3sHealth — Employee Benefits

600-1919 Saskatchewan Drive Regina, SK S4P 4H2

3 S H e a It h T.306-347-5519 . 306-347-5910
Toll Free: 1-866-278-2301

better tog ether Email: ebp@3sHealth.ca

Out-0f-Scope Flexible Spending Account Plan
Lifestyles Spending Account Claim Form

PLAN MEMBER INFORMATION

First Name: Last Name: Benefit ID/
Person ID:

Address: City: Province: Postal Code:

Date of Birth: Home Phone: Work Phone:

mm/dd/yyyy

Preferred Email: Employer Name:

CLAIM DETAILS

Do o xgora: e of xpense boffocsps: | AmountofBgense: | Approved Amount
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00

TOTALS $0.00 $0.00

Instructions: Attach all bills and receipts for all expenses and itemize them by providing all the information requested. If you have submitted
your claim previously through your benefit plan or your spouse’s benefit plan, provide a copy of the Explanation of Benefits
provided by the carrier.

Note: All submitted receipts are part of our records and will not be returned.

Important: Please complete all sections. This claim cannot be processed if it is incomplete or if it contains errors.

SIGNATURE

I understand these benefits are subject to the terms of the Out-of-Scope Flexible Spending Account Plan, as applicable, sponsored by the Health
Shared Services Saskatchewan (3sHealth).

By signing this Claim Form, | agree that the information provided is complete and accurate. | understand that 3sHealth may request additional
information in order to adjudicate my claim appropriately. | certify that all expenses have been incurred by me, the Employee in the appropriate
benefit year.

Your Signature: Date Signed:
mm/dd/yyyy

3sHealth Employee Benefits is committed to protecting the privacy of your personal information. We collect and use your personal information to determine your eligibility for coverage
and to administer the benefit plans. We limit access to your personal information to 3sHealth Employee Benefits staff, to any third party authorized by 3sHealth who requires it to
administer your benefits, to persons to whom you have granted access, and to persons authorized by law.
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