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(Please Print - Last, First, MI) Daytime Phone Number Employee Soc. Sec. No.
Employee Home Address City State Zip Code

HEALTH CARE EXPENSES

Date of Service Type of Service Reimbursement
Patient’ s Full Name Relationship Birth Date From — To (Medical, Dentdl, or Vision) | Request Amount
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TOTAL $

EMPLOYEE'SCERTIFICATION FOR REIMBURSEMENT

| hereby authorize release of payment through my Flexible Spending Account(s). | hereby authorize your company or its
representatives to obtain necessary information from all physicians, hospitals, medical service providers, dependent care providers,
pharmacists, employers, and all other agencies or organizations (this includes other insurers) to consider the claim for reimbursement
under my Flexible Spending Account(s).

To the best of my knowledge and belief, my statementsin this request for reimbursement are complete and true. | am claiming
reimbursement only for eligible expenses incurred during the applicable plan year for myself and/or my legal dependent(s). | certify that
these expenses have not previously been reimbursed, nor will they be reimbursed under any other benefit plan and will not be claimed
as an income tax deduction.

Employee's Signature Date

PLEASE ATTACH APPROPRIATE RECEIPTSTO SUPPORT YOUR CLAIM
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Sticky Note
If you use Mozilla Firefox You cannot save this form by selecting File >Save. You must click on the save icon (the picture of the floppy disk). All other browsers including IE save the file both ways.
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