. . To expedite your claim:

Unreimbursed Medical e Provide all appropriate information
Reimbursement Claim Form e Submit required documentation
Mileage Only Report

Employer :

Employee Name: SS# - -

Unreimbursed Medical Expense Claims Mileage

Date of Travel Name of Facility (Provider name) Total Miles Mileage Rate Total to be
(Service date of claim ) Traveled reimbursed
Totals: Not applicable Not applicable

Mileage rates:
2009: $.24 per mile
2010: $.16 2 per mile

Please make sure all mileage being submitted had proper documentation already on file with GMR or submitted with this
claim. Documentation must include patient name and date of service.

The undersigned participant in the Plan certifies that all services for which reimbursement or payment is claimed by submission
of this form were provided during a period while the undersigned was covered under the Company’s Cafeteria Plan with respect
to such expenses and that medical expenses have not been reimbursed or are not reimbursable under any other health plan
coverage. The undersigned fully understands that he or she alone is fully responsible for the sufficiency, accuracy and veracity
of all information relating to this claim which is provided by the undersigned, and that unless an expense for which payment or
reimbursement is claimed is proper expense under the Plan, the undersigned may be liable for payment of all related taxes
including federal, state or city income tax on amounts paid from the Plan which relate to such expense.

Signature Date

Submit Claim To: GMR Administrative Services

PO Box 24369
Rochester, NY 14624- 0369 ( MR/
(800) 724-4817 Fax (585) 426-6981

Email: claims@gmr-usa.com ASSOCIATES




