DEPENDENT DAY CARE BENEFITS 

CLAIM AFFIDAVIT AND EXPENSE DOCUMENTATION

____________________________________________________________
Company Name
________________________________________                                       ____________________________________
          Employee Name:  PLEASE PRINT                                                     Last 4 digits of the Social Security Number

________________________________________                _____________________           _____________________
                     Email Address                                                           Phone Number                           Fax Number
Dependents Information

Dependent Names           



      Ages       

    Relationship
_________________________________    

    _______       

    _______________________________

_________________________________     

    _______       

    _______________________________

Service Provider Information

Name_________________________________________________    Address____________________________________________

City, State, Zip__________________________________________________   Tax I.D.#___________________________________

Day Care Expense Period:  From __________________  To __________________  Day Care Expenses $_____________________

Provider’s Signature__________________________________________________________________________________________

I HEREBY CERTIFY that the expenses claimed with this affidavit are for my work related dependent day care expenses for my immediate family and do not include any amounts that have been reimbursed (or are reimbursable) 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 account at the end of the plan year cannot be refunded to me or carried forward to the next 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 income tax returns.  I understand that the amounts I am reimbursed will be reported on my W-2 by my employer and that I must complete and submit Schedule 2441 when filing my federal 1040 income tax form.

_______________________________________________________              ______________________________________________
Employee Signature                                                                                Date

FAX, MAIL OR EMAIL CLAIM AFFIDAVIT AND COPIES OF INVOICES

FROM ALL THIRD PARTY PROVIDERS TO:

Affiliated Benefits Consultants, Inc.

Fax # (970)522-4822 – Phone # (800)473-4891

dicksmith@abcflex.com
MAILING ADDRESS:  Affiliated Benefits, P. O. Box 2529, Sterling, CO 80751
