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Employer Name 
                              

Employee First Name              M.I.    Last Name 
                              

Address           Check here if new address 
                              

City State  Zip Code 
                              

Email Address           Check here if new address 
                              

Social Security Number 
         
 

 
Name 

Relationship 
To Employee 

SELF, SPOUSE, CHILD 
OTHER (SPECIFY) 

 
Amount 

 
Date(s) 

Of Service 

 
Description 
Of Service 

 
CLAIM 
REF # 
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Instructions on reverse side IMPORTANT:  SIGNATURE REQUIRED BELOW 

Flexible Spending Account 
Health Care/Dependent Care 

Reimbursement Form 
 

I certify the information here is true and correct, that the expenses incurred were for myself, spouse, or qualified 
dependents, and that these expenses are not reimbursable under any other health plan coverage. 
 
 
 
DATE: EMPLOYEE SIGNATURE:


	OC: 


