
Company  Information  (PLEASE PRINT)

Company Name Division 
(if applicable) 

ations) 

Street Address 

City State Zip 

If your claim includes expenses incurred by a spouse or eligible dependents, please provide the following information: 

Dependent Name  Relationship  Date of Birth  

Reimbursement Request  (PLEASE PRINT)

Please indicate your eligible expenses below. DO NOT incl ude expen ses reimbursed  by any ot her  source. 
HEALTHCARE – FLEXIBLE SPENDING ACCOUNT (FSA) 

Attach copies of bills, receipts, Explanation of Benefits (EOBs) or other claim documentation. Documentation must include dates of service, description 
of service and the expense amount. Cancelled checks and/or credit card statements/receipts are NOT sufficient proof of your claim. 

Date Range of Services  From through TOTAL Healthc are 
Reimbur sement R equest 

$ 

(REQUIRED) 

Description  (Please list a brief description of services below – ie: Prescription, copay, contact solution, etc…) 

IMPORTANT: If this is a Limited Healthcare Flexible Spending Account - Submit claims only for dental and/or vision expenses 

DEPENDENT DAYCARE  – FLEXIBLE SPENDING  ACCOUNT (FSA) 

The following information is REQUIRED: Business name; dates of service and the expense amount; either a receipt/bill OR your provider’s signature 
below. NOTE: Cancelled checks are acceptable for daycare expenses only; credit card statements/receipts are NOT sufficient proof of your claim. 

Date Range of Services
these expenses may not be used to claim any Federal income tax deduction or credit. Any person who, with intent to defraud or knowing they are facilitating a fraud against an insurer, submits an application or files 
a claim containing a false or deceptive statement is guilty of insurance fraud or healthcare fraud under state and/or federal law. 

Participant Signature (Required) Date  

SEND THIS FORM TO CHARD SNYDER 

Please submit this form to 
Chard Snyder by one of the  
t�Z�R methods listed to the right 

��Fax:dsds
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