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Health Reimbursement Arrangement (HRA) 
Plan Design Guide
Please complete this form and return to Further℠, CareFirst’s HRA administrator, at least three weeks before your effective date 
to ensure proper administration of your plan. If you have any questions, please call BlueFund Customer Service at 866-758-6119. 
Send your completed form by secure email to carefirstsales@hellofurther.com or mail it to Further, c/o CareFirst, P.O. Box 14836, 
Lexington, KY 40511.

All fields are required unless otherwise noted. Incomplete forms will delay your plan setup.

1. EMPLOYER INFORMATION

Employer’s name  

Employer’s tax ID number (required)  

Type of corporation S Corporation C Corporation Partnership Sole Proprietor
  Political Subdivision/Church LLC Non-Profit Other  

Number of employees eligible for the plan  

Signing Authority
The person listed below is responsible for signing and approving the plan design guide and does not receive any marketing or operational 
communications from Further unless they are also the group administrator and the section below is left blank.

 Name   Title  

 Phone number               Email address                

Group Administrator (if different than above)
The person listed below has access to all plan information when contacting Further and will automatically be granted full access to the 
online BlueFund account.

 Main contact name   Title  

 Phone number               Email address                

Additional Contact Person (optional)
This person has access to the plan information indicated below when contacting Further. This person’s online access is granted by the 
group administrator within the CareFirst employer portal.

 Additional contact name   Title  

 Phone number               Email address                

 This person has access to the following information when contacting Further:  

      All plan data          Claim billing

To grant access to additional users or to add more contacts, log in to employer.carefirst.com. From the Finance tab, select 
BlueFund to access your account.

2. CAREFIRST INFORMATION

CareFirst account executive

 Name  

 Phone number  

 Email address  

CareFirst account manager

 Name  

 Phone number   

 Email address  

Further is an independent provider of administrative services for CareFirst BlueCross BlueShield consumer-directed health care plans. HealthEquity, Inc., the owner of the Further business, is an IRS-approved, non-bank 
trustee providing HSA custodial services on behalf of CareFirst BlueCross BlueShield to its members. HealthEquity Inc., on its own or through the Further business, does not sell BlueCross or BlueShield products.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc., which are independent licensees of the Blue Cross and Blue Shield 
Association. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.

mailto:carefirstsales%40hellofurther.com?subject=
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3. AGENCY/BROKERAGE INFORMATION

Name of agency/brokerage (if applicable)  

 Agency/brokerage address   

 Agency/brokerage tax ID  

Agent/broker’s name (if applicable)   Email address  

 Agent/broker code (NPN)   Agent/broker phone  

4. TRANSFER OF ADMINISTRATION

Is Further replacing administrative services from another HRA administrator? Yes     No 

If yes, please complete the BlueFund HRA Transfer Addendum and submit with this plan design guide.

5. HEALTH PLAN ADMINISTRATIVE INFORMATION

Effective date  

Are health plan accumulations per calendar year or plan year?              Calendar year      Plan year

Is your plan fully insured or self-insured? Fully insured     Self-insured

6. ADMINISTRATIVE DEFINITIONS & NOTES

 ■  Medical crossover/autopay: CareFirst will send eligible claim expenses to Further electronically to be processed 
and reimbursed according to the employee’s available balance. Eligible expenses that would not be on a claims file 
(e.g., compliant over-the-counter medications), will require the employee to submit a request for reimbursement.

Please note: Autopay is not appropriate for individuals who have secondary health coverage. Those employees should 
be directed to turn off this feature in their spending account profile at carefirst.com/myaccount and submit manual 
reimbursement requests instead. 
Members with autopay do not receive debit cards.

 ■  Pay the provider: This feature allows an employee to have their medical claim reimbursement sent directly to their 
in-network provider, instead of to their home address or direct deposited into their bank account. 

 ■ Providers are not paid at the time of service. 

 ■ Network providers may request a copay or coinsurance amount from a member if they haven’t yet met their health 
plan deductible.  Your employees would be responsible for working with their provider directly to be reimbursed once 
Further has sent payment to the provider. If a provider tries to collect a deposit amount that isn’t copay or coinsurance, 
this should be reported to CareFirst immediately.

 ■ Copays and prescription claim amounts are always paid to the employee and never to the provider, as it is assumed 
that the employee paid for this expense at the time of service. 

 ■ Enrolled employees can choose to turn off the pay the provider option in their online profile.

Pay the provider is not available with the debit card option.
For additional assistance in understanding your options with medical crossover/autopay and pay the provider, please see 
the HRA Employer Guide available on the BlueFund CDH resources page at employer.carefirst.com.

 ■  Locations: To request multiple Further locations, please complete and attach a Location Addendum. Locations must be the 
same across all products administered by Further. To request different ACH accounts by location, please complete the Group 
ACH Authorization Agreement Form.

 ■  Ineligible Employees: You may have shareholders or highly compensated employees who aren’t eligible to participate in an 
HRA. Please submit the HRA Ineligible Employee Form along with the plan design guide.
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7. HEALTH REIMBURSEMENT ARRANGEMENT (HRA) OPTIONS

How many different HRA plans will be offered to your employees? (select one) 
  One       Two      Other  

If you would like to select more than one HRA, be sure to complete Sections 7–10 for each HRA attached to a different health 
plan. Include the specific health plan name that is associated with each HRA plan design. 

Plan Year
Is the HRA funded per calendar year or plan year?

  Calendar year start date:   (calendar year end date is always the last day of the calendar year)

  Plan year start date:    End date:   

Health Plan Name   

Choose one of the two following HRA options:

  OPTION #1—EMPLOYER PAYS FIRST HRA

With this option, you fund the HRA as expenses are reimbursed up to the preset amount you choose. The HRA pays until the funds 
are depleted. After that, the employee is responsible for out-of-pocket health care expenses.

Indicate the annual funding amount for the Employer Pays First HRA:

Member (single) = $  (required)                                 Member + children = $ 

Member + child = $   Member + spouse + child(ren) (family) = $  (required)

Member + spouse = $ 

Eligible expenses, claims and reimbursement options—choose only ONE of the five following options:

  1. All medical expenses (incl. deductible/copay/coinsurance) 
  Debit card with employee option for medical crossover/autopay (default)
   Medical crossover/autopay only—select one of the following:

  Enroll all employees in pay the provider automatically (Members can opt-out)   
  Do not offer pay the provider

  2. All health care eligible expenses (incl. medical/drug/dental/vision/otc)
  Debit card with employee option for medical crossover/autopay (default)
   Medical crossover/autopay only—select one of the following:

  Enroll all employees in pay the provider automatically (Members can opt-out)   
  Do not offer pay the provider

  3. All medical and drug expenses
  Debit card with employee option for medical crossover/autopay (default)
   Medical crossover/autopay only—select one of the following:

  Enroll all employees in pay the provider automatically. (Members can opt-out)   
  Do not offer pay the provider

  4. Medical deductible only
Medical crossover/autopay only—select one of the following:

  Enroll all employees in pay the provider automatically. (Members can opt-out)   
  Do not offer pay the provider

  5. Drug expenses only
Debit card with employee option for medical crossover/autopay (default)
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7. HEALTH REIMBURSEMENT ARRANGEMENT (HRA) OPTIONS

  OPTION #2—EMPLOYEE PAYS FIRST HRA

With this option, the employee pays out of pocket until the preset amount you choose below has been paid. When this amount has 
been reached, the HRA pays until depleted. You fund the HRA up to predetermined amount set by you. After that, the employee is 
responsible for out-of-pocket health care expenses.

Indicate your health plan deductible amounts by coverage tier:

Member (single) = $  (required)                                 Member + children = $ 

Member + child = $   Member + spouse + child(ren) (family) = $  (required)

Member + spouse = $ 

Indicate the employee responsibility amount*: (This is the amount that the employee will pay out of pocket prior to 
reimbursement from the employer funding amount.)

Member (single) = $  (required)                                 Member + children = $ 

Member + child = $   Member + spouse + child(ren) (family) = $  (required)

Member + spouse = $ 

Indicate the employer funding amount*: (This is the amount that the employer will pay for each coverage tier after the employee 
has satisfied their employee responsibility amount.)

Member (single) = $  (required)                                 Member + children = $ 

Member + child = $   Member + spouse + child(ren) (family) = $  (required)

Member + spouse = $ 

Eligible expenses, claims and reimbursement options—choose only ONE of the four following expense options:

  1. All medical expenses (incl. deductible/copay/coinsurance) 
Medical crossover/autopay only

  Enroll all employees in pay the provider automatically (Members can opt-out)     Do not offer pay the provider

  2. All health care eligible expenses (incl. medical/drug/dental/vision/otc)
Medical crossover/autopay only

  Enroll all employees in pay the provider automatically (Members can opt-out)     Do not offer pay the provider

  3. All medical and drug expenses
Medical crossover/autopay only

  Enroll all employees in pay the provider automatically (Members can opt-out)     Do not offer pay the provider

  4. Medical deductible only
Medical crossover/autopay only

  Enroll all employees in pay the provider automatically (Members can opt-out)     Do not offer pay the provider

(continued)
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8. HEALTH REIMBURSEMENT ARRANGEMENT (HRA) ADMINISTRATIVE REQUIREMENTS

Mid-year enrollees/contract changes

Indicate how mid-year enrollees and contract changes will be administered: (select one)

  HRA funding is 100% regardless of date of enrollment/contract change.

   HRA funding is prorated in monthly increments back to the first of the month of the date of enrollment/contract change.

Rollover

Select one option below for unused balances at the end of the plan year. If an Employee Pays First HRA is selected, rollover 
dollars can only be used AFTER the annual employee responsibility amount has been met.

   Entire balance rolls over to subsequent plan year

   No balance rolls over

   A dollar limit on the amount that can roll over to the subsequent plan year. Rollover amount cannot be the same as 
funding amount. Indicate limits below:

Member (single) = $  (required)                                 Member + children = $ 

Member + child = $   Member + spouse + child(ren) (family) = $  (required)

Member + spouse = $ 

Cap on HRA balance

Is there a cap on the overall balance (including rollover) that can accumulate in the account? Yes     No

If yes, the recommended cap is the annual deductible amount or total annual out-of-pocket amount.  
Please indicate amounts below:

Member (single) = $  (required)                                 Member + children = $ 

Member + child = $   Member + spouse + child(ren) (family) = $  (required)

Member + spouse = $ 

Runout period

Members have    months after the end of the plan year to submit claims incurred during that plan year. 
(The standard runout period is 3 months.)

The runout period noted above begins at termination date for terminated employees.

Terminations

Indicate what happens to the HRA balance when a member terminates and does not elect COBRA. NOTE: HRAs stay with 
terminated members if COBRA is elected (mandatory). Select one:

   Account balance returns to employer if terminated member or eligible dependent does not elect COBRA. (Default)

      Account balance remains with terminated member or eligible dependent to spend-down until funds are depleted. If spend-
down is selected, eligible expenses for terminated members remain the same as for active members. Spend-down is 
subject to any applicable rollover and runout period provisions and fees. (Not available for Employee Pays First HRAs)

Copay amounts (not required if election is medical crossover/autopay only)

The copay amounts provided below will allow these amounts to auto-substantiate when the debit card is used. Documentation 
will not be required for reimbursements.

Please indicate the health plan copay amounts below or attach a separate spreadsheet indicating the copay amounts.

Medical        Vision    Drug   
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9. CLAIM REIMBURSEMENT PROCESSING—Completion of this section is mandatory

You will receive an automated email notification with the claim reimbursement totals. Log in to employer.carefirst.com to view 
and print your complete invoice detail.

 Automated Clearinghouse (ACH) information   

 I hereby authorize Further to charge our bank account through ACH for claim reimbursements. The following bank account 
information is provided to Further for initiation of this procedure.

Bank name  

Bank ABA number             Account type:      Checking      Savings 
(The ABA number is the nine-digit number located in the lower left corner of your check.)

Bank account number  

10. SIGNATURE

I agree that necessary information concerning current and future members and/or their dependents who participate in this plan, 
and members whose participation is to be changed or discontinued, will be provided to Further on a timely basis.

I HAVE READ AND UNDERSTAND THE CHOICES WITHIN THIS PLAN DESIGN GUIDE. INFORMATION ON THE PLAN DESIGN GUIDE 
AND ANY ANCILLARY INFORMATION PROVIDED FOR THE PURPOSE OF ENROLLING IN THIS PLAN ARE, TO THE BEST OF MY 
KNOWLEDGE, CORRECT AND COMPLETE. 
 
Please note: A health savings account (HSA) plan paired with a health reimbursement arrangement (HRA) poses possible tax code 
concerns. An employee who enrolls in the HSA health plan and participates in the HRA may not be eligible to open or contribute 
to their own HSA. Employees must be advised.

This form requires an original signature or a certified electronic signature.

Signature   Date  

Printed name   Title  

11. FOR OFFICE USE ONLY

Further group number      Sales executive  

Market segment      Further account manager  

CareFirst account manager      Further client manager  

Broker partner      Further enrollment specialist  

Broker account manager  

http://employer.carefirst.com


Notice of Nondiscrimination and  
Availability of Language Assistance Services
(UPDATED 8/5/19)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their 
corporate affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the 
basis of race, color, national origin, age, disability or sex. CareFirst does not exclude people or treat them 
differently because of race, color, national origin, age, disability or sex.

CareFirst:

 ■ Provides free aid and services to people with disabilities to communicate effectively with us, such as:
 ■ Qualified sign language interpreters
 ■ Written information in other formats (large print, audio, accessible electronic formats, other formats)

 ■ Provides free language services to people whose primary language is not English, such as:
 ■ Qualified interpreters
 ■ Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst has failed to provide these services, or discriminated in another way, on the basis 
of race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights 
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is 
available to help you. 

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator 
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights
Mailing Address P.O. Box 8894  
  Baltimore, Maryland 21224

Email Address civilrightscoordinator@carefirst.com

Telephone Number 410-528-7820 
Fax Number 410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights electronically through the Office for Civil Rights Complaint portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services 
200 Independence Avenue, SW 
Room 509F, HHH Building 
Washington, D.C. 20201 
800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc., 
Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and 
Blue Shield Association. In the District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business 
name of First Care, Inc. of Maryland (used in VA by: First Care, Inc.). The Blue Cross® and Blue Shield® and the Cross and Shield Symbols are registered service marks of the 
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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