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R E Q U I R E D C L A I M  C A N NOT  B E  P R O C E S S E D  W I T H O U T  Y O U R  S I G N A T U R E

I certify that I am claiming reimbursement only for eligible expenses incurred during the applicable Plan Year for qualifying
individuals. These expenses have not been reimbursed by any other source, nor will they be reimbursed by any other source and
will not be claimed as an income tax deduction. The attached documentation supports all expenses for which I am claiming

F l e x A c c o u n t  C L A I M S  F O R  O U T- O F - P O C K E T  E X P E N S E S

You must attach appropriate proof of service for each amount above. Acceptable documentation
generally includes a receipt from provider detailing dates of service, description and amount
paid by Participant. Credit card receipts and balance forward statements are not acceptable forms
of documentation.
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Insurance OtherChiroHospital
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