F} ﬁ R E N T E 1 1200 Abington Executive Park
! A5 e ’ Clarks Summit PA 18471
& Brrepcte Vandolph Company Phone: 1-800-307-0230 Fax 1-866-406-0946

oo FLEXIBLE SPENDING-ACCOUNT (FSA) REIMBURSEMENT-CLAIM FORM
SECTION 1 - EMPLO YEE PROFILE Please P rin

COMPANY NAME: DAYTIME PHONE #:
EMPLO YEE SSN; EVENING PHONE #:
EMPLO YEE NAME EMAIL ADDRESS
MAILING ADDRESS: LOCATION:

~DESCRIPTION QF EXPEN SES - See Reverse Side for more detailed instructions.
SECTION 2 - HEALTH CARE EXPEN SES {Pieas provide the requested information for each expense on a sepamate fing )

Dates of Service - (MMAOD AY) ) . Relationship to Name of Description of Reimbursement
Patient Name . . ) . " .
Start Date End Date Employee Provider/Fharmacy™ | ServiceMedidneDrug*)  Requested
“Required Information Total Reimbursement Reqguested ™

SECTION 3 - DEPENDENT CARE EXPENSES (P lease provide the requested information for each expense on a separae ine )

D ates of Service - Retationshi r f TaxID # Rei
WMDDIY | pependentiomer | PP | amoorproucert | DEST | TaxD s or Rembuseren
StartDate| End Date POy eq.
*Required Information Total Reimbursermnent Requested”

SECTION 4 - PROVIDER PAYMENT SECTION {Pleas: provide the requested information for each expense on a eparate line )

Expense Type Provider Name* Address” City* State*,  Zip~ Amount | Frequency™
I Med | ] Dep. Care TloOm
M med | ] Dep. Care Clo T
*Required Information *0 = One Time M= Monthly
SECTION 5 - AUTHORIZATION
| : ey e

Signature Date

Contined on BackNext Page



INSTRUCTIONS AND HELPFUL HINTS .-

~ GENERAL INFORMATION

Subrmityour atom.c‘e*@d cﬁg*m form and 2‘3}3&1% fﬁwc i fmfaﬁsn o é».?n e z% R
18411 o - -
’2{’(‘ gf"\
authorized, you mg f;hen receive reimburement Ssmc C

SECTION 1 - EMPLOYEE PROFILE

[

B mmmﬁr’“’“}nt E’T‘cy bf’ del ?‘jzi@ ’”fu( i8] OOG”’“””E“}E benefits ﬁﬁ(“»}zfmt?aﬁi‘:

M Pleasw fill in glf of the requested information

¥ Remember o printor type in your information so we can process your daim qguickly and accuraely

SECTION 2 - HEALTH CARE EXPENSES

¥ Please fill in alf of the fields marked with an asensk (1) as thatindicates information thatis required and must be filled in for your daim o
be processed

M Provide a copy of Explanation of Benefits (£0 B) from your inaurance company for qualified expenses (if avallable)
i H’\,o re atfaching a copy of an iemized satement as proof for a gualified expenss, the iemized saementmust con@in he following

5‘0 ation (7) the name and address of the provider, (2) patient name (3] date of ®vice (date service was provided, not the date
enice waspaid ford, (4) description of service provided and (5} itemized charges

¥ 1fyou are submitting a claim for a prescription drug the prescription number (RX # ) must be on the receiptthat you submitwith your
claim form

M Cancelled checks and creditcard receipts ARE NO T conddered acceptable documentation of expenseslised on this form

M 0 rthodontia daims require the foliowing documentation  (7) an iemized satement and (2) the orthodonists contract agreement
showing the monthly payment

M For qualified over-the-counter expenses you must submit evidence of the purchase date and the spedfic medicine and/or drug name
Vitamins, supplements and hygienic products are not qualified expenses and cannot be reimbursed through your FSA.

¥ Forall other expenses you mustattach itemized receipts

M 0 nly submitcopiesof receipts itemized saterments et You should keep all orignals including receipts for your personal records

SECTION 3 - DEPENDENT CARE EXPEN SES

M Please fill in gll of the fields marked with an asterisk (7) as thatindicates information thatis required and must be filled in for your daim ©
be procesed

M The service(d you are submitiing a daim for must have occurred. We cannot reimburse payments for future dates of service.

M Provide a copy of a receiptor bill from the provider of the service with this form,

¥ The bill/receipt submitied alongwith this form mustindude the followinginformations (7) the name of the provider, (2) the addressof the
pmv der, and (3) the provider s tax identification number or Sodal Security N umber if your provider does not have a tax identfication
number.

M If there is notenough money in your D ependent C are Flexible Spending A ccount o pay the entire amount of the daim you strré* he
clalm will be pald up © the amount currently avallable in your account You will not need © resubmit tis claim again © e !
reimbursement A smore money accumulatesin your account, you will automatically be refmbursed up © the full amountof the daim

SECTION 4 - PROVIDER PAYMENT SECTION

¥ Only complete this section if you are requesting that payment be made directly to your provider.
¥ Please il in g/ of the fields marked with an asted s (7] as thatindicams information thatis required and mustbe filled in for payment D
be rmade directly © a gpediic provider

SECTION 5 - AUTHORIZATION SECTION

& Read the A uthorzation Section carefully

¥ Make sure to sign and date this form before submitting it for reimbursement



