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VENICE CHRISTIAN SC HOOL QSEHRA
Documentation of Medical Coverage

Instructions: Please complete all areas below and sign, date and return this form. In order to receive reimbursement for
medical insurance premiums and out-of-pocket medical expenses paid by you, this Documentation of Medical Coverage form
MUST be returned to Preferred Benefit Administrators. All reimbursement requests will require a QSEHRA Reimbursement
Request form attesting that you continue to be covered under a medical insurance plan, in accordance with QSEHRA
requirements, and will require supporting documentation to obtain reimbursement.

P E R S O N A L I N F O R M A T I O N

Employee Name Email Address

Employee Address

Employee Member ID Number Daytime Phone Number

D O C U M E N T A T I O N O F M E D I C A L I N S U R A N C E C O V E R A G E

Insurance Company Name Name of Primary Insured Effective Date

Important: In order to document your QSEHRA file, you must submit this completed form along with a copy of the
front and back side of your medical insurance identification card.

By checking this box and signing below, I attest that I am covered by a medical insurance plan that provides
Minimum Essential Coverage (MEC) as defined by the Affordable Care Act (ACA).

By checking this box and signing below, I hereby certify that the above information is accurate. I hereby authorize
Preferred Benefit Administrators, Inc. to obtain necessary information from all physicians, hospitals, insurance
companies, employers and all other agents, in order to adjudicate claims for reimbursement under the Qualified Small
Employer Health Reimbursement Account (QSEHRA) established by my employer.

Employee Signature Date


