FILL THIS OUT To SAVE

WORKSHEET: ESTIMATED UNREIMBURSED HEALTH CARE EXPENSES
The following is a worksheet to assist you in identifying your health care expenses.
This worksheet only identifies a few of the most common expenses. There are many more eligible expenses reimbursable
under the plan. Please refer to your communication brochure for a more extensive list of eligible expenses.
MEDICAL VISION
Deductibles $ Deductibles $
i %
Coinsurance payments* $ CEINITEIRER L Em .
Examinations $
Copayments (HMO) $
Lenses $
Office Visit Copays $
Frames $
Well-bab
ei-baby care $ Contact Lenses $
gl annual Contact Solution $
checkups $
Pap Smears $ OVER-THE-COUNTER
ITEMS & MEDICATIONS
Immunizations $
Used to treat or alleviate an injury or illness:
Prescription Drugs $ $
Contraceptives $
. TOTAL ANNUAL UNREIMBURSED
o e $ HEALTH CARE EXPENSES; TRANSFER
Laboratory tests $ THIS TOTAL TO PART B OF THE
Splints, supports, ENROLLMENT FORM
corrective devices $_ Cannot exceed your plan maximum as
. . noted on the other side of this form. $
Hearing devices
Therapy treatments ESTIMATED DEPENDENT DAY CARE EXPENSES
(medical reasons only) $ (when you and your spouse work)
Other expenses $ Child care/Day care centers  $
DENTAL Child care in home $
Deductibles $ After-school care $
Coinsurance payments* $ Care of other dependents $
Fillings/crowns/bridges $
Total Annual Dependent Day Care Expenses (Cannot exceed
X-Rays $ $5,000 per calendar year or earned income of employee or
. spouse, whichever is less.)
Cleaning $
. TRANSFER THIS TOTAL TO PART C
Fluoride treatments $ OF ENROLLMENT FORM $
Dentures $ * Please keep in mind that any coordination of benefits with
another group plan will reduce your out-of-pocket expenses.
Orthodontia $
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