FSA Claim For Reimbursement Form

	Employee: _____________________________________
	Phone: ___________________

	Employer: _____________________________________ 
	SS #: ____________________


Unreimbursed Medical, Dental and/or Vision Expense Claims

	Date of  Service
	Name of Service Provider
	Description of  Service

or Expense
	Person for Whom Expense Incurred
	Charges,             (Net Claim)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Total


READ CAREFULLY
The undersigned participant in the Plan certifies that all expenses for which reimbursement or payment is claimed by submission of this form were incurred during a period while the undersigned was covered under the Company’s Flexible Spending Plan with respect to such expenses and that the medical expenses have not been reimbursed or are not reimbursable under any other health plan coverage. The undersigned fully understands that he or she alone is fully responsible for the sufficiency, accuracy, and veracity of all information relating to this claim which is provided by the undersigned, and that unless an expense for which payment or reimbursement is claimed is a proper expense under the Plan, the undersigned may be liable for payment of all related taxes including federal, state, or city income tax on amounts paid from the Plan which relate to such expense. 
I should submit reimbursement claims during the Plan Year, but in no event later than 60 days after the end of a Plan Year.  For a terminated employee or any Participant who is no longer eligible under the terms of this Plan, claims will still be reimbursed but only if such reimbursement requests are made by the earlier of (1) 60 days following the date that I ceased my employment or eligibility; or (2) the end of the 60-day period following the close of the Plan Year in which the expense arose.  Any claims submitted after that time will not be considered.

Employee’s Signature




       Date

FAX NUMBER:  1-866-320-1932 (Toll Free)
OR MAIL PHOTOCOPIES TO: Sound Benefit Administration 

4725 NE Totten Road, Poulsbo, WA 98370

Questions?  Call:  (360) 779-7047         Information at: www.soundadmin.com
Required attachments:  statements and receipts that include: 1) date of service, 2) description of service, 3) charges less any insurance payments, and 4) provider information.             NOTE: Date of Service must fall within current  plan year.











