Southern Tioga School District

ADMINISTRATOR AND CLASSIFIED CO-PAY REIMBURSEMENT REQUEST FORM
for administrators and classified employees
As per Board action on January 12, 2009, the District will reimburse administrators and classified employees (including retirees and COBRA participants) for out-of-pocket costs incurred from July 1, 2007, through June 30, 2010.  The reimbursement will cover the following areas:

1. Physician’s office visits—up to $20 for out-of-pocket co-pay costs incurred for each specialist visit
2. Tier Three Mail Order Prescriptions—up to $35 for out-of-pocket co-pay costs incurred for each 90 day supply
Process/Timeline for Reimbursement:
1. Complete and sign this form.  Form also available at www.southerntioga.org (Human Resources) or the HR office.
2. Attach a copy of the physician’s statement or mail order prescription invoice which indicates the amount of
co-payment charged, patient name, and date of service.  Proof of payment is required if not indicated on the statement/invoice.
3. Place all items in a sealed envelope to protect your privacy.
4. Send the envelope to (interoffice or postal mail):

Penny Crowell, Director of Human Resources
Southern Tioga School District
241 Main Street, Blossburg, PA 16912
5. Costs incurred between July 1, 2007, and January 31, 2009, must be received no later than April 30, 2009.
6. Costs incurred between February 1, 2009, and June 30, 2010, must be submitted within 60 days of the date of service.
7. The reimbursement will be in check form payable to the employee following board approval of the bill list.  Complete requests received Monday prior to the regularly scheduled Board meeting may be included on that month’s bill list.
Employee/Retiree/COBRA Participant Name:








Address:





 City: 



State: 

Zip:


For retirees and COBRA participants, please provide your current contact information:

Daytime Phone:__________________________
Email:_________________________________












          OFFICE USE
	Patient Name
	Service Date
	Physician’s Name
	Amount Paid
	Reimbursement Requested
	Amount Approved

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	TOTAL AMOUNT APPROVED
	


I certify that I, or my eligible dependent, incurred these charges and the information provided herein is true and correct. 
Employee/Retiree/COBRA Signature: _______________________________________ Date: __________________
OFFICE USE ONLY:
Date Form and Documentation Received:____________________

Approved:_______________________________________
Date:________________
                     Southern Tioga SD Executive Administrator

The Southern Tioga School District will utilize this information only for the purpose of providing reimbursement of eligible co-pays.  This form and supporting documentation may be maintained in District accounts payable files as required by auditing practices and procedures.
