














Universal BBP Claim Form
BBP Admin

BENEFITS ADMINISTRATION

COBRA, FMLA, FSA, HRA, HSA, TRANSIT

Employer Name:

info@bbpadmin.com

. www.bbpadmin.com
Employee Name: 630 773 2337

Email Address and Daytime Phone #:

PLEASE NOTE: Claims filed manually via email or fax using this claim form can take up to 72 business hours to process. For expedited claims
processing in 24 business hours or less please log-in to your participant portal online at www.mywealthcareonline.com/bbp to submit a
reimbursement request or attach supporting documentation for a benefits card charge. Additionally, claims can be filed easily using the BBP
mobile app. To download the app, visit the GooglePlay or App Store and search Better Business Planning.

Better Business Planning also offers the option to automatically substantiate your benefits card charges or, if your employer does not offer the
benefits card, automatically process your claims on your behalf. Please email support@bbpadmin.com for more information on this option.

Step1-
I have used my own form of payment to pay this bill - | have attached a copy of the Explanation of Benefits (EOB) from my
insurance carrier, an invoice from my provider, or prescription slip from the pharmacy.
| have paid this bill with my BBP Benefits Card - | have attached a copy of the Explanation of Benefits (EOB) from my
insurance carrier, an invoice from my provider, or prescription slip from the pharmacy to substantiate this purchase.
I would like the medical provider paid directly — **Please log-in to the BBP participant portal at
www.mywealthcareonline.com/bbp to fill out an online claim form and request payment direct to the provider. Provider
paid claims must be entered by the participant through the online portal.

Step 2 -

Reimbursement Options:
*Please note, your employer may reimburse your claim via payroll so the options listed below may not apply

Check (Within 7-10 business days after claim release)

*Please make sure your address on file is current by logging into the participant portal at www.mywealthcareonline.com/bbp.
There is a 525 fee to stop and reissue a check.

Direct Deposit (Within 3 business days after claim release)

*If you aren’t already signed up for direct deposit please log-in to the participant portal at www.mywealthcareonline.com/bbp
and add your direct deposit information. Please note there is a $25 fee for failed direct deposits.

Step 3 -

Account Type:

FSA Medical Claim Total Reimbursement Requested $

*Must be accompanied by Insurance Carrier EOB (Explanation of Benefits) or detailed invoice with date of service and
prescription slip from pharmacy. Credit card/register receipts are not accepted.

HRA Deductible/Co-Insurance Claim Total Reimbursement Requested $

*Must be accompanied by Insurance Carrier EOB (Explanation of Benefits) and prescription slip from pharmacy. Credit
card/register receipts are not accepted.



FSA DCAP Claim Total Reimbursement Requested $

his is a recurring clam for the current plan year — please enter for the entire plan year. If my recurring expense

changes, | will notify BBP.

*Only required for DCAP claims*

Name of provider, Employer Identification Number (Social Security
number for an individual), and address of service provider

FSA Mileage Claim Total Reimbursement Requested $
Date Destination Total Mileage Amount
(Hospital, Clinic, etc.) Traveled Reimbursed
(19 cents per mile)
Parking / Transit Claim Total Reimbursement Requested $

**Please submit provider receipt with this transit claim. If daily parking please send a calendar of days you parked, if not
daily parking please submit parking receipt. If a transit claim please e-mail BBP first as BBP debit card needs to be used for
transit expenses.

| affirm that:

| HAVE NOT ALREADY BEEN PAID FOR THESE EXPENSES FROM MY FSA AND | HAVE NOT REQUESTED and WILL NOT RECEIVE
REIMBURSEMENT FOR THESE EXPENSES FROM ANY OTHER PLAN; AND | have submitted the above information in good
faith and it is correct to the best of my knowledge.

| understand that:

Reimbursement is not a guarantee that this payment is tax-free.

The service(s) for which | am requesting reimbursement must be incurred during my period of coverage, which begins the
first day of the plan year as set forth by my employer if | enrolled during the Open Season, or the day after my enrollment is
accepted by BBP, whichever is later, and *ends based on the year-end option set forth by my employer. *Please see your
Summary Plan Description or call BBP for questions regarding this.

I have 90 days following the end of the Benefit Period or end of Federal Service to submit my claim for reimbursement of
eligible expenses incurred during my period of coverage. If | do not submit claims for reimbursement by that date, | will
forfeit any funds remaining in my account(s) in accordance with IRS rules.

| cannot use health care expenses reimbursed through my general purpose HCFSA or HRA as a deduction on my personal
income tax return.

The expenses for which | am requesting reimbursement are for myself, my spouse, my dependent or adult child through
age 26 for FSA Medical and HRA expenses.

I am solely responsible for informing BBP of my updated contact and banking information. PLEASE NOTE: There is a $25
fee to stop a check sent to the incorrect mailing address or to reissue misplaced checks. There is a $25 fee for failed direct
deposits.

| authorize release of payment through my Flexible Spending Account. | authorize BBP, or its representatives, to obtain necessary
information from all physicians, hospitals, medical service providers, pharmacists, employers, and all other agencies or organizations
(including other insurers) to consider the claim for reimbursement under my Flexible Spending Account.

Employee Signature: Date:

Please mail, fax, or e-mail completed claim form to the following address:
}. 125 West Orchard Street — Itasca, IL 60143

Phone (630) 773-2337 — Fax (630) 775-8568
E-mail: Questions: support@bbpadmin.com

BBP Admin Claims: claims@bbpadmin.com
BENEFITS ADMINISTRATION

info@bbpadmin.com
wvew.bbpadmin.com
630773 2337



Employer: .

Tax-qualified Flexible Spending Account DCAP Election Form and
Compensation Reduction Agreement

Employee Name: BBP Admin
BENEFITS ADMINISTRATION

COBRA, FMLA, FSA, HRA, HSA, TRANSIT

Employee Address:

info@bbpadmin.com
www.bbpadmin.com

Social Security Number: 630 773 2337

Child(s) or Elderly Dependents Name & Age:

AGREEMENT:
- | hereby agree that my case compensation will be reduced by the amounts set forth below for each pay period for the balance of this “plan year”.

- I understand this money will be redirected to a dependent care expense fund to pay for certain qualified dependent care expenses incurred by me or my family.

REIMBURSEMENTS:
| understand that:

- Reimbursement will be available only for “qualifying dependent care expenses” as described in the Summary Plan Description. | agree to notify my Employer if |
have reason to believe that any expense for which | have obtained reimbursement is not a qualifying expense. | also agree to indemnify and reimburse my Employer
on demand any liability it may incur for failure to withhold federal, state, or social security tax from any reimbursement | receive of a non-qualifying expense, up to
the amount of additional tax actually owed by me.

- This agreement will automatically terminate if the Plan is terminated or discontinued.
+ If | cease my employment with the Employer, my participation in the Plan will continue if | so elect.
+If | elect to continue participation, my contributions will continue for the remainder of the Plan Year. | will have the choice of funding remaining
contributions from any final compensation or remitting payments on a monthly basis. Failure to make a monthly payment will result in automatic
termination from the Plan.
+If | elect not to continue participation, no further contributions will be made to the Plan on my behalf, although | may submit claims for expenses
incurred prior to my date of termination.

OTHER TERMS AND CONDITIONS
l understand that:

- | cannot participate in the dependent care reimbursement account if | am receiving Earned Income Credit. Also, because of the IRS discrimination testing, if your
total compensation will be greater than $110,000, or you own stock in the company you work for, your election may be reduced or cancelled.

- Prior to the first day of each plan year | will be offered the opportunity to change my benefit election for the following plan year.

- | cannot change or revoke this compensation redirection agreement at any time during the plan year unless | have a change in family status (including marriage,
divorce, death of a spouse or child, birth or adoption or a child, termination of spouse’s employment) or such other events as the plan administrator determines will
permit a change or revocation of an election

- The plan administrator may reduce or cancel my compensation redirection or otherwise modify this agreement in the event he believes it advisable in order to
satisfy certain provisions of the Internal Revenue Code.

- The redirection of my cash compensation under the agreement shall be in addition to any redirection under other agreements or benefit plans.

- The amount of my compensation redirection will be credited to a dependent care assistance account and such amount will be paid on my behalf or | will be
reimbursed, up to a balance in that account, for the applicable expenses incurred during the year.

| understand that monies placed in the dependent care assistance plan cannot be used to pay for eligible medical expenses and vice versa.

Any amounts that are not used during a plan year to provide benefits will be forfeited and may not be paid to me in cash or used to provide benefits in a later plan
year.

At retirement, my social security benefits may be slightly reduced as a result of my election.

PLEASE CHECK TO ENROLL: Annual election amount Pay periods Per Paycheck amount

Day-Care Reimbursement $ - = $
$5,000 Annual Maximum (if you are the head or household or married and file a joint return) or
$2,500 Annual Maximum (if you are married and file a separate return)

NOTE: Your per paycheck amount must be equally divided into your annual election. Please adjust your annual election to be an equally divided number.

REIMBURSEMENT WAIVER:
THIS AGREEMENT IS SUBJECT TO THE TERMS OF THE EMPLOYER’S CAFETERIA PLAN, DEPENDENT CARE ASSISTANCE PLAN AS AMENDED FOR TIME TO TIME IN EFFECT,
SHALL BE GOVERNED BY AND CONSTRUED IN ACCORDANCE WITH APPLICABLE LAWS, AND REVOKES AN YPRIOR ELECTION AND COMPENSATION REDIRECTION
AGREEMENT RELATING TO SUCH PLAN(S).

EMPLOYEE’S SIGNATURE DATE:

ONCE THIS INITIAL ENROLLMENT HAS BEEN RECEIVED BY BBP, additional information and claim forms will be forwarded to the address listed above.




(J
} Mail, Fax, or Email Completed Form to:
BBPadmin

125 West Orchard Street - Itasca, lllinois 60143-1764
Phone (630) 773-2337- Fax (630) 773-8568 — E-mail claims@bbpadmin.com

BBP Admin
BENEFITS ADMINISTRATION
CoBRR, FULA, FE, HRA, HER, TRARSIT
info@bbpadmin.com
www.bbpadmin.com
630 773 2337

Employer Name:

20___ DCAP REIMBURSEMENT REQUEST FORM

Employee Name:

Daytime Phone # or E-Mail Address:

Please check this box if your address on file with BBP has changed. New Home Address

Instructions: Complete the information below for Dependent Care Expenses incurred by you or your Spouse for which you request
reimbursement. (For information as to what Dependent Care Expenses can be reimbursed, see the Salary Reduction Plan Summary Plan
Description.) You must provide bills, receipts, or other evidence from your dependent care provider or other evidence that the Expenses
were incurred (no canceled checks). Be sure to provide all information requested by this Form. If the Form is incomplete, it will be
returned to you. Please date and sign the Form then send it along with your supporting documentation to BBP at
support@bbpadmin.com or 630-773-8568 or 125 West Orchard St. — Itasca, IL, 60143-1764.

Example Expense #1 Expense #2 Expense #3 Expense #4

Date(s) dependent care 03/01/2018 to to to to to
service was actually provided | 03/31/2018
Name & age of dependent Fred Jones

Age 4
Name, Employer Sue Smith
Identification Number 376-13-7753
(Social Security number 123 Day St.

for an individual), and
address of service provider

Chicago, IL 60606

Proof of expense attached? YES
[ NO
Reimbursement requested $250

This is a recurring clam for the current plan year — please enter for the entire plan year. If my recurring charge changes, | will notify BBP.

TOTAL REIMBURSEMENT REQUESTED $

| authorize the above expenses to be reimbursed from my DCAP Account. To the best of my knowledge, my statements in this form are true and
complete. | certify all of the following: My family member has received the services described above on the dates indicated, and the expenses
qualify as valid Dependent Care Expenses as defined in the Salary Reduction Plan document ("the Plan”). The expenses listed are for a Qualifying
Individual as defined in the Plan. These expenses have not previously been reimbursed under the DCAP or any other plan, and | will not seek
reimbursement for them under insurance or any other plan. | understand that the expenses reimbursed may not be used to claim any federal
income tax deduction or credit (such as the Dependent Care Tax Credit). |agree to file IRS Form 2441 with my tax return and provide any required
taxpayer identification numbers. | also understand that any reimbursement | receive for these expenses cannot be excluded from my income to
the extent that the reimbursement, when added to excludable reimbursements to date for Dependent Care Expenses incurred during the same
calendar year (from any plan), exceeds the statutory limits described in the Salary Reduction Summary Plan Description. | have read, understand,
and make the certifications contained in the Certificate of Qualifying Dependent Care Expenses on the reverse side of this Form.

Employee Signature: Date:

Claim Confirmation: You can easily view your claim status 24 hours a day by checking BBP’s website at www.mywealthcareonline.com/bbp.
Please allow 72 business hours for your claim to be processed.

Mail, Fax, or Email Completed Form to:
125 West Orchard Street - Itasca, lllinois 60143-1764
Phone (630) 773-2337- Fax (630) 773-8568 — E-mail claims@bbpadmin.com
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