
Employer/Location _________________________
Name ______________________________
Social Security #_______-- _______--__________
Work Phone _______________________
E-mail Address ____________________________ 
Home Address ________________________________
Home Phone _________________



 ________________________________


***PLEASE ATTACH SUPPORTING DOCUMENTS TO THIS FORM***

	Date Expense Incurred
	Name of Service Provider
	Type of Service
( i.e. co-pay, Rx, vision)
	Amount of Reimbursement Requested

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	                                                                                             Total  $


Please read and sign below.  Your signature is required for claim processing.
1) I certify that the above information is correct.  I have not received any reimbursement for these expenses from any other plan and the expenses are not reimbursable under any other source.

2) I further understand health care expenses reimbursed through my FSA cannot be used as a deduction on my personal income tax return.

Employee Signature:  _____________________________
Date:  _________________

Send this form and supporting documentation to:
Professional Benefits Group, Inc.







701 Chestnut Street
Vestavia Hills, Alabama 35216


(205) 822-8310  (205) 822-8336 fax
          REV 9/07
Health Care


Flexible Spending Account


Request for Reimbursement





“A Connection for Your Benefit Needs”





Professional Benefits Group, Inc.
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