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	Health Care and Dependent Care
Spending Account
Request for Reimbursement
Plan No. 00741-80



Employee Name:  Sara Shackleton______________	  Social Security 436-72-4530_______________
	


Please use this form to request reimbursement only for:
· Eligible Medical or Dental expenses.
· The unpaid balance of a medical or dental care claim.
· Dependent day care expenses.
If necessary, you may use multiple forms.
Please Print
	Provider of Service
	Person Receiving
Service
	Relationship
	Date
Expense 
Incurred
	Expense
Type*
	Reimbursement Request
Amount

	Dr. Moore
	Sara Shackleton
	Self
	04/10/00
	M
	$  10.00

	Dr. M. Gottesman
	Sara Shackleton
	Self
	04/24/00
	M
	10.00

	Dr. N. Berkman
	Sara Shackleton
	Self
	05/03/00
	M
	10.00

	Dr. M. Green
	Sara Shackleton
	Self
	06/21/00
	V
	60.00

	Merck-Medco Rx
	Sara Shackleton
	Self
	06/21/00
	P
	25.00

	
	
	
	
	
	

	*Expense Type Code:
	M – Medical
D – Dental
P-Prescription Drug
	H = Hearing
V = Vision
C – Dependent Day Care
	Total Reimbursement
Requested
	$115.00



I certify that:
1. The medical and/or dental care expenses claimed above have not been submitted for reimbursement to any insurance carrier or employer sponsored medical, dental, or flexible spending account plan.
2. The dependent day care expenses claimed above enable me to be gainfully employed, are attributable to the care of a qualifying individual, and have not been paid to a dependent.  I further certify that these dependent day care expenses submitted under this claim and when combined with dependent day care expenses reimbursed previously this year do not exceed my (or, if married, my or my spouse's) earned income.
3. The expenses claimed above have not been and will not be taken as a credit or deduction on my personal income tax return.
4. Where I have not included the address and taxpayer identification number of each dependent day care provider listed above, I have done so because of one of the following reasons:
· I submitted it earlier this year.
· The provider is a non-profit, religious, charitable or educational organization [under Section 501(c)(3)].
· I was unable to obtain this information after diligently trying to obtain it.
	DATE  06/29/00	
	EMPLOYEE SIGNATURE	



	For dependent day care expenses ONLY, send copies of records supporting each listed item of expense or have your Day Care Provider sign the statement below:
I provided the Day Care services as stated above.	SSN or Tax ID# 	
	Date 		Day Dare Provider Signature 	



Please attach the required documentation to this form and send to:
AON Consulting
Flex Administration #00741-80	If you have questions call 1-800-726-3221
P.O. Box 2845
Winston-Salem NC 27102-2845



See back for instructions on completing this form.
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