Douglas Polaner Selections
FLEXIBLE SPENDING ACCOUNT CLAIM FORM
Claim Filing Instructions:

(1).  Complete, date and sign claim form

(2).  Include statement/receipt from provider showing date of service, type of service and amount charged and/or paid

(3)  Cancelled checks, check copy, non-itemized receipts and balance due bills are NOT ACCEPTABLE proof of expenses

EFFECTIVE IMMEDIATELY – CLAIMS UNDER $25 WILL BE POSTED TO YOUR FSA ACCOUNT AND PROCESSED UPON RECEIPT OF ADDITIONAL CLAIMS TOTALING OVER $25.
Please Staple ALL Receipts-Do not send original receipts – send a copy

Claims are processed on Monday of each week (Tuesday if Monday is a Holiday) and mailed no later than Wednesday-Thursday morning.

   Deadline to receive claims for processing is close of business Friday.

Part I:  Employee Information (Please Print)
	Employee Name:

	Employee  Social Security Number:     



	Address:


	New Address?

(  YES
(  NO

	Daytime Phone


	Email address


Part II: Medical Expenses (Please Print)Statement/Receipt showing date of service MUST be attached to be valid.
	Covered Person
	Date of Service
	Provider
	Type of Service
Please check the appropriate box for each expense(s)

MD=medical RX=prescription VS=vision DN=dental  OT=other
	Amount Claimed
	Admin. Use

	
	
	
	MD □ RX □ VS □ DN □ OT □
	
	

	
	
	
	MD □ RX □ VS □ DN □ OT □
	
	

	
	
	
	MD □ RX □ VS □ DN □ OT □
	
	

	
	
	
	MD □ RX □ VS □ DN □ OT □
	
	

	
	
	
	MD □ RX □ VS □ DN □ OT □
	
	

	
	
	
	MD □ RX □ VS □ DN □ OT □
	
	

	
	
	
	MD □ RX □ VS □ DN □ OT □
	
	

	
	
	
	Medical Expenses Subtotal
	$ 
	


Part III: Dependent Care Expenses (Please Print) *** Please complete Provider information on page two***
	Dependent
	Date of Birth
	Provider
	Date(s) of Service

MM/DD/YYYY
	Amount

Claimed
	Admin. Use

	
	
	
	From:


	To:
	
	

	
	
	
	From:


	To:
	
	

	
	
	
	From:


	To:
	
	

	
	
	
	Dependent Care Expenses Subtotal
	$ 

	


Employee Statement:  I request payment from my Cafeteria/Flexible Benefits Account(s) for the expenses itemized on this claim form.  I certify that I have not received reimbursement under this Plan or from any other source for these expenses and that I will not seek additional reimbursement for the amount(s) paid by this Plan.  I further certify that I have met all requirements for eligible expenses under this Plan.  I understand that expenses for which I have been reimbursed cannot be claimed on my personal income tax return.
Employee Signature: ________________________________________________________  Date:  _______________________________
Mail or fax to: 
KIM HOHNER 



MERIDIAN ADMINISTRATORS CORP

                          
 80 BUSINESS PARK DR #306

                           
ARMONK, NY 10504



PHONE:  (914) 273-4723   Ext. 120             FAX:  (914) 923-3129


Email:  khohner@mbcgroups.com
             DEPENDENT CARE EXPENSES:
YOUR FSA CAN ALSO BE USED TO PAY FOR EXPENSES TO PROVIDE CARE FOR ELIGIBLE DEPENDENTS WHILE EMPLOYEE AND SPOUSE (IF APPLICABLE) WORK.  ELIGIBLE DEPENDENTS INCLUDE CHILDREN UNDER 13 YEARS OF AGE, DISABLED CHILDREN, DISABLED PARENTS, DISABLED SPOUSE, OR OTHER RELATIVES QUALIFYING UNDER THE INTERNAL REVENUE CODE.

IF THE EMPLOYEE IS MARRIED, IN ADDITION TO WORKING WHILE THE DEPENDENT IS BEING CARED FOR, THE EMPLOYEE'S SPOUSE MUST         BE:


1.
A WAGE EARNER, OR


2.
A FULL-TIME STUDENT FOR AT LEAST FIVE MONTHS OF THE YEAR, OR


3.
DISABLED AND UNABLE TO PROVIDE FOR HIS OR HER OWN CARE.

COVERED EXPENSES INCLUDE PAYMENTS FOR:


1.
LICENSED NURSERY SCHOOLS AND DAY CARE CENTERS FOR PRE-SCHOOL CHILDREN.


2.
DAY CARE CENTERS FOR OTHER QUALIFYING DEPENDENTS (E.G., ELDER CARE CENTERS).


3.
HOUSEKEEPERS, COOKS, OR MAIDS PROVIDING DEPENDENT CARE IN THE EMPLOYEE'S HOME, INCLUDING THE COST OF FOOD AND LODGING.


4.
INDIVIDUALS (OTHER THAN THE EMPLOYEE'S DEPENDENTS) WHO PROVIDE DEPENDENT CARE FOR THE EMPLOYEE'S QUALIFYING DEPENDENTS, IN OR OUTSIDE OF THE EMPLOYEE'S HOME.

IMPORTANT
FEDERAL LAW REQUIRES THAT YOU PROVIDE THE FOLLOWING INFORMATION REGARDING THE PROVIDER(S) OF DEPENDENT CARE FOR   WHICH REIMBURSEMENT IS CLAIMED ON THIS FORM:

___________________________________________________________________________

   
Provider's Name

___________________________________________________________________________

   
Provider's Address

____________________________

__________________________________

   
Social Security Number
 
Provider's Tax I.D. Number
IF THE PROVIDER IS EXEMPT FROM FEDERAL INCOME TAXATION UNDER SECTION 501(C) (3) OF THE IRS CODE, YOU ARE NOT REQUIRED TO PROVIDE THE TAX I.D. NUMBER. SIMPLY WRITE "TAX-EXEMPT" IN THE SPACE PROVIDED FOR THE TAX I.D. NUMBER.

DEPENDENT CARE EXPENSES TO BE REIMBURSED THROUGH THE FSA CANNOT EXCEED THE LESSER OF YOUR INCOME OR THAT OF YOUR SPOUSE.

ANY DEPENDENT CARE EXPENSES REIMBURSED THROUGH YOUR FSA CANNOT BE CLAIMED AS A DEDUCTION FOR TAX PURPOSES.
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