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DEPENDENT CARE
Please complete all the required information (you are able to type in the gray-shaded areas), attach receipts, sign and date the form, and return to Human Resources.  Please see page two of this form for reimbursement request rules.
	Name (Last, First, MI):
	     


Expenses which are eligible for payment or which will count toward your deductible from any other plan (medical insurance, dental insurance, etc.) should be submitted to that plan first.
	1.
	Name of person for whom service/product was provided:       

	
	Relationship:   FORMCHECKBOX 
 Spouse     FORMCHECKBOX 
 Child     FORMCHECKBOX 
 Other:       
	Date of Birth:       

	
	Name of provider:       
	Tax ID#:       

	
	Date of Service:       
	Amount:  $     


	2.
	Name of person for whom service/product was provided:       

	
	Relationship:   FORMCHECKBOX 
 Spouse     FORMCHECKBOX 
 Child     FORMCHECKBOX 
 Other:       
	Date of Birth:       

	
	Name of provider:       
	Tax ID#:       

	
	Date of Service:       
	Amount:  $     


	3.
	Name of person for whom service/product was provided:       

	
	Relationship:   FORMCHECKBOX 
 Spouse     FORMCHECKBOX 
 Child     FORMCHECKBOX 
 Other:       
	Date of Birth:       

	
	Name of provider:       
	Tax ID#:       

	
	Date of Service:       
	Amount:  $     


EMPLOYEE CERTIFICATION:

I hereby certify that:

· The above information is correct;

· I have not received reimbursement previously for these expenses from the Flexible Spending Account or any other Plan;

· I know of no facts that make me question whether this expense is properly reimbursable under the Plan; and

· The total of my reimbursed Dependent Care expenses does not exceed my or my spouse’s earned income (W-2 pay) for the year.

I understand that:

· Reimbursement is not a guarantee that this payment is tax free;

· Reimbursed Dependent Care expenses cannot be used to claim a credit on my personal income tax return; and

· Reimbursed Health Care expenses cannot be used to claim a deduction on my personal income tax return.

I hereby authorize release of payment through my Flexible Spending Account.

	Signature:
	
	Date:
	     


Reimbursement Request Rules
The following reimbursement rules apply:

· Reimbursement requests will not be processed without acceptable evidence of your expenses.  Acceptable evidence includes receipts or statements, which contain the following information:
· Type of service or product provided

· Date expense was incurred

· Name of employee or dependent for whom the service/product was provided

· Person or organization providing the service/product

· Amount of expense

· Although you may submit a claim for any amount, you will only receive reimbursement for the actual amount deducted and available to date.  Remaining amounts will be processed on subsequent reimbursement dates as your deductions accumulate.

· Claims must be submitted by March 31 following the plan year in which the expense was incurred.  Claims submitted after March 31 will not be reimbursed.

Confidentiality Statement:

The College is required by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and its regulations to maintain the privacy of any protected health information submitted with this form.  Our procedures for processing this information reflect the commitment of Human Resources to protecting the confidentiality of this private health information.
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