Unreimbursed Medical For EBC Use:
. . Batch ID #
Reimbursement Claim Form

2011 Mileage Only Report Reference ID #
July 1, 2011-December 31, 2011

Employer: Fax: Page 1 of
Employee Name: Phone Number:
E-mail:
Date Travel Total Mileage 2011 RS Allowable per

mile $.235 Net Amount
July 1-Dec.31, 2011

Name of Fagility/Destination

Incurred Traveled

Toars I

Medical Care Expense Mileage

Read Carefutly: The undersigned participant in the Plan certifies that all services for which reimbursament or payment Is ¢laimed by submission of this form wera pravided
during a period while the undersigned was covarad under the Campany's Cafeteria Flan with respect to such expenses and that the medical expenses have net been reimbursed
of are not reimbursa able under any other health plan coverage.  The undarsigned fully understands that ha or she alone s fully respensible for the sufficiency, accuracy, and
veracity of all information relating to this claim which is provided by the undersigned, and that unless an expense for which payment or reimbursement is ¢laimed is proper
expense under the Plan, the undersigned may be liable for payment of all related taxes including federal, state, or cily income tax on amounts paid from the Pian which relate to
such expense,

Employee's Sighature Date

Send Completed Form to:

Section 125 Department

Employee Benefit Concepts, Inc.

a Group Resources company

P.O. Box 2365

Farmington Hills, Ml 48333
alms@emploveebenefltconcegts com

Fax-248-855-2454




