeking reimbursement for
these expenses from any other source.

Employee Signature Date

Change of address? [1 No[] Yes New Address:

Conway, Deuth & Schmiesing, PLLP (CDS) (
Corporate Office 331 3" St SW, Ste 2, PO Box 570, Willmar, MN 56201 D
Phone (320) 214-2909 | Toll-free (888) 388-1040 | Fax (320) 235-0988 | benefits@cdscpa.com | www.cdsatpa.com I_g
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