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Orthodontia Contract
This contract is intended to streamline the reimbursement of qualified orthodontia expenses.  Reimbursement checks will be issued based on your employer’s preset reimbursement schedule.  Orthodontia Contracts are submitted once per Plan Year, unless any of the information on the contract changes. You are still responsible for obtaining and retaining documentation for your orthodontia expenses reimbursed through this program as we may request copies of these to perform audits during the year per IRS requirements.

Employee Information
	Last Name, First Name
	SSN / Employee ID #

	
	

	Home Address (Street, City, State, Zip Code)  

( Please update my address on file
	Phone Number

	
	

	Employer Name
	Email Address

	
	


Contract Information

	Provider Name
	Patient’s Name

	
	

	Provider Address (Street, City, State, Zip Code)            
	Amount Paid Per Month

	
	

	Dates of Service (must be within current Plan Year)

	_____/______/______ through ______/______/______



	The above information is true and correct.

__________________________________________                 ___________________

Provider Signature                                                      Date



Employee Authorization
	This contract, when signed, will cover your Orthodontia payment receipts for the contract amount for the current Plan Year only, or until you are no longer incurring expenses, whichever comes first.

I understand that by endorsing any reimbursement check and/or accepting a deposit of a reimbursement into my bank account that I am confirming that the orthodontia expenses for which the amount is issued have been properly incurred according to the IRS regulations and the rules of the plan.

	Participant’s Signature X
	Date 


Email:  claims@naviabenefits.com
Fax:   (425) 451-7002 or toll-free (866) 535-9227

Customer Service Line: (425) 452-3500 or (800) 669-3539 


