
ALTERNATE PLAN
ANNUAL REIMBURSEMENT BENEFIT FORM

NAME OF EMPLOYEE SOCIAL SECURITY NUMBER

NAME OF PATIENT RELATIONSHIP

STREET ADDRESS CITY STATE ZIP CODE

Description of Eligible Expenses Incurred Dates Total Amount of Bill Amount to be Reimbursed

Total

Request for Reimbursement must be filed within 90 days after the Plan Year ends.
The Plan Year ends on December 31st of each year.

Submit itemized bill or receipts to:

R.H. Administrators, Inc.
5502 58th Street, Ste 700
Lubbock, TX 79414-2087

CONFIDENTIALITY NOTICE:  The information contained in this transmission, including any attachments,
is for the sole use of the Intended recipient(s) and may contain confidential and privileged information.  Any
unauthorized review, use, disclosure, or distribution is prohibited by Federal law.  If you are not the intended
recipient of this message, you are notified that you may not disclose, print, copy or disseminate this information.
If you have received this transmission in error, please reply to the sender and delete or destroy this message.
Unauthorized interception of this transmission may be a violation of criminal law.

I authorize the attached to be reimbursed through my Annual Reimbursement Benefit Account.  I certify that these
expenses are not reimbursable under any other plan.  Below is a list of the attached expenses.

$ $
$ $
$ $
$ $
$ $
$ $

Employee Signature Date

R H Administrators, Inc.
5502 58th Street, Ste 700

Lubbock, TX 79414-2087

http://www.rhadministrators.com

(806) 794-0844 Voice, (800) 680-0892 Toll Free, (806) 784-3555 Fax


