Paid subscribers to Tax Reduction Letter at www.bradfordtaxinstitute.com have permission to use this qualified small employer HRA (QSEHRA) employee reimbursement request in their businesses and practices for themselves and, if applicable, their clients.
Sample (Name of Business) Qualified Small Employer HRA (QSEHRA) Reimbursement Request

Employee name: _______________________

Date of this request: __________

	Date of Medical Expense
	Description of Medical Expense
	Amount

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Total requested reimbursement (limited to your plan amount)
	


With this reimbursement request, I hereby attest:
1. I maintained health insurance coverage that meets the minimum essential coverage under the Affordable Care Act during the period for which I seek reimbursement.

2. I attached to this form proof of my minimum essential coverage and payment of the same (such as copies of an invoice from my insurance company and canceled checks or other proof of payment). 

3. I properly identified the amounts listed above as medical expenses in IRS Publication 502 or
a. (in contradiction to IRS Publication 502, but allowable under this plan) as over-the-counter drugs and medicines to treat illness or injury, or 

b. as menstrual care products.

4. I will pay or have paid the amounts requested for reimbursement, and such amounts will not be paid or reimbursed by insurance, another employer, or anyone other than myself (or a member of my family who is covered by this QSEHRA).

5. I acknowledge that I should provide the dollar benefit information of this plan to any health insurance exchange to which I apply for advance payment of the premium assistance tax credit.
6. I acknowledge that if I fail to maintain health insurance that meets the minimum essential coverage for any month, I may be subject to the penalty tax under IRC Section 5000A for failure to maintain such coverage, and amounts reimbursed under this QSEHRA may be includable in my taxable income.

Employee signature: ___________________________________________

