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Reimbursement Form

Employer Name:
     
 

Name:
     
Social Security #:     

Address:
     


( (Check if new address)
     
     
     


City

State

Zip Code

Home Telephone: 
     
Work Telephone:     

If expenses for reimbursement are for your spouse or dependent children, please complete this section:

	Name
	Date of Birth
	Relationship

	     
	     
	     


	     
	     
	     


	     
	     
	     



Please list all out-of-pocket health care expenses submitted to but not covered by other medical benefit plans, as well as other expenses eligible for payment from your Health FSA. Each item must be listed on this form. Please use additional forms as needed.

	Description of Expense
	Date Incurred
	Amount

	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     

	     
	     
	     

	
	
	



TOTAL EXPENSES: $      

*Do not include amounts paid or eligible for payment under any other health care plan or program; federal, state or governmental program; Workers Compensation, or any other policy of health insurance. Submit receipts or statements with this form, showing the service or product provided, to whom, by whom, the amount charged and the date. Retain a copy for your records. Canceled checks are NOT acceptable. Neglecting to submit required records MAY DELAY REIMBURSEMENT. The minimum reimbursement during the plan year is $50. The last reimbursement in the plan year may be for any amount. If additional documentation or clarification is needed, you will have 45 days to satisfy the requirements. I hereby certify that all items submitted for reimbursement comply with the Section 125 Reimbursement Plan and such items have not and will not be covered by any other plan of any employer or any other person. I further certify that such items will not be deducted or taken as tax credits on my personal federal and/or state income tax return for any year. My employer does not accept responsibility for direct payment to any individuals other than the employee. I have read and understand the information contained in the Flex Booklet.

Employee Signature:







    Date:

     



Baystate Benefit Services, Inc., 22 River St., Braintree, MA  02184

Tel .# (800)601-3570
Fax # 781-356-7365
Email 125@baystatebenefits.com


