
Reimbursement Request Form 
QMCSO 

Emplorsemerm lorseme me:  ___________________________________________________________________________________ 

Custodial Parent Phone Number (________) _____________________ 

LBS: ROUTE TO SPECIAL PROCESSING 

Claimant Name Date of Service Amount Plan 
Code* 

Type of Service/Item Purchased # of Miles Claim Ref # 

John Sample 10/1/2014 $ 150.25 F Doctor visit copay 12 Example 

$ 01 

$ 02 

$ 03 

$ 04 

$ 05 

$ 06 

Use one of the Plan Code’s below to indicate the account from which payment should  be made.  Your employer may not offer 
all the benefit types listed below and certain restrictions may apply.  If your employer offers multiple benefit types, Lifetime 
Benefit Solutions will process the reimbursement based on the rules established by your employer.  For example, if you have 
both an FSA and HRA account, and your employer has identified the FSA as the “pay first” account, your expenses will be 
applied to your FSA until the balance is depleted with any additional expenses applied to your HRA. 

Participant Authorization— By submitting this form to Lifetime  Benefit Solutions, I certify that the information here is true and correct. 

By submitting this form to Lifetime Benefit Solutions, I certify the information is accurate, the expenses incurred were for myself, 
spouse or qualified dependents, and these expenses are not reimbursable under any other plan coverage.  In addition, I have read the 
Reimbursement Request Instructions on the following page and agree to adhere to all terms specified.  I understand if I do not follow 
the instructions my reimbursement may be delayed or denied.       

�x��Mail to: Lifetime Benefit Solutions, Claims Dept, �3�2���%�R�[�������������������(�D�J�D�Q�����0�1������������ or
�x��Fax to:  877-256-7228.
�x��Call Customer Service with questions at 800-327-7130. Page 1 of 2

*Plan Code Plan Code Description 

F Flexible Spending Account (FSA) or Limited Purpose FSA: Health Care Expenses Only.  For Dependent Care expenses, use 
the Dependent Care Account Reimbursement Request Form  

H Health Reimbursement Account (HRA) or Retiree Reimbursement Account (RRA) 

I Individual Insurance Policy Premiums 

M To submit for medical mileage associated with Health Spending Card transactions.  You will only be reimbursed for the 
medical mileage associated with the miles traveled, since you paid for the service with the Health Spending Card. 

���5������������������




	Employer Name:  ___________________________________________________________________________________

