{MAIL TO:

| PayFlax Systems US4, Inc.
|P.0O. Box 3039

j Omaha, NE 63103-3039
(402} 345.0688

For additienal information regarding eligible expenses and claim filing, please visit our website gt www.payflex.com.
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Health/Dependent Care

?f}g@v Flexible Spending Accounts

Claim Form
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PayFlex Sysiemns USA, Inc.
1{402) 231-4310
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Employer Name

Mote: Temake an address cnangs, p!ease contact your emplo /ers HR/Benelits department Forsecunzy PUFPOSES, we cannot accept address changes dirgetly.

Health Care Claims (For you of your dependenis) - For additional information, please visit oue website ac: www.payflex.cone

Covered by insuradce - Expenses for services or tems miust be submitted to your insurance company before submitting for reimbursement under your flexible spending account.
When vou receive the Explanation of Benefits Statement {EOB) from your insurance company, inclede a copy witl this completed clain form. If you hiave: 2 copay, attach
an. itemized statemeris Fomt your serviee provider. Do not submit expenses previcusly paid for with vour Flex Converience® card.

Not covered by insurarce - Fae services or irerns, submiit an itemized statement from the pravider showmg the pruvfdes s name arid address. patient narie, date the service was
provided. a description of the service. and the amount charged afong witk this completed claint form. Balance forward staternents, cancelled checks, credir card receipts or
received-on-account steements ars nof aceepiable. Orthodontiz claims require an itemized statementpayment receipt, the orthodentist’s conractpaveent agreement o

manthly saymens coupons.

Prescription and aver-the-counter drugs and medicines require 2 print-out of preseriptions from vour phatmacy or must be clearly idertiffable on an itemized receipt. Cuantities
purchased must be reasonably able to be consumed during the current ptan vear. [tems for maintaining general good health, cosmetic purposes and dietary supplemerts are niot

eligible.

e ‘?ypéoFSeche (Ex. ~ Prascriptiort, Type of Service (Ex. — Prascription, T
Dats of o - Amount Date of - O Arnount
Services Ower-the-Countar, Visior, Dental, Requested Service Over-the-Counter, Vision, Dental, Requested

Hearing, Office Visit, atc...}

Hearing, Office Visit, etc...}

Total | $

D ?Eﬂdenf Child or Adult Day Care Claims . For additfonal information. please visit our website at: www.payfiex.con.

Camplere this forny and arach an. itemized statement ffom your day care provider or have vour provider comiplete the infotmation beiow. IRS regulations alfow paymient of
services fur dependents under age 13 or otherwise satisfying the “Qualilying Person Test” a5 desceilied in IRS Publication 503. Paymeat is only allowed lor services that
have already been provided, nof. for services to be provided in the future. You are required ta report the provider’s name, addiess and Tas Identification N¥umber or Social
Security Number orr Form 7441 with your persenal income tax returit. {f your day care provider completes and sigris this form below, ne ather itemized siatement is necess#ry.

Exadct Dates of Service Deper i Amount
From | To__ 1 L ' dent Nar_r_]e_ _ | Requested

Total | g
Day Care Provider fnfm‘mﬂﬁﬂn. Day Care Provider Information:
FName R _ Name . N e
Provider Provider
Signature ____ o - _ | Signature__ . e —

[ certify that diese eligible axpenses have beed ifcuired by i, niy spouse af sligible dependenit and medical expenses dre ot for cosmeric purposes bue {br the weatment of an
illness, injury. e, of medical condition. T understand that - “inieated” means the service Has been provided iat gave dse [s (he expenss, regardluss of wher | 2 biffed or
charged for, or pay for die service. The expenses have not beéen reimbursed and [ will noc seek reimbutsentent e!sewhere [ undeestand diat IOY amiounts r2imbursed Ay doc be
claimed on my of My Spouss’s imcore X rewris, | Have récaived and r2ad the printed material regardiag the refmbursenient aceounts and uriderstand all of the provisions.

@x Fmgployee Signature _

##2 Make copies for yourself. since these docianenis will wos be rerurned, If vou jax vour claii, keed ifie original. #*=

Date

Rev. 16,2004




