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CAFETERIA PLAN REIMBURSEMENT REQUEST FORM

	     
	     


Employee Name                                                                                                 Employee Social Security Number

	
	     


Employee mailing address                                                                                Daytime phone

	     
	     
	     


City                                                                                                                      State                                            Zip                                                                                            

	HEALTH CARE EXPENSE
	TOTAL

	RELATIONSHIP
	PATIENT’S NAME
	PROVIDER
	DATE OF SERVICE
	REQUESTED AMOUNT

	 FORMCHECKBOX 
 Self 

 FORMCHECKBOX 
 Dependent
	     
	     
	     
	     

	 FORMCHECKBOX 
 Self 

 FORMCHECKBOX 
 Dependent
	     
	     
	     
	     

	 FORMCHECKBOX 
 Self

 FORMCHECKBOX 
 Dependent
	     
	     
	     
	     

	 FORMCHECKBOX 
 Self

 FORMCHECKBOX 
 Dependent
	     
	     
	     
	     

	 FORMCHECKBOX 
 Self

 FORMCHECKBOX 
Dependent
	     
	     
	     
	     

	 FORMCHECKBOX 
 Self

 FORMCHECKBOX 
Dependent
	     
	     
	     
	     

	 FORMCHECKBOX 
 Self

 FORMCHECKBOX 
Dependent
	     
	     
	     
	     


	CHILD CARE – DAY CARE EXPENSE
	TOTAL

	PROVIDER
	DATE OF SERVICE
	DEPENDENT’S NAME
	REQUESTED AMOUNT

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


PLEASE ATTACH RECEIPTS

To the best of my knowledge and belief, my statements in this Reimbursement Request Form are complete and true.  I certify that my family member or I have received the services described above on the dates indicated.  I am claiming reimbursement only for eligible expenses incurred during the applicable plan year and for eligible plan participants.  I certify that these expenses have not been and will not be reimbursed by any benefit plan or insurance company or claimed as an income tax deduction.  I authorize my Flexible Spending Account be reduced by the amounts requested.

Employee signature _______________________________________________  Date _____________________
City of Coeur d’Alene, Idaho
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1121 Mullan Avenue ( P.O. Box 2260 ( Coeur d’Alene, ID 83816-2260 ( (208) 765-9500 ( (800) 735-1115 ( FAX (208) 667-6570

E-mail: pwoods@mmcocpa.com
Count On Us To Care


