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Plan Year Information 
Current Plan Year:  7/1/2020 – 6/30/2021 

Eligible Expenses 
Health Reimbursement Arrangement (HRA) 

Rollover for HRA only – 100% 

Flexible Spending Account (FSA) 

Unreimbursed Medical 
For expenses not covered by medical, vision, and dental plans, such as dental and optical care, prescription 
drugs, certain over-the-counter (OTC) drugs, health and dental deductibles, co-payments, etc. 
Maximum election - $2,750 annually 

Dependent Care   
For expenses for the care of dependents allowing an employee (or an employee and their spouse) to work 
or to attend school full-time. Eligible expenses include pre-school & nursery school program, day care, after 
school programs, etc.   
Maximum election - $5,000 annually 

Online Account Access 
Please visit Nova’s Reimbursement Account Information Center at www.myflexspend.com for up to date 
balances and claim status which includes any requests for additional documentation that may be needed. 
You can also securely upload claims online! 

FSA Plan Run Out Information 
What is a run out period?  
The Run-Out Period is a set number of days after the plan year has ended in which you can file claims for 
expenses incurred during the previous plan year. For example, your plan year ends on 6/30/2021. You will 
have until 7/31/2021 to submit claims for expenses incurred between 7/1/2020 and 6/30/2021. 

The debit card should only be used for expenses incurred within the current plan year. To pay for expenses 
during the run-out period for dates of service from the previous plan year you must submit a manual claim 
for reimbursement. If you use the debit card for services outside of the current plan year, you will be asked 
to pay back the funds. Your card will be placed in suspended status until the funds are paid back.        

Single Double Family 

  CSEA   $165   $290   $365 

  Administrators   $185   $410 

  Teachers (C)   $185   $320   $410 

  Teachers (HDHP)   $1,100   $2,200 
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Where can I submit my claims for reimbursement? 
Claims and Documentation can be submitted: 
MyFlex App 
Online via Nova’s Reimbursement Account Information Center www.myflexspend.com 
Fax: (716) 774-8092 
Mail: Nova Healthcare Administrators  

  PO Box 1534 
  Buffalo, NY 14231 

Claims are processed and reimbursements are scheduled the 2nd & 4th Monday each month.    
Please note: reimbursements must be received five (5) business days prior to reimbursement schedule in 
order to guarantee timely reimbursement. 

How to access your funds for Eligible Expenses incurred during the Plan Year: 

 Use your Innovations Visa Debit Card. Please keep all EOBs and prescription tags for 
documentation purposes!

 Submit a completed Claim Form along with a copy of your health insurance providers’ EOB, 
prescription tag or detailed prescription statement, or itemized receipt.

 Claim forms can be found at www.myflexspend.com

Who can I call with questions regarding my Reimbursement Spending Accounts?

 Balance Inquiries

 Card Replacement

 Report cards lost or stolen

 Reimbursement Status

This information is also available on demand through the Reimbursement Account Information 
Center or the MyFlex App. 

Nova Customer Service is available Monday – Friday, 8 a.m. – 8 p.m. at (716) 505-8566. 

Customer service representatives can assist with: 
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Health Reimbursement Arrangement 
 

Now, more than ever, healthcare dollars need to go further. With an HRA they can.  
Through a Health Reimbursement Arrangement (HRA), you receive tax-free money from your employer to cover 
medical expenses that may not be covered by insurance such as dental work, vision care and prescriptions. That 
means fewer out-of-pocket healthcare costs for you and more money in your pocket. 
 
What is a Health Reimbursement Arrangement (HRA)? 
An HRA is a program that is fully funded by your employer and is designed to help you pay for out-of-pocket medical 
expenses. While HRAs come in many varieties, your HRA allows you to use the funds for an array of eligible 
expenses. 
 
How it Works 
Your employer puts money into your HRA and you choose how your healthcare dollars are spent. Because the 
money contributed by your employer doesn’t count as income, there are no tax implications. It’s kind of like getting 
a raise. You can use the money in the HRA throughout the year for qualified medical expenses. Depending on your 
plan design, any leftover dollars may roll over from year-to-year (as long as you continue to be a member of the 
plan) or they may be forfeited. Check with your Human Resources department or Plan Administrator for more 
information about your plan design. 
 
The Prepaid Benefits Card Makes Using Your HRA Easy 
With your HRA, you’ll receive a prepaid benefits card that makes it fast and convenient to access your money. With 
the card, you keep cash in your wallet because you can use your card to pay for qualified medical expenses. When 
you use the card, the cost of your eligible expenses will be automatically deducted from your account. There are no 
claim forms to complete and you won’t have to wait to get a check in the mail. Just swipe and go. It’s that easy!  
 
There are tens of thousands of merchant locations where you can use your card to cover eligible purchases and 
other over -the-counter expenses. In the event Nova is unable to substantiate a transaction, we may require you 
submit an itemized receipt, EOB, claims history, or itemized bill. Typically purchase verification is not necessary but 
Nova recommends members save receipts in the event documentation is requested by the IRS. In addition, you can 
check balances, view statements and see alerts about required actions online anytime with a secure Web portal. 

You can use your HRA dollars and your Prepaid Benefits Card to pay for expenses like: 
 Routine health care: office visits, X-rays, lab work 
 Hospital expenses: room and board, surgery  
 Medications: prescription and over the counter (OTC) drugs when prescribed by a physician 
 Dental care: cleanings, fillings, crowns 
 Vision care: eye exams, glasses, contacts 
 Copays and coinsurance (the portions of health care bills paid by you) 
 Eligible over the counter (OTC) items1 such as: First Aid Dressings and Supplies –bandages, rubbing alcohol 
 Contact Lens Solutions/Supplies 
 Diagnostic Products like thermometers, blood pressure monitors, cholesterol testing 
 Insulin and Diabetic Testing Supplies 

 
 1 The list of eligible OTC items changed per the Patient Protection and Affordable Care Act of 2010. Contact your 

Plan Administrator for more information or visit www.irs.gov for details 
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Frequently Asked Questions About Your HRA

A Health Reimbursement Arrangement (HRA) is an employer-sponsored plan that can be used to reimburse a portion 
of you and your eligible dependent’s out-of-pocket medical expenses, such as deductibles, coinsurance and pharmacy 
expenses. An HRA is a financial reimbursement plan funded entirely by your employer. You choose which out-of-
pocket qualified medical expenses you would like to submit for reimbursement.  

1. Do I have to have health insurance to have a health reimbursement arrangement (HRA)?
HRAs are usually provided by employees to complement a higher-deductible health plan (HDHP) but can be
paired with any type of health plan or offered alone. Once you have used your HRA funds, you pay all new and
remaining expenses out of pocket.

2. Who can put money in my HRA?
HRAs are fully owned and funded by the employer.

3. How do I know how much is contributed to my HRA each plan year?
At the beginning of each plan year, your employer will notify you of the amount they will contribute to your
HRA for that plan year.

4. Do I need to enroll each plan period?
Yes. All eligible employees must enroll each year during the open enrollment period. Your employer will
instruct you on how to complete enrollment.

5. Can I be reimbursed for my dependents’ medical expenses?
Yes, as long as your dependent meets the definition of a dependent as defined by the IRS and is included in
your employer’s plan.

6. What is an eligible health care expense?
Eligible expenses under an HRA plan are determined by your employer. Contact your human resources
department for information about your HRA plan design and eligible expenses. Generally, the following
expenses are eligible under an HRA plan: Health insurance deductibles; Coinsurance and co-pays; Other
expenses included in IRS Publication 502—Medical and Dental Expenses as eligible or qualified expenses; Some
insurance premiums. Eligible expenses must be incurred by the employee and/or eligible members of the
employee’s family and take place within the benefit plan year.

7. What’s the maximum reimbursement amount from my HRA?
Your HRA benefit amount is determined by your employer. Most plans will reimburse eligible expenses up to
the full available balance in your HRA. If your plan is based on an accrual, you'll only be reimbursed the amount
that you've earned in the plan. Contact your benefits department for specific information about your plan
design.

8. Do funds carry over at the end of the plan period?
Any unused amounts left in the accounts at the end of the plan period may or may not be carried over into the
next plan period depending on your plan. You have access to these funds from year to year as long as you
remain an eligible employee and carryover is permitted by your plan. You may even have access to funds after
termination of employment, if permitted by the plan.



Healthcare Claim Form
How to file a claim 

File a Claim 
• Return completed Healthcare Claim Form with documentation

Mail: Nova Healthcare Administrators, PO Box 1534, Buffalo, NY 14231
    If you elect to mail your information it is advised that you keep a copy for your records.  
    Please do not staple receipts to your claim form.  

Fax: (716) 774-8092 

• Please pick only one delivery method - do not fax and mail.

• Claims must be received by Nova five full business days prior to your scheduled reimbursement date.

Complete the Healthcare Claim Form 
Complete ALL employee information. Using approved documentation please complete patient name, provider name, 
date(s) of service, type of service and amount of claim.  

Eligible FSA Expenses 
An FSA can help offset out-of-pocket expenses on healthcare products and services for you and your dependents. This 
encompasses a large variety of eligible items including some dental expenses, as defined in Section 213(d) of the IRS tax 
code. You can view a listing of eligible expenses in IRS Publication 502. We advise that you keep a copy of all receipts 
submitted for reimbursement. Generally, credit card statements and cancelled checks will not provide enough detail to 
serve as qualified documentation for reimbursement. 

Eligible HRA Expenses 
Eligible HRA expenses include those that are primarily for diagnosis, cure, mitigation or prevention of disease as outlined 
in IRS Publication 502. Expenses must be for a qualifying account holder or dependent, fall within the HRA plan year, and 
must not have otherwise been reimbursed. For questions on specific expenses which may or may not be reimbursable, 
please refer to your benefit plan documents.

Qualified Documentation 
• Eligible HRA expenses include those that are primarily for diagnosis, cure, mitigation or prevention of disease as

outlined in IRS Publication 502. Expenses must be for a qualifying account holder or dependent, fall within the HRA
plan year, and must not have otherwise been reimbursed. For questions on specific expenses which may or may not be
reimbursable, please refer to your benefit plan documents.

• An Explanation of Benefits (EOB) is the preferred form of documentation to submit for reimbursement, especially if a
portion of your expense is covered by medical, dental or vision coverage.

• You may submit a maximum of 4 expenses on a single claim form.



Your Information 

Name : ____________________________________________________ Employer Name: ____________________________________________ 

Address: __________________________________________________ Phone: _____________________________________________________ 

City, State: ________________________________________________ Zip Code: ___________________________________________________ 

Last 4 digits of your Social Security Number: ________________      Please check here if this is a new address 

Please indicate if you have the following types of coverage*: Medical coverage?        Yes No  
Dental coverage?       Yes            No Vision coverage?           Yes No 
*To prevent claim denial, please be sure to provide an explanation of benefits (EOB) or itemized receipt.

Healthcare Expenses 

Patient Name Provider Name 
(Doctor/Dentist/Pharmacy)

Dates of Service 
(MMDDYY –  MMDDYY)

Total Charges

Type of Service (check one)    Chiropractic       Co-Pay       Dental        Ortho      Prescription      Psych/Therapist       Vision       Other: __________ 

Patient Name Provider Name 
(Doctor/Dentist/Pharmacy)

Dates of Service 
(MMDDYY –  MMDDYY)

Total Charges

Type of Service (check one)    Chiropractic       Co-Pay       Dental        Ortho      Prescription      Psych/Therapist       Vision       Other: __________ 

Patient Name Provider Name 
(Doctor/Dentist/Pharmacy)

Dates of Service 
(MMDDYY –  MMDDYY)

Total Charges

Type of Service (check one)    Chiropractic       Co-Pay       Dental        Ortho      Prescription      Psych/Therapist       Vision       Other: __________ 

Patient Name Provider Name 
(Doctor/Dentist/Pharmacy)

Dates of Service 
(MMDDYY –  MMDDYY)

Total Charges

Type of Service (check one)    Chiropractic       Co-Pay       Dental        Ortho      Prescription      Psych/Therapist       Vision       Other: __________ 

Total Request

Certification 
I certify that the expenses for which I am requesting reimbursement were incurred for service or supplies by my eligible dependents or me under the plan. 
These services were furnished on or after the effective date of my employee spending account. I understand the reimbursement of these expenses should be 
requested and made only after I have collected all benefit payments available from all plans under which my eligible dependents and I are covered. I further 
certify that I have not deducted or will not deduct on my individual income tax return any of the expenses reimbursed through my Healthcare Account. I 
understand reimbursement will be made in accordance with the guidelines set by the Internal Revenue Service and the provisions of the plan. I accept all 
responsibility for the proper treatment of benefits under this plan with respect to eligibility, income tax reporting and liability. 

Employee Signature (required): ______________________________________________________ Date: ______________________________ 

Healthcare Claim Form
Please clearly PRINT all information 

File a Claim by Mail:
Nova Healthcare Administrators  
PO Box 1534 
Buffalo, NY 14231  
Fax: (716) 774-8092 

o FSA 
o HRA 

o FSA 
o HRA 

o FSA 
o HRA 

o FSA 
o HRA 
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REIMBURSEMENT ACCOUNT INFORMATION CENTER 

Employee Login 

Welcome 
Nova’s  Reimbursement Account Information Center offers access to a variety  
of tools and information including account balances, statements, reports, claim 
submission, forms, and more.  

Log In 
Visit www.myflexspend.com to get started. Or you can access this site by visiting 
novahealthcare.com/members and clicking on the Visa® logo 

 Username: Your first initial, followed by; your last name, followed by; the last 4 digits of your Social
Security Number e.g., jsmith1234

 Password: For your temporary password, please contact Customer Service at (716) 505-8566 or 
1-877-268-3799

Employer Login 
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REIMBURSEMENT ACCOUNT INFORMATION CENTER 

Navigating the Reimbursement Account Information Center

Account Overview 
For an overview of your account select the Accounts tab and click on Account Summary.  
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REIMBURSEMENT ACCOUNT INFORMATION CENTER 

View Claims 
To view claims online select the Accounts tab and click on File A Claim.   

File a Claim and Submit Receipts 
To submit a claim, click on the account and click the File Claim button. 
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REIMBURSEMENT ACCOUNT INFORMATION CENTER 

Expense Tracker 
To track expenses for your account, select the Accounts tab and click on Expenses.   
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REIMBURSEMENT ACCOUNT INFORMATION CENTER 

View Elections 
To veiw plan year elections, select the Accounts tab and click on Account Summary. 
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REIMBURSEMENT ACCOUNT INFORMATION CENTER 

Accessing Frequently Used Forms 
To access frequently used forms select the Tools & Support tab. 
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Account Information at Your Fingertips 

NovaFlex App 
Want to check your health care account balances and submit 
claims anywhere, anytime? There’s an app for that! 

The NovaFlex app lets you securely access your health benefit 
account with the touch of a finger. Conveniently manage 
your reimbursement accounts on any iPhone, Android, or 
tablet device. 

Stay up to speed 
With NovaFlex app, you can get to the healthcare account information you need—fast. Wondering whether 
you have enough money to pay a bill or make a purchase? NovaFlex puts the answers at your fingertips*:  

• Enjoy real-time access including an intuitive app design and navigation
• Log in to your account(s) with ease using your fingerprint
• Quickly check available balances and account details for medical and dependent care FSA, HSA, HRA,

transportation and premium reimbursement plans
• View charts summarizing account information
• View in-app messages and text alerts that provide instant notifications about your account(s)
• Submit claims – snap a photo of a receipt and submit with a new or existing claim
• Make an HSA distribution or contribution and view investment details
• Link to an external web page to obtain helpful information such as a list of eligible expenses
• Retrieve a lost username or password
• Use your device of choice – including Apple® and Android™-powered smartphones

View balance information for 

all your account(s) right away. 

Use the “I Want To” section to quickly take any number of 

actions from making payments to viewing HSA investments 

to scanning items for eligibility and more. 
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Tap to take action 
Our easy-to-use app helps you quickly find what you need to make a payment, capture a receipt or take any number of 
actions – whether you’re on the couch or waiting in line. With NovaFlex, you can get it done fast and enjoy the rest of 
your day*. 

 Submit claims for medical and dependent care FSA, HRA, VEBA, transportation, tuition and premium
reimbursement plans

 Snap a photo of a receipt and submit with a new or existing claim, or store in your camera roll for claim filing

 Make an HSA distribution or contribution and view HSA investment details

 Use the Eligible Expense Scanner to scan items to determine if they’re qualified medical expenses before you get
to the checkout lane

 Access your account funds to pay yourself or someone else such as doctor

 Add and store information on new payees

 Enter and view expense information and receipts

 Report a debit card as lost or stolen

Imagine what you could do with NovaFlex 

Check Balances
Wondering whether you can pay for an elective procedure or a 
mounting bill? Do a quick account check to see your current 
balance. No need to wait for an answer – it’s right at your 
fingertips.  

Scan Expenses 
How can you easily determine which products can be paid for 
using your account funds?  With NovaFlex, you can simply scan 
a product bar code to help determine eligibility as a qualified 
medical expense.  That’s peace of mind with a touch of a 
button. 

With a quick barcode scan, you’ll know in an instant 
whether an item qualifies as an eligible expense 
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Account Information at Your Fingertips 

Make Payments Quickly
Record a health expense and capture the receipt the moment 
the transaction happens. Easily add payees and pay bills from 
any account. And, if you pay out-of-pocket, file a claim with a 
receipt or request a distribution from your HSA -- right from 
your phone.  

Manage HSA Investments
Keep track of your HSA investment performance wherever you 
are. In addition to balance and activity details, a graphical 
snapshot shows the rate of return and performance over time. 
Analyze your asset mix and allocations with easy-to-read graphs 
to make informed decisions about your healthcare. 

Get started with NovaFlex in minutes. 

Download the NovaFlex app for your chosen device from the Apple App Store or Google Play and log in 
using the password you use to access the NovaFlex consumer portal. 

* Some functionality listed may require additional products and services

Check the activity of your HSA investments at 
any time, right from your mobile device.  



             Return Form To:  
 Nova Healthcare Administrators, Inc. 

 Attn: FSA Administration 

         PO Box 1534  
Buffalo, New York 14231 

AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT 
Please complete the following information below to set‐up direct deposit of manual claim reimbursement into 

your personal checking/savings account 

Section 1 – Employee Information 

Employee Name: _____________________________________ 

Social Security Number: ___________________    Employer: _______________________ 

Section 2 – Account Status 

New Agreement   Change in Account    Cancel Account 

Allow 10 business days for processing of this authorization 
 

Section 3 – Banking Information 

Account Type:   Checking    Savings 

Bank Name: ______________________ 

City: ________________________  State: ___________________  Zip: _____________ 

Transit/ABA Number: _______________________ Bank Account Number: __________________ 

Attach a voided check here to Checking Accounts 

or 

Attach a deposit slip for Savings Accounts  

I  hereby  authorize  Independent  Health  Corporation  to  initiate  credit  entries  and  if  necessary,  debit  entries  and 
adjustments  for  any  entries made  in  error  to my  account  as  indicated.  This  authorization will  remain  in  effect  until 
Independent Health Corporation has received written notification from me of its termination in such a manner as to allow 
Independent Health Corporation reasonable opportunity to act upon it. If I change any account, I will complete a new 
Authorization Agreement for Direct Deposit  listing the new account information. I understand this authorization is for 
reimbursement for my Flexible Benefits, Health Reimbursement Plan and/or Transportation Benefit Plan. I understand 
that my deposits may not be credited to my account for up to two business days after the transaction has been sent to 
the bank for processing.  

Employee Signature: ____________________________ Date: ___________________ 
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Authorization to Disclose Protected Health Information (PHI) 

Under Federal and State privacy laws, Nova Healthcare Administrators, Inc., Independent Health and/or 
Pharmacy Benefit Dimensions, LLC (individually or collectively herein “Company”) is permitted to use 
or disclose your Protected Health Information (PHI) for payment, treatment, health care operations, and 
as required by law. For purposes other than treatment, payment or health care operations, your written 
authorization is required before sharing your PHI. This includes sharing your information with your 
spouse, relatives, employer, etc. This form allows you to authorize the Company to use or disclose your 
PHI to those individuals you specify in this form. 

Please read before completing this form 
• Incomplete authorizations will be considered invalid and will not be accepted. Incomplete

authorizations will be returned.

• Completion of this authorization form is voluntary. You may refuse to sign this form, but the
Company will not be able to release your information.

• A copy of this authorization will be available to you, but you should retain a copy for your
records.

• Signing or not signing this form will not affect any payment, enrollment or eligibility for
benefit decisions made by Company.

• If the person or entity receiving this information is not a health care provider or health plan
covered by federal privacy regulations, the information described in this authorization may be
disclosed to other individuals or institutions and no longer protected by these regulations.

• Finally, you may revoke this authorization in writing at any time by sending a letter or, calling
Nova’s Customer Service Department using the number listed on your ID card. Your
revocation notice will not apply to actions taken by the requesting person/entity prior to the
date we receive your written request to revoke authorization.

If you need assistance completing this form, please contact our Customer Service 
Department using the number listed on your Identification Card. 

Return your completed and signed authorization to: 
Nova Healthcare Administrators, Inc. 

P.O. Box 408 
Buffalo, NY 14231 

- or - 
Fax: (716) 250-7193 



Form version: 20181129_ECI        Nova  |  P.O. Box 408  | Buffalo, NY 14231    Page 2 of 4 

This page intentionally left blank 



Form version: 20181129_ECI        Nova  |  P.O. Box 408  | Buffalo, NY 14231    Page 3 of 4 

Authorization to Disclose Protected Health Information (PHI) 

Under Federal and State privacy laws, I authorize: (please check) 
 Nova Healthcare Administrators, Inc. and Independent Health
 Pharmacy Benefit Dimensions

to use or disclose my Protected Health Information (PHI) to the Individual(s)/Entity listed below. 

Section A: Member/Participant Information 
Complete all information requested in this section for the member whose information will be released.  
Name: (Last, First, Middle Initial, Title [Sr., Jr., III.]) Date of Birth: 

            /        / 
Telephone Number: 
(           )   

Address: Group #: (as shown on the member’s ID card) 

City, State, Zip: Member ID #: (as shown on the member’s ID card) 

- 

Section B: Authorized Individuals 
Please list the individuals and/or organizations that you are authorizing to view or receive your PHI.  Include 
each individual’s address and telephone number incase they need to be contacted in an emergency.  If more 
space is needed to list who you are allowing to view or receive your PHI, attach an additional page. 
1. Name/Organization: Relationship: 

Address: Telephone Number: 
(           ) 

2. Name/Organization: Relationship: 

Address: Telephone Number: 
(           ) 

Section C: Description of Information that can be Released (Please check/initial all that apply) 
If more space is needed to describe the PHI, attach an additional page. Please note: a special authorization form is 
required for disclosing confidential HIV-related Information. To obtain a copy of this form please visit 
www.novahealthcare.com then under “Members”, click on “Frequently Used Forms” or call our Customer 
Service Department at the number listed on your ID card.  

 Pre-Cert / Referral Information  Enrollment / Benefits  Disease Management 

 Case Management Information  Payment Information  Pharmacy Information 
 Claims Information (Medical and Dental)  Health Management  Demographic Information 

 Reimbursement Account (FSA/HRA/Parking & Transit) Information 

 All of the above (Does not include below)  

I understand that my specific authorization is needed to release my information pertaining to the items listed 
below.  By initialing, I authorize release of the following information pertinent to my case: 

Pregnancy/Reproductive 
_______ (Initials) 

Psychotherapy/Mental Health 
_______ (Initials) 

Alcohol/Substance Abuse 
_______ (Initials) 

http://www.novahealthcare.com/
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Section D: Purpose and Time Period  
Unless noted below, the authorized individuals in Section B can obtain your health information upon their 
request and from the start date of your plan coverage through your employer. 

 Purpose: ____________________________________________________________________________________ 

 Time Period: Only release health information concerning dates of service from (insert date) ____________ to 
(insert date) ____________ 

Section E: Scope of Authorization (Please check all that apply, This section must be completed) 
 The individual(s) in Section B may discuss orally my PHI with Company.  
 The individual(s) in Section B may inspect and/or obtain copies of my PHI from Company. 

Section F: Expiration  
Unless noted below, this authorization is valid until Company receives a letter canceling this authorization. 
This authorization will expire: 

 1 year from the date of my signature  3 years from the date of my signature 

 5 years from the date of my signature  On the following date (insert date): _____________ 

 On the following event: (please specify) ___________________________________________________________ 

Section G: Personal Representative Information 
Complete this section if you are a personal representative that is acting on behalf of a member. You must include 
a copy of one of the following documents as proof of your legal representation and authority: 
□ Valid health care proxy       - or -        □ Certificate of Guardianship issued by a Court of appropriate jurisdiction.
If the member is deceased, please submit a copy of one of the following: 
□ Administrator’s or Executor’s Certificate
□ Surviving Spouse Affidavit accompanied by a death certificate
Name: (Last, First, Middle Initial, Title [Sr., Jr., III.]) Relationship: 

Address: Telephone Number: 
(         ) 

Section H: Signature/Date 
Please read the following carefully before you sign. 
By signing this form, I understand the following: (1) if the entity authorized to receive my PHI is not a health plan, health 
care provider or other covered entity as described by the Health Insurance Portability and Accountability Act (HIPAA) 
Privacy Rule, the released information may no longer be protected by federal privacy laws, rules and regulations; (2) the 
information disclosed will only include mental health, alcohol and substance abuse, HIV/AIDS, sexually transmitted 
disease, abortion and/or genetic testing information if I specifically direct Nova to release that information; (3) I am not 
required to sign this form, but if I do not sign this form, it will not be considered valid, it will be returned to me and no 
information will be released by Company; (4) I may revoke this authorization at any time by notifying Company in writing; 
(5) if I do revoke this authorization, my revocation will have no effect on any actions Company took according to this 
authorization before Company received my revocation; and (6) it is my choice whether I sign this form and signing or not 
signing this authorization will not affect any payment, enrollment, or eligibility for benefit decisions made by Company. 

I sign this authorization under penalty of perjury and attest that the information contained in this authorization is true and 
correct and may be relied upon by Company. 

_______________________________________________________               Date: ________________________ 
Signature of Member or Personal Representative 
 



REIMBURSEMENT ACCOUNT 
ENROLLMENT FORM 

Employer Information (employer use only) 
Group Name:  Clarence Central School District Effective Date: 

Date of Hire: First Payroll Deduction Date:  

Location/Department (if applicable):  

Payroll Deduction Frequency (eg. weekly, monthly, etc.):  

Employer Initials: Date: 

FOR NEW ENROLLMENTS/Please check one: FOR CHANGES*/Please check all that apply: 

❑ OPEN ENROLLMENT 
❑ NEWLY ELIGIBLE/REASON ______________________ 
❑ NEW HIRE/DATE OF HIRE ____/____/____ 

❑ PLAN CHANGE               ❑ NAME CHANGE 
❑ ADD DEPENDENT             ❑ REMOVE DEPENDENT 
❑ ADDRESS CHANGE           ❑ TERMINATION (effective date) ____________________   

PLEASE PRINT AND RETURN TO YOUR EMPLOYER UPON COMPLETION. For changes complete first & last name only. 
APPLICANT’S LAST NAME          FIRST NAME        MI 

❑ MALE 

❑ FEMALE 

SOCIAL SECURITY NUMBER 

ADDRESS (NUMBER, STREET, APARTMENT) DATE OF BIRTH 

CITY          STATE          ZIP + 4 HOME: (          )             CELL: (          )       

WORK: (      )             E-MAIL:  

ANNUAL ELECTIONS 

HEALTH REIMBURSEMENT ACCOUNT (HRA) 
EMPLOYER CONTRIBUTION 

SINGLE   $____________ 

EMPLOYER CONTRIBUTION 

FAMILY   $______________ 

DEPENDENT INFORMATION 
LAST NAME FIRST NAME M.I. SSN DATE OF BIRTH RELATIONSHIP GENDER 
DEPENDENT 

❑Male 

❑Female

DEPENDENT 
❑Male 

❑Female

DEPENDENT 
❑Male 

❑Female

DEPENDENT 
❑Male 

❑Female

DEPENDENT 
❑Male 

❑Female

CERTIFICATION & CONSENT 
II  cceerrttiiffyy  II  wwiillll  hhaavvee  tthhee  aabboovvee  ttoottaall  aammoouunntt  ddeedduucctteedd  ffrroomm  eeaacchh  ooff  mmyy  ppaayycchheecckkss..  II  uunnddeerrssttaanndd  tthhiiss  wwiillll  lloowweerr  mmyy  ggrroossss  ppaayy,,  aanndd  ccoonnsseeqquueennttllyy,,  mmyy  ttaaxx  bbaassee  aanndd  mmyy  SSoocciiaall  

SSeeccuurriittyy  bbaassee..  II  aallssoo  uunnddeerrssttaanndd  tthhaatt  II  ccaannnnoott  mmaakkee  aannyy  cchhaannggeess  dduurriinngg  tthhee  ppllaann  uunnlleessss  II  eexxppeerriieennccee  aa  cchhaannggee  iinn  ffaammiillyy  ssttaattuuss..  IInn  aaddddiittiioonn,,  II  cceerrttiiffyy  tthhaatt  iiff  II  aamm  iissssuueedd  aa  ddeebbiitt  

ccaarrdd  wwiitthh  tthhiiss  bbeenneeffiitt,,  II  wwiillll  oonnllyy  uussee  iitt  ffoorr  eelliiggiibbllee  mmeeddiiccaall  aanndd//oorr  ddeeppeennddeenntt  ccaarree  eexxppeennsseess  aass  ddeeffiinneedd  bbyy  tthhee  IIRRSS  uunnddeerr  SSeeccttiioonn  221133  aanndd//oorr  sseeccttiioonn  2211  ffoorr  mmyy  ssppoouussee,,  

ddeeppeennddeennttss,,  aanndd  mmyysseellff..  II  aallssoo  cceerrttiiffyy  aannyy  eexxppeennssee  ppaaiidd  uussiinngg  ssuucchh  ddeebbiitt  ccaarrdd  hhaass  nnoott  bbeeeenn  rreeiimmbbuurrsseedd  bbyy  aannyy  ootthheerr  ppllaann  ccoovveerriinngg  hheeaalltthh  bbeenneeffiittss,,  nnoorr  wwiillll  II  sseeeekk  

rreeiimmbbuurrsseemmeenntt  uunnddeerr  aannyy  ootthheerr  ppllaann  oorr  ddeedduucctt  ssuucchh  eexxppeennsseess  oonn  mmyy  iinnccoommee  ttaaxx  rreettuurrnn..    II  uunnddeerrssttaanndd  tthhiiss  cceerrttiiffiiccaattiioonn  iiss  rreeaaffffiirrmmeedd  eeaacchh  ttiimmee  tthhee  ccaarrdd  iiss  uusseedd  aanndd  II  aaggrreeee  ttoo  

aaccqquuiirree  aanndd  rreettaaiinn  ssuuffffiicciieenntt  ddooccuummeennttaattiioonn  ffoorr  aannyy  eexxppeennssee  ppaaiidd  wwiitthh  tthhee  ccaarrdd,,  aanndd  ssuubbmmiitt  ssuucchh  ddooccuummeennttaattiioonn  aass  ssuubbssttaannttiiaattiioonn  wwhheenn  rreeqquueesstteedd..

AUTHORIZATION: I have read and agree to the authorization above. 
Subscriber’s  Signature Date 

**AAccccoorrddiinngg  ttoo  IIRRSS  rreegguullaattiioonnss,,  yyoouu  mmaayy  oonnllyy  cchhaannggee  yyoouurr  eelleeccttiioonnss  aatt  tthhee  bbeeggiinnnniinngg  ooff  eeaacchh  ppllaann  yyeeaarr  uunnlleessss  yyoouu  eexxppeerriieennccee  aa  cchhaannggee  iinn  yyoouurr  ffaammiillyy  ssttaattuuss..  AA  cchhaannggee  ooff  ffaammiillyy  ssttaattuuss  mmaayy

iinncclluuddee  mmaarrrriiaaggee,,  ddiivvoorrccee,,  bbiirrtthh,,  aaddooppttiioonn,,  ddeeaatthh  oorr  lloossss  ooff  ssppoouussee’’ss  eemmppllooyymmeenntt..  CChhaannggeess  iinn  tthhee  ccoonnttrriibbuuttiioonn  aammoouunntt  mmuusstt  bbee  ccoonnssiisstteenntt  wwiitthh  tthhee  cchhaannggee  iinn  yyoouurr  ffaammiillyy  ssttaattuuss..  
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