Flexible Spending Account (FSA) Claim Affidavit

Company Name: _________________________________________________

______________________________________________________

Name (please print)                                          Mailing Address                                           City, State, Zip

____________________________________________________________
Member ID (last 4 SSN)                                   Daytime Phone                                             Email
INCLUDE ALL THIRD PARTY PROVIDER ITEMIZED STATEMENTS AND INVOICES

	 Health FSA     

	 Summary  of Expenses                                                                                                 Dates of Service

	  Person receiving services
	     Provider or Merchant
	   Service or Item Description
	From
	To
	   Reimbursement Amount

	
	
	                        
	           
	           
	   $

	
	
	
	
	
	$

	
	
	
	
	
	$

	
	
	
	
	
	$

	
	
	
	
	
	$

	
	
	
	
	
	$

	
	
	
	
	
	         TOTAL
	$


	 Dependent Care FSA                      

	 Summary of Expenses                                                                                                  Dates of Service

	  Person receiving services
	
	                            Day Care Provider or Facility
	         From
	         To                       
	   Reimbursement Amount

	
	
	
	
	
	   $

	
	
	
	
	
	$

	
	
	
	
	
	$

	
	
	
	
	
	$

	
	
	
	
	
	$

	
	
	
	
	
	$

	
	
	
	
	        TOTAL
	$


IF NO DEPENDENT CARE FSA RECEIPTS ARE AVAILABLE, PLEASE HAVE DAY CARE PROVIDER SIGN BELOW

_________________________________________________________________________________________________
Provider Print Name                                                 Provider Signature                                                     Date

_________________________________________________________________________________________________
Provider Address                                                                                                                                Provider Tax ID or SSN

I  CERTIFY that the expenses claimed with this affidavit are for my immediate family and does not include any amounts that have been reimbursed  under this plan or any other plan.  I understand that only expenses incurred within the plan year qualify for reimbursement during the plan year.  I further understand that any funds remaining in my reimbursement accounts at the end of the plan year cannot be refunded to me or carried forward to the nest plan year.  I acknowledge that any expenses for which I am reimbursed through the flex plan cannot be used as a deduction on my individual Federal and/or State tax return. 

_________________________________________________                                      _____________________________ 
Employee Signature                                                                                                        Date

Fax or Email this claim affidavit along with all third party provider invoices and statements to:

Fax:  1-970-522-4822; Email:  dicksmith@abcflex.com;  Phone 1-800-473-4891

Affiliated Benefits Consultants, Inc., PO Box 2529, Sterling, CO 80751

Online Web Portal:  www.hrbenefitsdirect.com/ABCFlex
Forms and other information:  www.abcflex.com
