Clear Form

Wellmark. 1E1§J BluePriority HRA”

Wellmark Blue Cross Blue Shield of lowa

Wellmark Blue Cross Blue Shield of South Dakota EN RO LLM ENT FO R M
Health Reimbursement Account

Employee Information

Name Social Security Number
Home Address City State Zip
Employer Effective Date Location/Class Date of Birth
/ / / /

Health Insurance Coverage

Please indicate current level of coverage:
] Single [] Family

] Single + 1 [] Other

Automatic Reimbursement Eligibility

] one or more of me, my covered spouse, or dependents is/are covered by another health plan or program (including medicaid and
medicare) and therefore will need to submit claims manually. | understand that | can only file claims that are covered benefits under my
Blue Priority health plan.

L] None of myself, my covered spouse, or dependents are covered by another health plan or program and therefore my claims will be
submitted automatically.

Direct Deposit Eligibility

L] hereby authorize Wellmark Blue Cross and Blue Shield to initiate credit entries and, if necessary, debit entries and adjustments for any
credit entries made in error to my account. This election shall remain in force until revoked by me.

Account Number Transit ABA Routing #
Account Type: DChecking O] Savings  This agreement is: [ New U Change [ cancel
Name of Bank Bank Phone
570|570 67al sTal ora [ o7a| Ta 6T | 673 o7a | o7a | o7a | o7a | 674 | 670 672 674 672 | 67a | 67|
Mr. & Mrs. Ima Sample 2001-91 E
e The Transit ABA Routing # includes all E 1234 Pretend Street E
of the numbers between the colons in the Nonexistant, USA 00000
middle of the number. Be sure to include E _20—— 'ﬂ]
any zeroes at the beginning or end. E R T %_\VOID I|=]
e The Account Number includes all of the E DoLLaRS E'
numbers after the second colon in the [§ NOTTABANK NON.NEGOTIABLE gl
middle of the number. Be sure to include E ' E
any zeroes at the beginning or end.
c004-94 nidiLS5E?AG) ORB?ESLIZ 4 E
[EE5] [ 5] ({5 [R5 25 D 5){= E) [ G) [ G lelgelglelaelg]ela]

Note: If you are requesting direct deposit, you must attach a voided check for verification and reference. For any requests other
than the beginning of your plan year, it will take two check cycles for the direct deposit authorization to be processed.

Employee Authorization

By signing this form, | acknowledge that | have read and understand the form and that the information indicated above is true and correct to
the best of my knowledge and that | am eligible for an HRA health plan.

Signature Date / /

Wellmark Blue Cross and Blue Shield of lowa and Wellmark Blue Cross and Blue Shield of South Dakota are Independent Licensees of the
H-8767 8/10 Blue Cross and Blue Shield Association
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