








è Organ Transplant. Charges for surgical, hospital, laboratory, and transportation expenses for a 
donor or a possible donor of a kidney or other transplant.

è Osteopath
è Oxygen and Equipment
è Pain reliever, menstrual pain & cramp relief*
è Physical, Speech, and Occupational Therapy
è Pregnancy test kits
» Prosthesis
è Psychiatric care. (This includes the cost of supporting a mentally ill dependent, as well as the cost 
of a specially equipped medical center where the dependent receives medical care.)

» Psychoanalysis
» Psychologist
» Psychotherapy
è Sinus medication*
è Sleeping aids*
è Special home for intellectually and developmentally disabled
è Special school for a child who has severe learning disabilities caused by a mental or physical 
handicap, including nervous system disorders. A doctor must recommend that the child attend the 
school.*

è Sterilization
è Stop-smoking programs
è Sunburn ointment or cream*
è Sunscreen*
è Suppositories and creams for hemorrhoids*
è Surgery
è Telephone for Hearing Impaired - including repairs
è Television for Hearing Impaired, to the extent and for the amount that the coshe
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The card cannot distinguish if a charge is an eligible expense, only that it is an authorized vendor 
and that you have sufýcient balance in your FLEX$ account. The IRS requires that every FLEX$ 
claim be documented either electronically or manually. If the PEHP FLEX$ staff can not verify your 
claim electronically, you will receive a letter requesting additional documentation of your claim. 
KEEP YOUR RECEIPTS.

è Submit a FLEX$ manual claim form (available at www.pehp.org) and include a copy of one of the 
following documents for each item claimed: an Explanation of Beneýts (EOB) from your insurance 
carrier, OR a receipt or statement detailing the services provided, date of service and total out-of-
pocket expense.

è Due to the unique nature of orthodontia expenses, the following special documentation 
requirements have been established:

ü The ýrst orthodontia claim submitted must include a copy of the written agreement between 
you and the orthodontist, indicating the total estimated charges and the period of treatment.

ü All claims submitted must include a copy of a receipt from the orthodontist as evidence of 
payment.

è The entire annual election amount is available the day the Plan Year begins.

Dependent Day Care Claims

è Enroll in the FLEX$ Automatic Reimbursement program by completing an Automatic 
Reimbursement claim form at the beginning of each Plan Year. Your request must include a copy 
of a written contract, statement or agreement letter from the day care provider. The agreement 
must show: Provider name, address, Tax ID or Social Security number, and anr ̾ omhargesiw:̾ ָMпMאMҏ" TAll clb al
add . The agreem  musq "




