Health Care and Dependent Day Care

Spending Account
Request for Reimbursement
Plan No. 00001-80

Sign
Bottom
of Form

Please use this form to request reimbursement for:
Eligible expenses not covered by any health or dental insurance.
The unpaid balance of a health or dental care claim submitted under an employees group plan.
Dependent day care expenses.

**Your signature is required below for reimbursement. Failure to sign claim form will delay processing.**

Employee Name

Social Security # Daytime Telephone ( )
3 Check this box and complete below if address has changed:
Street Address City State Zip
Provider of Service Person Receiving Relationship to You Date Expense Expense Reimbursement
Service (theemployee) Incurred Type* Request Amount
*Expense Type Code: M-Medical; H-Hearing; D-Dental; V-Vision; Total Reimbursement Requested $
P-Prescription Drug; C-Dependent Day Care (Minimum total of $25.00 except after 12/01)

(SIGN BOTTOM OF FORM)

For dependent day care expenses ONLY, send copies of records supporting each listed item of expense or have
your Day Care Provider sign the statement below:

| provided the Day Care services as stated below. Tax ID#
Date Day Care Provider Signature
| certify that:

1. The health and/or dental care expenses claimed above are not eligible for reimbursement by any insurance carrier
or employer-sponsored health or dental care plan.

2. The dependent day care expenses claimed above enable me to be gainfully employed, are attributable to the care
of a qualifying individual, and have not been paid to a dependent. | further certify that these dependent day care
expenses submitted under this claim and when combined with dependent day care expenses reimbursed
previously this year do not exceed my (or, if married, the lower of my or my spouse’s) earned income.

3. The expenses claimed above have not been, and will not be, taken as a credit or deduction on my personal income
tax return.
4. Where | have not included the address and taxpayer identification number of each dependent day care provider
listed above, | have done so because:
| submitted it earlier this year, or
The provider is a non-profit, religious, charitable or educational organization [under Section 501(c)(3)], or
| was unable to obtain this information after diligently trying to obtain it.

Date Employee Signature

Please attach the required documentation to this form and send to:
Aon Consulting
Flex Administration #00001-80 Or Fax to: 336-728-2981
P.O. Box 2845 336-728-2983
Winston-Salem NC 27102-2845
See back for important instructions on completing this form. If you have questions call 1-800-726-3221.




Instructions for Completing Your Claim Form

Please read these directions before mailing your form. If this form is not completed

correctly your request will be returned.

1. Insection “A,” fill in your name, phone and social
security number. If your address has changed, please
check the box and provide your new address.
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“Exper ing; D-Dental; V-visior Total Reimbursement Requested $
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For dependent day care expenses ONLY, send copies of records supporting each listed item of expenseor have
your Day Care Provider sign the statement below:

I provided the Day Care services as stated below. Tax ID#

Date _ Day Care Provider Signatur e

I certify that:

1. The health and/or dental care expenses claimed above are not eligible for reimbursement by any insurance carrier
or employer-sponsored health or denal care plan

2. The depx day be gaintully employed, arealmbmab\e(omecaeot
aqualifying individual, and have not been paid to a dependent. | further certfy that

jay care
expenses submitted under this claim and when combined with dependent day care expenses ramtmm prevmugy
this year do not exceed my (or, if married, the lower of my or my spouse's) earned income.

@ 3 Theexpenses claimed above have not been, and will not be, taken asacredit or deduction on my personal
income tax return.
4. Where | have not included the address and taxpayer identification number of each dependent day care provider
listed above, | have done so because:
I 'submitted it earlier this year, or
The provider is a non-profit, religious, charitable or educational organization [under Section 501(c)(3)], or
1 was unable to obtain this information after diligently trying to obtain it.

Date

Please attach the required documentation to this form and send to
Aon Consulting
Flex Aﬂmlmslrauon #00001-80 Or  Faxto: 336-728-281
PO Box 336-728-2983

- Salem NC 27102-2645
See back for \mporlanl nstuctions on completing this form. If you have questions call 1-800-726-3221.

2. Complete the following information in section “B”:
Provider of Service: Enter the name of the person
or facility that provided the service. For example,
doctor, clinic, pharmacy, day care provider.

Person Receiving Service: Enter the name of the
eligible person covered under the claim.
Relationship: If the claim is for you, enter “self”; if
the claim is for a dependent, enter “spouse,” “child,”
or “parent,” whichever is applicable.

Date Expense Incurred: Enter the date the service
was provided, not when you were billed or the date
it was paid.

Expense Type: Enter the code for the type of
expense using the following:

M-Medical

D-Dental

P-Prescription Drugs

H-Hearing

V-Vision

C-Dependent/Child Care

Reimbursement Amount: Enter the amount
requested for reimbursement. (NOTE: if you have a
Health Care Explanation of Benefits to attach, enter
the difference between the total expense and the

amniint naid v tha haalth crara nlan )

- Total Reimbursement Requested: Add amounts of
reimbursement and enter total. You may request
reimbursement for under $25 in December and
after year-end.

Complete form with all the information; do not
attach a note to “See attached documentation.”

In section “C,” be sure to date and sign the form or
your claim will be delayed. No claims can be
processed without a signature. If this is a
dependent day care expense, complete the
dependent day care expense information in
section “D.”

Documentation Needed: You must attach copies of
required documentation to receive reimbursement. If
documentation is not correct, you will be required to
resubmit expenses with appropriate documentation.

For expenses which must be submitted to an
insurance company or health care plan, attach a
copy of the Explanation of Benefits (EOB) form
received from the insurance company or
administrator. This is necessary even if the
charges will be applied to your deductible.

For eligible medical expenses not covered by a
health care plan, attach a statement of expense
showing the type of service, the incurred date and
the amount of expense: For example, a physician’s
bill or pharmacist's prescription label or itemized
receipt.

Canceled checks are not acceptable
documentation.

5. Send completed and signed form (with

documentation attached) to Aon Consulting.

Your signature is required for
reimbursement. Failure to sign claim

form will delay processing.
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