ebc
EMPLOYEE BENEFIT CONCEPTS, INC.
Below is your Claim Affidavit Form for mediflex (unreimbursed medical) claims.  Gather all your receipts for the month and send in all at one time with one (1) claim form. MAKE SURE YOUR RECEIPTS ARE READABLE. Please print out the claim form, fill in the required information and send in with receipts. Receipts sent in without the signed claim form will be returned. Be sure you keep a copy of all receipts and the claim form for your records.
What is an acceptable receipt?  Receipts must show date of service, type of service and amount charged for the service. Generally whatever would suffice for filing an insurance claim would be acceptable for a mediflex claim.  SERVICES MUST BE INCURRED DURING A PLAN YEAR. UNACCEPTABLE CLAIMS include a canceled check, a statement showing balance due, etc. Claims with unacceptable receipts attached will be returned.
Claims, along with receipts, should be mailed by the tenth of the month. Those that arrive after the checks have been cut will be carried over to the next month.  Be sure to put the correct amount of postage on your claims. Mail to:

EMPLOYEE BENEFIT CONCEPTS, INC.

ATTENTION:  PAT WHITE

P.O. BOX 1458

TUSCALOOSA, AL 35403-1458

Claims may also be faxed as long as the original is a clear, dark copy. You must fax a copy of the signed “claims affidavit” also. Fax to 205-758-5028.
Also for those of you who have balances in your mediflex account for the 2008-2009 plan year, please be reminded that to collect the balance, services must be incurred prior to November 15, 2009.  You have until November 15, 2009, to send in claims for this balance.  Use a separate claim form for these claims and clearly mark these claims "2008-2009 plan year".

If you have any questions or problems concerning your mediflex account, please contact Pat at 800-560-6318.  

ebc
EMPLOYEE BENEFIT CONCEPTS, INC.
SUPPORTING CLAIM AFFIDAVIT

EMPLOYER’S NAME:  DELTA STATE UNIVERSITY
NAME:                                                                    SS No.: __________________                                                                                                        
                 Please Print

Please indicate the total amount of the expenses you have incurred since the last claim:


UNREIMBURSED MEDICAL, DENTAL, etc.

$_______________                   

Attached are supporting documents, such as receipts, vouchers, etc. to corroborate the expenses listed above. I certify that all services for which reimbursement or payment is claimed by submission of this form were provided during a period while I was covered under the Company’s Cafeteria Plan and that the medical expenses have not been reimbursed or are not reimbursable under any other health plan coverage. I understand I cannot deduct such costs as expenses on my individual Federal and State income tax returns. 
I CERTIFY that the above information is correct and complete.
Signature:                                                                              Date:_____________     
Send Form with Receipts attached to  Employee Benefit Concepts, Inc.(  P. O. Box 1458 ( Tuscaloosa, AL 35403 (  FAX 205-758-5028 (  Phone 205-758-3003           

