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REIMBURSEMENT CLAIM FORM 
FLEXIBLE SPENDING ACCOUNTS 

 

EMPLOYER: 
NAME: 

LAST                                                                                                         FIRST                                                      MI 
SS#:  

ADDRESS: 
STREET                                                                         CITY                                                             STATE               ZIP 

PHONE : (          ) 

� PLEASE CHECK IF YOUR NAME OR ADDRESS HAS CHANGED. 
 

*INFORMATION BELOW MUST BE COMPLETED.  PLEASE ATTACH THE REQUIRED DOCUMENTATION NEEDED TO SUBSTANTIATE THE EXPENSES LISTED BEFORE 
SUBMITTING THIS CLAIM.  CREDIT CARD/DEBIT CARD RECEIPTS AND CANCELLED CHECKS ARE NOT ALLOWED DOCUMENTS PER IRS REGULATIONS. 
 

MEDICALMEDICALMEDICALMEDICAL    EXPENEXPENEXPENEXPENSESESESE    CLAIMSCLAIMSCLAIMSCLAIMS                                                                                                                
DATE OF 
SERVICE 

MM/DD/YY 

 
CLAIMANT’S NAME 

 
RELATIONSHIP 

DESCRIPTION OF 
SERVICE 

CLAIM AMOUNT 

    $ 

    $ 

    $ 

    $ 

    $ 

    $ 

   TOTALS: $ 
 

DEPENDENTDEPENDENTDEPENDENTDEPENDENT    CARECARECARECARE    (CHILD(CHILD(CHILD(CHILD    CARE)CARE)CARE)CARE)    CLAIMSCLAIMSCLAIMSCLAIMS                                                                                                                
DATE OF 
SERVICE 

FROM          TO 

 
DEPENDENT’S NAME 

 
DEPENDENT CARE PROVIDER 

NAME 

 
DEPENDENT CARE PROVIDER 

ADDRESS AND TAX ID# OR SS # 

CLAIM AMOUNT 

     $ 

     $ 

     $ 

     $ 

     $ 

     $ 

    TOTALS: $ 

 
EMPLOYEE'S CERTIFICATION FOR REIMBURSEMENT 

I CERTIFY THAT THE EXPENSES FOR REIMBURSEMENT REQUESTED FROM MY ACCOUNTS WERE INCURRED BY ME (AND/OR MY SPOUSE AND/OR ELIGIBLE DEPENDENTS), WERE 
NOT REIMBURSED BY ANY OTHER PLAN, AND, TO THE BEST OF MY KNOWLEDGE AND BELIEF, ARE ELIGIBLE FOR REIMBURSEMENT UNDER MY REIMBURSEMENT PLANS. I (OR 
WE) WILL NOT USE THE EXPENSE REIMBURSED THROUGH THIS ACCOUNT AS DEDUCTIONS OR CREDITS WHEN FILING MY (OUR) INDIVIDUAL INCOME TAX RETURN.  
 
ANY PERSON WHO KNOWINGLY AND WITH INTENT TO INJURE, DEFRAUD OR DECEIVE ANY INSURANCE COMPANY, ADMINISTRATOR, OR PLAN SERVICE PROVIDER, FILES A 
STATEMENT OF CLAIM CONTAINING FALSE, INCOMPLETE OR MISLEADING INFORMATION MAY BE GUILTY OF A CRIMINAL ACT PUNISHABLE UNDER LAW. 
 
EMPLOYEE SIGNATURE: _________________________________________________________  DATE: ________ /_______/________ 
 

Fax To: (859) 255-2999 
Or Mail To: McGregor & Associates, Inc. 

333 W. Vine Street, Suite 1610, Lexington, KY  40507 
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Claim Filing Instructions 
 

1. Print your name, address and social security number.  Be sure to indicate your Employer’s name.  Please 
 indicate if your address has changed. 
 
2. List expenses by date & arrange the supporting statements in the same order.  If you have several statements 
 from the same provider, you may subtotal them and list them on one line with a range of service dates. 
 
3. Attach required documentation.  A written receipt and/or statement from the service provider must be attached 
 showing:  

•  The name of the medical service provider or child care provider; 
•  The date or range of dates of service for the medical care or day care provided.  Although 

this date may be the same as the date paid, it must be clear on what date the service was 
provided.  You can only be reimbursed for expenses occurring during the current plan year;  

•  A description of the service provided (for example, doctor’s office visit or day care); 
•  The name of the person or persons receiving the medical care or child care; and 
•  The cost of the service, not just the amount paid. 

 
3. Sign the claim form. 
 
4. Keep copies for your tax records. 
 
5. Fax or mail to:       McGregor & Associates, Inc. 
  333 W. Vine Street, Suite 1610 
  Lexington, KY  40507 
  (859) 255-2999 Fax 
 
Requests submitted without adequate claims documentation cannot be processed and will be returned.  IRS Regulations 
stipulate that cancelled checks and charge card receipts are NOT acceptable documentation. 
 
Orthodontics:  Requests may be reimbursed for a reasonable monthly payment on or after the payment is due and paid.  The payment 
must be a reasonable approximation of the value of each month’s service.  You may only file claims for orthodontic payments while 
treatment is in process.  You must submit a paid receipt from your orthodontist or a photocopy of the monthly payment coupon.  Pre-
payments are not allowed. 

 

Additional Account Rules 
 
1. You can submit a claim at any time during the plan year and for a specified period after the plan year ends, as described in the 
 Summary Plan Description (SPD). 
2. If you terminate employment, you can submit a claim for a specified period after the date of termination if so stated  in the SPD, 
 as long as the service was incurred prior to your termination date. 
3. IRS rules stipulate that any money left in your account(s) at the end of the plan year cannot be carried forward or returned.  
4. You cannot submit a claim for a service period that begins in one plan year and ends in the next plan year.  File two 
 reimbursement claims, one for each plan year.   
5. For dependent care expenses, you cannot claim expenses if the service provider is your child or stepchild and under  age 19 or if 
 you claim the service provider as a dependent for Federal income tax purposes. 
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