
 
SAS RETIREE HEALTH REIMBURSEMENT  

ARRANGEMENT CLAIM FORM  
 

 

To request premium reimbursement, please complete all sections of this form, including required signature.  In order 
to receive reimbursement, copy of supporting documentation must be attached.  Documentation may include a bill or receipt 
from the insurance carrier or group plan listing the name of the carrier or plan, premium amount paid, dates of coverage, and 
if possible, names of covered participants or type of coverage (i.e. single, family).  Copy of canceled check, bank statement, 
or credit card receipt/statement validating payment must be submitted along with a bill.  See reverse side of this form for 
additional information. 
 
    

PERSONAL INFORMATION 
 
Name of Retiree:  _____________________________      _____________________________    _________ 
   Legal Last     Legal First       MI 
 
Social Security #:  __________________________________  Home Phone:  (________)____________________ 
 
Home Address:  ______________________________________________________________ 
 
City:  _______________________________________ State:  ___________ Zip Code:____________________ 
 
Email Address:  _____________________________________________________________________________________ 
   Used for communication and quarterly balance statements 
 
 
 

HEALTH REIMBURSEMENT ARRANGEMENT CERTIFICATION 
 
COVERED PARTICIPANT INFORMATION FOR THIS CLAIM (INCLUDE RETIREE if applicable): 
 
   Relationship to        Check if dependent is   
Name        Retiree     DOB        19-24 yrs old & FT student 
 

1.___________________________________________________________________________________ � 
2.___________________________________________________________________________________ � 
3.___________________________________________________________________________________ � 
4.___________________________________________________________________________________ � 
  
PREMIUM INFORMATION (use separate claim forms for each premium payment): 
 
Name of Carrier or Plan:  _________________________________________________________________________ 
 
Amount of Premium:  $___________________    Date Paid:  _____________________________________   
 
Period of Coverage for the above paid premiums:  ____________________________________________________ 
 
Was this premium paid on a pre-tax basis?  Yes ____ No____ 
 

 
****PLEASE ATTACH THE REQUIRED SUPPORTING DOCUMENTATION **** 

 
CERTIFICATION AND SIGNATURE 

 
I request reimbursement under the SAS Retiree Health Reimbursement Arrangement plan for the premiums listed above.  I 
certify that I and/or my eligible dependents (if applicable) have paid these premiums.  I further certify that I have not received 
reimbursement for these premiums from any other source nor are they eligible for reimbursement from any other source.  I 
certify that these premiums were paid on an after-tax basis.   
 
I certify that the information provided for this claim is accurate and complete to the best of my knowledge. 
 
 
____________________________________________  _____________________________________ 
 Participant Signature       Date 

Revised 6/9/08 



 
 
 

 
 

 

CLAIMS FILING INSTRUCTIONS 
 

1) To file for reimbursement complete all sections of the claim form including the Participant’s signature.  If the form is 
not complete and signed, it will be returned. 
 

2) Attach the itemized bill or receipt from the insurance company along with proof of payment (a copy of your canceled 
check, bank statement, or credit card receipt/statement validating that the premium has been paid).  If possible, the 
bill or receipt should show the names of the individuals who are covered and the dates covered by that premium.  
 

3) Keep a copy of the claim form and supporting documentation for your records. 
 

4) Submit the claim form, with the supporting documentation, to the SAS Benefits Department.  Send to the address 
listed below. 
 

5) Reimbursements will be made via Electronic Funds Transfer, which means reimbursements will be deposited directly 
into your designated banking account.  Automatic deposits will be made to your designated account on the last 
business day of each month.  Claims must be received by SAS no later than the 10th of a month to be deposited 
to your account at the end of that month.  Claims that arrive past that deadline will be deposited to your account at 
the end of the following month.  You will not receive an additional notice that the deposit has been made. 

 
6) You may submit claims monthly or for several months at one time, if you prefer.  Complete a separate claim form for 

each premium payment.  You have until the end of the following year in which the premium was incurred to file for 
reimbursement. 

 
IMPORTANT CLAIMS AND ENROLLMENT INFORMATION 

 
1) Premiums that are paid with pre-tax dollars are not eligible for reimbursement under the SAS Health Reimbursement 

Arrangement Plan.   
 
2) Premiums paid for domestic partners or their children will be considered a taxable benefit and appropriate taxes will 

be deducted from each reimbursement deposit.  Taxes will be withheld at a flat supplemental rate. 
 
3) Please notify the SAS Benefits Department immediately at the address below of any change to your: 

 

• Bank account information - Before funds can be deposited to your new account, you must complete a new 
Health Reimbursement Arrangement Plan Retiree Banking Information form.  Allow a minimum of three 
weeks for this change to take effect. 

• Address, postal or email 
• Dependent status (domestic partner, spouse and/or dependent children or domestic partner’s children) 
• Domestic Partnership - A current DP affidavit must be on file.  Forms available upon request. 

Send completed claim form and supporting documentation to: 
 

SAS Benefits Department 
SAS Campus Drive Bldg U 
Cary, NC  27513 
 

Phone:  919-531-9090  * Fax #:  919-531-0201 

R  evised 6/9/08

COMPANY USE ONLY 
 

       Amount Rejected:  _____________________________ 
 
Amount Approved:  $ ________________  Rejection Reason:  _____________________________ 
 
Date Forwarded to      Date Participant was  
Finance for Processing:  ______________  Notified of Rejection:  ___________________________ 
 
HCE:  _____ Yes _____ No        Notified via:        email   letter 
 
Reimbursement for DP:  ____ Yes  ____ No    # of DP:  _____   Taxable Amount:  $_________ 
 
Reviewed By:  ___________________________________________ Date:  _____________________ 


