Request for 
Claims Reimbursement
Cafeteria Plan (“Flex” Plan)

Company:


Plan Year Starting:

Plan Year Ending:


Last Name
First Name
Middle Initial


E-mail Address:
Work Phone 





From Your Unreimbursed Healthcare Expenses Account

Services Provided
Care For
 
Type of
Date
    Total
       Insurance
Reimbursement

By


Name(s)

Expense*
Incurred
   Expense
Paid
Requested









Add the Reimbursement Requested Column to get the Total Requested =

* Types of Expense Codes:

MD = Fees to Doctors, Nurses, & Labs
D = Dental Care
E = Eyecare
H = Hospital Bills
P = Prescriptions


O = Over-the-Counter Drugs
T = Transportation
S = Other (Special Equipment, Health clubs etc...)


From Your Child/Dependent Care Account

Services


Taxpayer ID
Dependent's Name
Relationship
Date
Reimbursement

By


Number



to Participant
Incurred
Requested




Add the Reimbursement Requested Column to get the Total Requested =














Participant Certification

I have read and understand the rules for these accounts.  I also understand that reimbursements cannot exceed the annual amounts elected in that account.  I hereby certify that the above requests for reimbursements apply to claims which legitimate expenses are incurred on the dates noted above.

Participant's Signature





 Date
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