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1. What is a Prepaid Benefits Card?  

A Prepaid Benefits Card is a special-purpose MasterCard® Card or Visa® Card that gives participants an 
easy, automatic way to pay for qualified health care/benefit expenses. The Card lets participants 
electronically access the pre-tax amounts set aside in their respective employee benefits accounts such 
as Flexible Spending Accounts (FSAs), Health Reimbursement Accounts (HRAs), Health Savings 
Accounts (HSAs), and Qualified Transportation Accounts (QTAs).  

2. How does the Prepaid Benefits Card work?  

It works like a MasterCard® Card or Visa® Card, with the value of the participant’s account(s) 
contribution stored on it. When participants have qualified eligible expenses at a business that accepts 
MasterCard debit cards or Visa debit cards, they simply use their Card. The amount of the qualified 
purchases will be deducted – automatically – from their account and the pre-tax dollars will be 
electronically transferred to the provider/merchant for immediate payment.  

3. How does the Prepaid Benefits Card change how I am reimbursed for expenses?  

Before the Prepaid Benefits Card became available, participants were required to first make a 
contribution from their paychecks into their FSAs. Participants then had to pay for their eligible 
expenses at the time of purchase, submit claim forms along with all receipts, and then wait for the 
reimbursement to be processed. Checks were issued and mailed to the participants, who then cashed the 
checks. In essence, participants “paid twice” – through payroll deduction and then at the point of sale– 
then they had to wait for reimbursement.  

However, with the Prepaid Benefits Card, participants simply swipe their Cards and the funds are 
automatically deducted from their respective employee benefit account(s) for payment. The Card 
eliminates most out-of-pocket cash outlays and paperwork, as well as the need to wait for 
reimbursement checks.  

4. Is the Prepaid Benefits Card just like other MasterCard Cards or Visa® Cards?  

No. The Prepaid Benefits Card is a special-purpose MasterCard® Card or Visa® Card that can be used 
only for qualified health care/benefits expenses. It cannot be used, for instance, at gas stations or 
restaurants. There are no monthly bills and no interest.  

5. How many Prepaid Benefits Cards will I receive?  

You will receive two Cards (unless the participant has 
only a Qualified Transportation Account, in which 
case one Card will be issued). If you would like 
additional Cards for other family members, please 
contact Benefit Advantage at (800) 686-6829.   

★Please watch for your cards in the mail (DO NOT 
THROW AWAY). See sample envelope to the right… 

                                                                                             
    

 

   

 

6. Do I need a new Prepaid Benefits Card each year?

 As long as the respective employee benefit account(s) remain part of the participant’s benefit plan and 
 you elect to participate each year, the Prepaid Benefits Card will be loaded with the new annual election 
 amount at the start of each plan year or incrementally with each pay period, based on the type of 
 account(s) you have. 

7. What if the Prepaid Benefits Card is lost or stolen?

 Participants should call their Plan Administrator to report a Card lost or stolen as soon as they realize it 
 is missing, so the Administrator can turn off their current Card(s) and issue replacement Card(s). 

 Replacement Cards are $5.00 each, which will be deducted directly from the participant’s pre-tax 
 account. 

FREQUENTLY ASKED QUESTIONS 



 

 

 

 

 

 

 

 

 

1. How do I activate the Card? 

Participants should call the toll free number on the activation sticker on the front of the Card 
or call Benefit Advantage at 800-686-6829 for assistance. 

Participants can use both Cards once the first Card is activated – they do not need to activate 
both.  

They should wait 1 business day after activation to use their Cards. Each Card user should 
sign the Card with his or her own name. 
 

2. What dollar amount is on the Prepaid Benefits Card when it is activated? 

For Health Care FSAs, the dollar value on the Card will be the annual amount that participants 

elected to contribute to their respective employee benefit account(s) during their annual 

benefits enrollment. It's from that total dollar amount that eligible expenses will be deducted 

as participants use their Cards or submit manual claims. Some other types of accounts, like 

Dependent Care FSAs, HRAs, and transportation accounts, are funded incrementally at each 

pay period, so it is especially important to be aware of account balances in order to avoid Card 

declines at the point of service. 

What is an itemized receipt?   

An itemized receipt must include: 

merchant or provider name, services 

received or item purchased, date of 

service, and amount of the expense.   

 

★Cancelled checks, handwritten 

receipts, card transaction receipts 

or previous balance receipts 

cannot be used to verify an 

expense. 

 

FREQUENTLY ASKED QUESTIONS 

IT’S IMPORTANT TO SAVE YOUR RECEIPTS! 
  
Your Prepaid Benefits Card will definitely improve your 

cash flow.  However, be aware that the IRS requires the 

Card be used only for eligible expenses. Most of the 

time, we can verify the eligibility of the expense 

automatically. There are instances when you’ll receive a 

letter/notification asking you to furnish an itemized 

receipt to verify the expense. When you receive such a 

request, make sure you submit the receipts as soon as 

possible to avoid having your Card suspended until 

receipts have been submitted and approved. 

 

We suggest that you keep itemized receipts in one place so they’re readily available when you receive a request. 

 







 

              
 

 

 

 
 
 
 

  
 

For complete on-the-go access to your FSA and DCAP 
benefits, download our mobile app. Benefit Advantage is 
pleased to announce  your employees now have access to our 
mobile app for complete account access from their mobile 
device.  

The Benefit Advantage App is available on both the iPhone 
and Android platforms.  

 
 
 
 
 

 

 

 

The Benefit Advantage App is a convenient way to manage your FSA and DCAP 
plans on the go and at the time of service!  

You can download the Benefit Advantage App from the iTunes App Store or from 
Google Play. You can find the mobile app by searching benefitadvantage.com.  

 
With the convenience of a mobile device, you can see your available 
balance anywhere, anytime as well as file claims and upload receipts! 

 Use your camera to submit claims 

 Verify outstanding Benny Card charges 

 View account balances 

 View claim denials 

 Receive alerts 

 View pending submissions 

MOBILE APPLICATION 

800-686-6829 
www.benefitadvantage.com 





     
 

 

    
 

 

 
  

 
 
 
 
 
 
 
 

The information listed below is necessary to completely process the direct deposit funds into a specific bank 
account.  (Please print all of the following information.)   
 
For claims reimbursed through Direct Deposit, I realize if I fail to notify Benefit Advantage of any bank account 
changes, a service fee of $10.00 will be charged for each direct deposit item.  Returned items will be reissued as a 
paper reimbursement less the $10.00 fee. 
 

Return this form to address or fax number at the top of the page. 

You may review your account at www.benefitadvantage.com for balance details 

 
   New     Change    Cancel 

 
   Checking (Must attach voided check)        Savings (Please verify information with bank) 

 
This information is for Benefit Advantage’s use only and will not be disclosed to an outside party. 
 
Transit ABA Routing #: __________________________________________________________  
 
Account Number #: __________________________________________________________ 
 
Name of Bank:  __________________________________________________________ 
 
I authorize my Section 125 Health Care FSA, Dependent Care FSA, Transit & Parking FSA, and/or Section 105 
HRA reimbursements to be sent to the financial institution listed above and to be deposited in the designated 
account. I understand I may direct deposit to only one bank account. 
 
In the event funds are deposited erroneously into my account, I authorize Benefit Advantage to debit my account 
not to exceed the original amount of the credit. 
 
I also understand that all direct deposits are made though the Automated Clearing House (ACH), and that funds 
availability is subject to the limitations of the ACH as well as my financial institution. Benefit Advantage will 
not be held liable for any bank fees, overdrafts, etc… associated with these reimbursements. 
 
 
Employee Signature: _____________________________ Date: _____/_____/_____ 
 
 

 
Print Your Name: ___________________________________________________________________ 
 
Print Your SS#:  ____________________________________________________________________ 
 
Effective Date: _____________________________________________________________________ 

Company Name: ____________________________________ 
 

  AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT 

 PO Box 5546  De Pere, WI  54115-5546 
 Phone (800) 686-6829   
 Fax (920) 339-0038   
 E-mail: claims@benadvan.com               





 

               Company Name:__________________________ 

               Health Care FSA CLAIM FORM 

     
 
 
 

                                             

NAME: 
Last                                                                                                         First                                                      MI

SS#  

ADDRESS: 
Street                                                                         City                                                             State               ZIP

PHONE:  (       ) 

� Please check if this is a new address   

MUST FILL OUT                                    MEDICAL EXPENSE CLAIMS  

Patient Name Relationship 
Date of Service 

MM/DD/YY 
 

Name of Provider 
 

Claim Amount 
 

Description of Service 
SAMPLE  

     John Doe 

SAMPLE 

Spouse 
SAMPLE 

01/01/03 
SAMPLE 

Prevea Clinic 
SAMPLE 

$10.00 
SAMPLE 

     Office Visit 
    

    

    

    

    

    

    

    

   Total:
There is a $25 minimum payment amount. 
  
For claims reimbursed through Direct Deposit, I realize if I fail to notify Benefit Advantage of any bank account changes, a service  
fee of $10.00 will be charged for each direct deposit item. Returned items will be reissued as a paper reimbursement less the $10.00 fee. 
 
You must attach documentation that includes the following information for your claim to be paid: 

 Date(s) of Service Performed 
 Description of Service Performed *(i.e. eye exam, co-pay) 
 Amount of expense incurred 
 Name of Patient, & Service Provider 

*Undefined codes are not acceptable descriptions of your expense. 
EMPLOYEE'S CERTIFICATION FOR REIMBURSEMENT 

I certify that the expenses for reimbursement requested from my accounts were incurred by me (and/or my spouse and/or eligible 
dependents), were not reimbursed by any other plan, and, to the best of my knowledge and belief, are eligible for reimbursement 
under my Reimbursement Plans. I (or we) will not use the expense reimbursed through this account as deductions or credits when 
filing my (our) individual income tax return. 
 
The Internal.Revenue Service regulates this Flexible Spending Account. Documentation guidelines utilized by Benefit Advantage 
are intended as a means to determine your expenses quality for reimbursement. It is the responsibility of each participant to comply 
with documentation requirements and avoid submitting duplicate or ineligible claims. Failure to comply with the above 
requirements may delay the payment of your claim.  
 
Any person who knowingly and with intent to injure, defraud, or deceive any insurance company, administrator, or plan service 
provider,  files a statement of claim containing false, incomplete or misleading information may be guilty of a criminal act 
punishable under law. 
 
Employee Signature:  ____________________________________________________      Date:_____/_____/_____ 
 

Original receipts will not be returned, please keep a copy for your own records. 

You may review your account at www.benefitadvantage.com for balance details. 

# Pages:______ 

 PO Box 5546  De Pere, WI  54115-5546 
 Phone (800) 686-6829   
 Fax (920) 339-0038  
 E-mail: claims@benadvan.com               



 

 
 
 

                                                     HOW TO FILE YOUR REQUEST 
 
 
 DEFINITION OF MEDICAL CARE: 

 Must be “for diagnosis, cure, mitigation, treatment, or prevention of disease, or for the purpose of affecting 
 any structure or function of the body”.  Special rules may apply. 
 

STEP I 

Complete ALL personal information on the reimbursement request form. All items you are requesting 
reimbursement for should be itemized. Failure to complete your claim form could result in a delay or denial of 
your claim. 

 
STEP II 

HEALTH CARE FLEXIBLE SPENDING ACCOUNT: 

Cancelled checks, balance due statements, cash register receipts or credit card statements are not 
acceptable per IRS Regulations.  The only exception is that cash register receipts are allowed for contact lens 
supplies, eligible over the counter expenses and diabetic supplies.  Photocopies and faxes of documents are 
acceptable.  We will not return original receipts.   
 
Attach proper documentation to the claim form: 
 
     • The insurance explanation of benefits (EOB) indicating the amount for which you are responsible 
        (including deductibles).  Any medical, dental, or vision expense covered by insurance (in part or in 
        full) must first be submitted to your insurance carrier.   
OR 
     • An itemized bill with the following (if you have no insurance coverage for your health care expense). 
 
           - Name of provider and patient 
           - Service cost, date, and description 
           - Notation when there is NO insurance coverage 
OR 
     • Co-pay receipts if you are covered under an HMO or a prescription drug plan. 
 
If you have more claims than the spaces provided please attach additional claim forms. 

 
STEP III 

SIGN the request form. 

The Internal Revenue Service regulates this Flexible Spending Account. Our documentation guidelines are 
intended as a means to qualify your expenses for approval and reimbursement.  It is the responsibility of each 
participant to comply with these guidelines and to avoid submitting duplicate or ineligible claims.  Failure to 
comply with the above requirements will delay the payment of your claim. 
 
Our goal is to process payments within 24 hours of receipt with proper documentation.  We guarantee a 5 
working day turnaround maximum.  There is a $20 stop payment fee for all checks that need to be reissued. 
Direct Deposit is available at no charge and is highly recommended.   
 
This outline is intended for quick reference.  If you have any additional questions, please call the Flexible 
Spending Account Department at (920) 339-0351 or (800) 686-6829, available 8-4:30pm, Monday through 
Thursday and 8-4 pm on Friday Central Standard Time.                                                                                     

 

 PO Box 5546  De Pere, WI  54115-5546 
 Phone (800) 686-6829   
 Fax (920) 339-0038  
 E-mail: claims@benadvan.com               



    

               Company Name:__________________________ 

               Dependent Care CLAIM FORM 

     
 

 

 
 
 
 

NAME: 
Last                                   MI                                                                      First                                     

SS#:  

ADDRESS: 
Street                                           City                                            State               ZIP

PHONE : (          ) 
  Please check if this is a new address 

 

DAYCARE CLAIM FORM 
DATE OF SERVICE 
FROM          TO  

DEPENDENT 
NAME 

DEPENDENT 
BIRTH DATE 

CLAIM 
AMOUNT 

PROVIDER 
TAX ID#/SS# 

*PROVIDER    
NAME 

    $   
    $   
    $   
   Total: $   

 
Dependent Care expenses are reimbursed up to the cash balance in your account. Unpaid claims are reimbursed as more 
funds are received from your employer and credited to your account. 
There is a $25 minimum payment amount. 
 
For claims reimbursed through Direct Deposit, I realize if I fail to notify Benefit Advantage of any bank account changes, a service 
fee of $10.00 will be charged for each direct deposit item.  Returned items will be reissued as a paper reimbursement less the $10.00 
fee. 
 

PROVIDER VERIFICATION 

Signature of the Provider is mandatory if no Federal Tax ID is given above or documentation attached and the daycare 
provider must declare this as income on their tax return. 
 
I verify that the above charges are accurate as described. 
 
_____________________________________     _____________________      ____________________                                       
Provider Signature                                              Federal Tax ID Number       Date 

 
 

EMPLOYEE'S CERTIFICATION FOR REIMBURSEMENT 

I certify that the expenses for reimbursement requested from my accounts were incurred by me (and/or my spouse and/or 
eligible dependents), were not reimbursed by any other plan, and, to the best of my knowledge and belief, are eligible for 
reimbursement under my Reimbursement Plans. I (or we) will not use the expense reimbursed through this account as 
deductions or credits when filing my (our) individual income tax return. 
 

The Internal Revenue Service regulates this Dependent Care Spending Account. Documentation guidelines utilized by 
Benefit Advantage are intended as a means to determine your expenses quality for reimbursement. It is the responsibility of 
each participant to comply with documentation requirements and avoid submitting duplicate or ineligible claims. Failure to 
comply with the above requirements may delay the payment of your claim.  
 
Any person who knowingly and with intent to injure, defraud, or deceive any insurance company, administrator, or plan 
service provider,  files a statement of claim containing false, incomplete or misleading information may be guilty of a 
criminal act punishable under law. 
 
Employee Signature:                                                                          Date: _____/_____/_____    
                                      
You may review your account at www.benefitadvantage.com for balance details.  

 PO Box 5546  De Pere, WI  54115-5546 
 Phone (800) 686-6829   
 Fax (920) 339-0038  
 E-mail: claims@benadvan.com               



 

 
 
 
 
 
 
 

                                                    
                  HOW TO FILE YOUR REQUEST 

 

 

DEFINITION OF DEPENDENT CARE: 

Must be “for care of an eligible dependent by IRS regulations enabling you or your spouse to work or to 
seek employment”  
 
 
DEFINITION OF ELIGIBLE DEPENDENTS: 
 
The IRS states an eligible dependent is less than 13 years old and living with you. An eligible dependent 
may also include your mentally or physically impaired spouse/dependent/child that is living with you 
and incapable of caring for him or her self. 
 
 
 

 

 

 

CHECKLIST 

   Fill out only if you are manually submitting claims throughout the year 
  Documentation must be attached 
   Sign the bottom of the claim form 
 
 
 

 

 

 

 

 

 

 

 

 

 

The provider of the care MUST declare the funds you pay them as income 

The provider MUST sign the claim form or include a tax id in order to process the claim.  

 PO Box 5546  De Pere, WI  54115-5546 
 Phone (800) 686-6829   
 Fax (920) 339-0038  
 E-mail: claims@benadvan.com               



     

 

 
 
                                                                                        

 
 
 
 
 
 
Employer Name: 

 
 
 
 
 

Employee Name:  

Address:                                                                       City:                                   State:           Zip:                               

Social Security #:                                                                         Daytime Phone #: 
 

I VERIFY THAT I MAKE REGULAR ONGOING PAYMENTS TO: 

Name of Day Care Provider:                                                                        Provider Tax ID Number: 

Name of Dependent:                                                    Birth Date:       /       /         
      
 
 
 
 

     The charge for the care is $                per month, beginning on       /       /       & ending on       /        /       . 
 

 
 

     Note: This recurring claim is only valid for the current plan year. 

 
 
 
 
 

PROVIDER VERIFICATION 

Signature of the Provider is mandatory if no Federal Tax ID or documentation is given. Also, the daycare provider must declare this 
as income on their tax return. 
 
I verify that the above charges are accurate as described. 
 
_________________________________________________     ____________________________     _____/_____/_____          
Provider Signature                                                                      Federal Tax ID Number                    Date 
 

EMPLOYEE'S CERTIFICATION FOR REIMBURSEMENT 

I certify that the expenses for reimbursement requested from my accounts were incurred by me (and/or my spouse and/or 
eligible dependents), were not reimbursed by any other plan, and, to the best of my knowledge and belief, are eligible for 
reimbursement under my Reimbursement Plans. I (or we) will not use the expense reimbursed through this account as 
deductions or credits when filing my (our) individual income tax return. 
 
I agree that if the amount changes or if for any reason, such as illness or vacation, the expenses are not incurred as scheduled, I will 
immediately notify Benefit Advantage in writing. 
 
The Internal Revenue Service regulates this Dependent Care Spending Account. Documentation guidelines utilized by Benefit 
Advantage are intended as a means to determine your expenses quality for reimbursement. It is the responsibility of each participant 
to comply with documentation requirements and avoid submitting duplicate or ineligible claims. Failure to comply with the above 
requirements may delay the payment of your claim.  
 
Any person who knowingly and with intent to injure, defraud, or deceive any insurance company, administrator, or plan service 
provider,  files a statement of claim containing false, incomplete or misleading information may be guilty of a criminal act 
punishable under law. 
 
Employee Signature: ____________________________________________________________      Date: _____/_____/_____    
                                      
You may review your account at www.benefitadvantage.com for balance details.  
 

 PO Box 5546  De Pere, WI  54115-5546 
 Phone (800) 686-6829   
 Fax (920) 339-0038  
 E-mail: claims@benadvan.com               

RECURRING DAYCARE 
REIMBURSEMENT REQUEST FORM 

A Recurring Claim allows Benefit Advantage to automatically enter and post a claim to your Dependent Care Account 
at the end of the first full week of every month. Reimbursements to you will occur as funds are received by Benefit 
Advantage from your employer. Deposit dates may vary month to month. Benefit Advantage will not be held 
responsible for any late charges or overdraft fees related to this payment.  



 

 
 
 
 
 

                                                    
                  HOW TO FILE YOUR REQUEST 

 

 

DEFINITION OF DEPENDENT CARE: 

Must be “for care of an eligible dependent by IRS regulations enabling you or your spouse to work or to seek 
employment”  
 
 
DEFINITION OF ELIGIBLE DEPENDENTS: 
 
The IRS states an eligible dependent is less than 13 years old and living with you. An eligible dependent may 
also include your mentally or physically impaired spouse/dependent/child that is living with you and incapable 
of caring for him or her self. 
 
 
 

 

 

 

CHECKLIST 

√ Fill out only if you are not manually submitting claims throughout the year 
√ Documentation must be attached 
√ Sign the bottom of the claim form 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

The provider of the care MUST declare the funds you pay them as income 

The provider MUST sign the claim form or include a tax id in order to process the claim.  

 PO Box 5546  De Pere, WI  54115-5546 
 Phone (800) 686-6829   
 Fax (920) 339-0038  
 E-mail: claims@benadvan.com               



    

 

 

 

 
 
 

Employer Name:  

Employee Name:  

Address:  

  

Social Security #:  

Daytime Phone #:  

 

ORTHO CONTRACT MUST BE ATTACHED 
  I have attached a signed statement from the above stated Provider verifying the amount and frequency of 
charges.  I agree that if the amount changes or if for any reason the expenses are not incurred as scheduled, I will 
notify Benefit Advantage immediately in writing. 
 

Name of Provider:  

Name of Patient: 

 
Ortho charge:$                per month, beginning on:_____/_____/_____ & ends on :_____/_____/_____        
 
Start Date of Treatment: _____/_____/_____     Term of Treatment: _____/_____/_____ 
 
This claim form is only valid for the current plan year and will be posted to your Flexible Spending Account at the end of the 
first full week of every month. 
 

 
EMPLOYEE'S CERTIFICATION FOR REIMBURSEMENT 

I certify that the expenses for reimbursement requested from my accounts were incurred by me (and/or my spouse and/or 
eligible dependents), were not reimbursed by any other plan, and, to the best of my knowledge and belief, are eligible for 
reimbursement under my Reimbursement Plans. I (or we) will not use the expense reimbursed through this account as 
deductions or credits when filing my (our) individual income tax return. 
 

The Internal Revenue Service regulates this FSA Spending Account. Documentation guidelines utilized by Benefit 
Advantage are intended as a means to determine your expenses quality for reimbursement. It is the responsibility of each 
participant to comply with documentation requirements and avoid submitting duplicate or ineligible claims. Failure to 
comply with the above requirements may delay the payment of your claim.  
 
Any person who knowingly and with intent to injure, defraud, or deceive any insurance company, administrator, or plan 
service provider,  files a statement of claim containing false, incomplete or misleading information may be guilty of a 
criminal act punishable under law. 
 
Signature:__________________________________________________        Date:_____/_____/_____                                        
                    Plan Participant Name
 
You may review your account at www.benefitadvantage.com for balance details. 

 PO Box 5546  De Pere, WI  54115-5546 
 Phone (800) 686-6829   
 Fax (920) 339-0038  
 E-mail: claims@benadvan.com               

RECURRING ORTHO CARE 
REIMBURSEMENT REQUEST FORM
 

For claims reimbursed through Direct Deposit, I realize if I fail to notify Benefit Advantage of any bank account changes, a service 
fee of $10.00 will be charged for each direct deposit item. Returned items willbe reissued as a paper reimbursement less the $10.00 
fee. 
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Welcome to your Benefit Advantage Consumer Portal.  This one-stop portal gives you 24/7 access to view your benefit information and manage your account(s).   
It enables you to: 
 
Our one-stop portal provides you with: 

• Anytime, anyplace access to your account(s), including 24/7/365  

 Paperless administration, including online account summary reports  

 Upload receipts and track expenses  

 View up-to-the-minute account balances  

 View your account activity details 
 
We know from Web usage statistics that you’ll most likely use the portal to:  

• File claims 
• View account balances  

• View account activity, including contributions, deductions, and payments  
• View plan information, forms and notifications  

 
The portal is designed to be easy to use and convenient.   
You have your choice of two ways to navigate this site:   

1. Work from sections within the Home Page, or 
2. Hover over the six tabs at top of Home Page to see drop-down menus.  

 

 Just go to our Login Page at www.benefitadvantage.com  

 Click “Account Access (Employee)” under the Destination dropdown menu 

 Click “Continue” 

 Login to your account 

 If you are a NEW user, use your SSN (no dashes) to login. 
Use the last 4 digits of your SSN as your password. 
You will be prompted to change both immediately. 

 
  

  CONSUMER PORTAL QUICKSTART GUIDE 

Login 
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HOW DO I FILE A CLAIM?  

1. To request reimbursement(s) from your account(s), you may select the link 
in the “I want to…” section, File a claim.  

2. To create a transaction from your account(s), complete the fields as 
prompted through the online transaction wizard.  

 
Did you know? For a convenient alternative, you can use your debit card 
to pay for your medical expenses directly from your account.  

 

 
 

 
 
 
HOW DO I GET MY REIMBURSEMENT MONEY FASTER? 
The fastest way to get your money is to use your debit card at the point of sale to pay for expenses. If you did not use your debit card the quickest way to receive 
payment is to sign up online for direct deposit to your personal checking account.   
 
From the Home Page, under the Tools&Support tab, click Change Payment Method under the “How Do I” section. 

1. Select Reimburse Myself Using Direct Deposit and click Change Payment Method.  The Add Bank Account:  Direct Deposit Setup page displays.  
2. Enter your bank account information, and click Submit. 
3. The Payment Method Changed confirmation displays.   
4. If there is a bank validation requirement, you will be notified on the portal to look for a small transaction or “micro-deposit” in your designated bank 

account in the next couple of days to enter online, which will validate your account.   
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ALL HEALTH CARE EXPENSE ACTIVITY IN ONE PLACE  
To view and manage ALL healthcare expense activity from EVERY source, use the DASHBOARD  
 

1. On the Home Page, under the Dashboard tab. The 1View Dashboard provides you with an easy-to-use consolidated view of healthcare expenses for 
ongoing management of medical claims, premiums, and card transactions.  

2. Easily filter expenses by clicking on the filter options on the left hand navigation pane or, by clicking on the field headers within the Dashboard. 
3. You can search for specific expenses using the search field on the bottom left hand side of the screen.  
4. Expenses can be exported into an Excel spreadsheet by clicking on the Export Expenses button on the upper left hand side of the page. 

 
HOW DO I ADD AN EXPENSE TO THE DASHBOARD? 

1. From the Dashboard click on the Add Expense button in the upper left hand 
side of the page.  

2. Complete the expense detail fields. You can even upload a copy of the receipt 
and, add notes for your records.  

3. Once the expense has been added to the dashboard you can pay the expense, 
if desired. 
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HOW DO I PAY AN EXPENSE? 

 
1. You may process payments/ reimbursements for unpaid expenses 

directly from the Dashboard page. 
2.  Expenses will be categorized and payment can be initiated for 

unpaid expenses by clicking on the button to the to the right of the 
expense details. 

3. You can filter the Dashboard to only view unpaid expenses by 
clicking on the unpaid status from the navigation bar on the left 
hand side of the screen.   

4.  Simply choose which expenses you would like paid and you will 
presented with the eligible accounts to select where the claim 
should be paid.  

5. When you click Pay the claim details from the dashboard will be pre-
populated within the claim form. Review & edit the claim details by 
completing any required fields that remain blank.  

4. You will have the option to either request a 
reimbursement/distribution to yourself or, pay the provider.   

 
 

 

HOW DO I EDIT AN EXISTING EXPENSE IN THE DASHBOARD? 
1. You can edit expense details for all claim statuses directly from the 

Dashboard page.  

2. Expand the expense details visible by clicking on the expense line item 
from the Dashboard.  

3. You will be presented with options to add expense notes, update the 
expense details, mark the expense as paid/unpaid or, remove the 
expense from the Dashboard.  
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HOW DO I VIEW MY PAYMENT HISTORY? 
 

1. On the Home Page, under the Accounts tab, click Payments from the 
Left-hand menu.  

2. You will see payments made to date, including debit card transactions. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

HOW DO I UPDATE MY PERSONAL PROFILE?   
 

1. From the Home Page, under the Profile, you will find links to update 
profile information including profile summary details, dependents, and 
beneficiaries.  

2. Click the appropriate link on the Profile screen for your updates:  
Update Profile or Add/Update Dependent or Add Beneficiary.  Some  

3. profile changes will require you to answer an additional security 
question.  

4. Complete your changes in the form. 
5. Click Submit. 
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