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BEMEFIT MARKETING SOLUTIONS

Mailing Address: P.O. Box 43653 Louisville, KY 40253-0653
(502)244-1161 * (800)919-2674 * FAX (502)244-1162
claims@bmsllc.net

Procedures for using www.MyFlexOnline.com to
Review Your Account and File Manual Claims

1. Visit www.myflexonline.com. (If you have not visited this website before, select “New

User” to set up an online account.) Enter in your created name and password.
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Registered Participants Additional Options

LoGIn VIEW SAMPLE

wielcome to the new participant website
Although this page may look different, yvour previously
established username and password is still valid.

Firsttime? Click on "New User" to establish your
username and password to manage your account
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To create a new user, complete all the tems below and click "Continue.”
Social Security Number (111223333) | |

Daate of Birth: (mm/ddisyd: | |

E-mail Address: | |

MOTE: If you leave the user name blank, your user name will be the e-mail address entered above.

User Mame: | |

Mustbe 3-20 characters long, includs no spaces,
begin with letter (A-2, a-2) or number (0-2), May include 1@#$% ~a%( ),

FPassword: | |

Must be 65-20 characters long, include no spaces,
begin with letter (A-2, a-2) or number (0-2), May include 1@#$% ~a%( ),

Confirm Password | |

Select a Hint Question: | Favorite Movie? vl

Answer. | |
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&] Done 2 & Intsrnet

©BMSLLC 8/06



2. Once you login to your account, you will be able to view your account summary and
various items including “FILE A CLAIM”, “USER INFO” and “HELP.” The “HELP”
button is extremely helpful in outlining how to file claim if you need additional
assistance. Also, click on the “VIEW” button under Qualified Expenses for an extensive
list of items the IRS allows for reimbursement under the FSA account. (Note: if you
have an HRA, please contact BMS for details of covered expenses for your particular
plan.)
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3. After viewing your account summary, click on “FILE A CLAIM” on the toolbar.
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Flease use the following entry table to complete the claim reviess process. You may enter additional claim(s) on this form
Enter each line in detail and select "ADD A CLAIM" to add mulliple items.

Claim Type it:/";dm i"r‘ndfddm Description Amount  Dependent
Select..  v|| | | I I
ADD A1 ITEM
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4. Enter in the information pertaining to the expenses for which you are requesting
reimbursement. Once you are finished with the information for one particular item, click
on “Add an Item”. This will let you add multiple receipts/transaction until you have
entered all the information for this particular claim submission.
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Please use the following entry table to complete the claim review process. You may enter additional claimis) on this form
Enter each line in detail and select"ADD A CLAIM' to add multiple iterns.

Claim Type i:}:diw i:‘jddfw Description Arnount  Dependent
Prescription |~ | (010106 | (21406 | EF [Rite Aid |[$200.00 | [myselr

400 A ITEM

Current as of 2M 82006 10:03:33 PM
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5. Once you have entered all expenses, click the “View Form” button at the bottom left.
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Please use the following entry tahle o complete the claim review process. You may enter additional claim(s) on this form
Enter each line in detail and select"ADD A CLAIM" to add multiple items.

Start End

Claim Type - e . Description Amount  Dependent
Select..  +|] | | | | I Il

ADD AN ITEM

Claim Form

%‘:‘;‘“ Start mm/dd/yy End mm/ddyy Description Arnount

Prescription 0101722008 0251472006 Rite: &id $200.00 Remove

Current as of 2MG/2006 10:0333 Ph
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6. Review the information on this screen to be sure all entries are correct, and then click

the “Continue” button.
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File a Claim

To submit and print this form,
click the "Continue" button
below:

Ermployer: BMS LLC (Sample Company}

Emplayee Marme Last Four Digits of S5M

Flease review the following form. Ifthe form is correct, click the "Continue” button to
submitthe specified claims. When you click the "Continue” button, this form will be
displayed in a printer-Triendly version for you 1o send inwith your receipts

%"D': Start mm/ddsyy End mmdddsyy Description Jry—
Prescription 01 01 2006 028 42006 Rite &id F200 00

Claim Form Total: $200.00

Current as of 2/1 /2006 10:03:33 PM
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6. This is the form that you will print off and submit to us along with copies of your valid
receipts (check the website for what is considered a valid receipt.) NOTE: Please make
sure that your pop-ups are enabled before trying to print. (If you do receive a print error,
check pop ups and then go to pending payments. You should be able to locate the form

you just created and select “Reprint™.)

=N https:/Avww. myflexonline.com - Claim Form - Printer Friendly Yersion - Microsoft Internet Ex... @-g

Flexible Benefits Plan Reimbursement Claim Form # 173,150
Emplover: BMS LLC {(Sample Company) Emplovee Mame Last Four Digits of S5SMN
Phone: E-mail:

Please print and sign this form. Submit this form along with your receipts.

O the receipts, please cross through any line items for Hon-Chalified Expenses. ¥our fax or mail nmst be received by the DEADLINE .
Clain Type Date D= crip Hon Axo urnct Deadline

B 010106 Rite Sid 200 00

1 Total Qualified Expenses:

Read Charefaip: The undersignad participant in the Plan certifies that all serrices forwhich receipts ave submitted with this form arere
provided during 2 period while the undersizned was coversd under the amployer's Flaxible Banefits Plan with respact to such expenses, and
that the expenses have not been reimbursed or are not reimbursable under any other health plan coverage. The undersigned fally understands
that he or she alone is fully responsible for the sufficiency, accuracy, and Veraclly of all information relating to this claim, which is
provided by the undersigned, and that unless an expense for which p is claimed is 2 proper expense under the Plan,
the undersizned may be lable for paymment of all related taxes inchiding Fed.era], state, or city income tax on amounts paid from the Plan,
erhich relate to mach expense.

Emplovee Sianature: Date:

Submit your Receipts along vwith this form.

Mail aor fax claim forms and receipts to

Clanns Administrator P.O. Box 43653
BMS LLC Louisville , Ky 402530653
c /o Flex Claimms Dept. Fax: (502)244-1162

Cate Printed: 201 7/2008 2:12 P
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You are finished! Simply fax (or mail) your Claim Form along with valid receipts to
BMS LLC and your request for reimbursement is completed!
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