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DEBIT CARD PARTICIPANTS: IMPORTANT INFORMATION ABOUT THE BENNY CARD®

Your Healthcare Flexible Spending Account includes the option of using a Debit Card to pay for your qualified expenses. You should
receive two Benny® Prepaid Benefits Cards (cards are sent in a special envelope indicating “important beneflt matertals™) at your
home address. Please note: for any “replacement” cards {additional cards or reissue of cards), a $10 fee (per card) will be charged

to your account,

Activate and Sion your Card(s)
At least 48 hours prior to first usage, Benny™ must be activated. The easiest way to do this is to follow the link on our website,

wivw.tri-starsystems.com. You can also activate by calling the Interactive Voice Response (IVR) toll-free number or accessing the
web site listed on the card.  Your fuli-year FSA health care amount is available upon activation.

Hew to Use your Bennv® Prepaid Card
You can use your Card for current plan year qualified expenses only, for you and your dependents covered under your plan,

Swipe your Card for: Health and Prescription plan co-payments, Dental expenses, Vision services and eyeglasses, and Over-the-
counter drugs. If prompted, you should select “Credit”. The amount will be automatically deducted from your account and

electronically transferred to the provider/merchant for immediate payment.

Save All Itemized Receipts
The Internal Revenue Service (IRS) requires that all debit card transactions be substantiated.

Transactions at a provider with a merchant category code (MCC) of a qualified medical provider that match your medical plan co-pay
amounts for office visits or pharmacy charges are automatically substantiated. Additionally, transactions at vendors with an Automatic
Inventory Identification System (AIS), like Walgreens, Walmart and Sam’s Clubs can be automatically substantiated.

For most other charges, you will be contacted to submit receipts to verify expenses to comply with IRS guidelines, Recurring expenses
like Orthodontic expenses will be considered automatically substantiated after receipts have been submitted for the same amount twice.
If you are asked to provide a receipt, it must include: merchant or provider name, service received or item purchased, date of service,

and amount of the expense.

You may submit your receipts for debit card transactions or file claims by completing the form on the reverse side of this page and
faxing or mailing them to Tri-Star at the address on the form. You may obtain additional forms and/or complete them on line at
www tri-starsystenis.com.

If you need to submit receipts to verify a charge, you will receive notification from us. If receipts are not submitted as required, then
the Card may be suspended until receipts are received. The participant may be required to repay the amount charged. You will be
advised that the Card has been suspended, if a receipt is not received. Submitting a receipt or repaying the amount in question will
allow the Card to become active again.

Check Your Balances
You can check vour balances via the web site our website, www.fri-starsystems.conl, or the phone number on the back of your Card.

If your transaction is more than the balance you have on your card, check with the Merchant to see if they can split the cost at the
register. If not, you can either e-file your claim at www.tri-starsystems.com or file a claim via a manual claim form — receipts will be
required in these cases.

Communication Methods
The primary method of communication from Tri-Star Systems will be via e-mail (including “explanations of benefits * for direct

deposits and requests for substantiating debit card transactions). Please put gperations@tri-starsystems.com and claims@E@tri-
starsystems.com in your address book as trusted addresses so your spam filter does not biock us. _Otherwise, you may not receive the
e-mails. :

If you have any question on how to use the Benny ® Card, please contact Tri-Star Systems at the number above.



