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Flexible Spending Account – Dependent Care

Application for Reimbursement



[bookmark: Text1]	Employee Name:      

[bookmark: Text2][bookmark: Text3]	Dependent Name(s):      					Relationship:      

[bookmark: Text4]	Dates of Service (not date paid):      

[bookmark: Text5]	Amount of Expense:      


Dependent Care Provider Information:

[bookmark: Text6]		Name:		     

[bookmark: Text7]		Address:  	     
[bookmark: Text8]				     
	
[bookmark: Text9]		Provider’s Tax ID Number or Social Security Number:	     


I certify that the information provided above is true and accurate to the best of information, knowledge, and belief.


Employee Signature:  X ___________________________________________

[bookmark: Text10][bookmark: Text11]			   Date:      

Attach receipts to this claim form and return to Payroll to the Business Office for processing.  

Receipts MUST include:
1. The specific date(s) service was provided,
2. The dependents names to whom the service was provided,
3. The amount being charged for the service,
4. Proof of payment (Example: Receipt signed by provider as “PAID” or a statement on account showing the amount  of services has been paid).


Business Office use only

Approved By:______________________________  Date ____/____/_____
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