Dependent Care Claim for Reimbursement Form for Licensed Provider
This form is used when your licensed daycare provider supplies you with monthly invoices for daycare services.  The monthly invoice must include the daycare providers contact information and Federal Tax ID number. Remember, it is not necessary you pay your daycare provider before you submit a daycare claim.
Employer: 













Employee: 







   SS#: 





Mailing Address: 











City, State, Zip: 












Phone: 



   Email: 







Day Care Expense Claims

	Name of Dependents
	Period Covered

From             To
	Name, Address and Taxpayer Identification Number of Provider of Service
	Cost of Care

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Attach copies of all Daycare statements/receipts
	TOTAL DAYCARE CLAIM
	

	
	


READ CAREFULLY
*NOTE: The total amount claimed under the Plan for any coverage period must not exceed the lesser of your earned income for the plan year or the earned income of your spouse. (If your spouse is either a full-time student or is incapable of taking care of himself or herself, then he or she is deemed to have monthly earnings of $250 if there is one (1) child or dependent, or $500 if there are two (2) or more.)  No payment may be made under the Plan if the service provider is your child, stepchild, or your dependent for federal income tax purposes who is under 19 years of age.

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 dependent care 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 understand that I cannot submit charges incurred by anyone other than my spouse, or my children, otherwise known as my legal dependents. Charges incurred by domestic partners and/or their children are not eligible for reimbursement under this plan.

I understand that current FSA funds will only reimburse eligible charges incurred during the time I am eligible and enrolled in the current plan year. Charges incurred outside of that time are not eligible for reimbursement.

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. Termination of employment concurrently terminates your eligibility and participation in the plan. Any claims submitted after that time will not be considered.

Employee’s Signature










Date

SOUND BENEFIT ADMINISTRATION

Fax Claims to: (866) 320-1932. Email Claims to: claims@soundadmin.com
Mail PHOTOCOPIES TO:  18887 State Hwy 305 #600, Poulsbo, WA 98370

Questions? Call: (360) 779-7047     Information at: www.soundadmin.com
