
  section 1 - employee information
  employee name (Last & First)	 employee date of birth	 employee soc. sec. no.

  employee address	 Number	S treet	C ity	S tate	 Zip	 employee telephone no.

  employer name	CONTRACT  NO.	 group no.

  section 2 - medical care expenses  (Supporting Documentation Must Be Attached)
					     dates of		  withdrawAl

		  relationship		  service		  request

	 patient’s full name	 to employee	 birthdate	f rom 	 to	 type of service	 amount

total    $

total    $

  section 3 - dependent care expenses (Supporting Documentation Must Be Attached)

For expenses that are payable under any health plan, attach a copy of the Explanation of Benefits (EOB) to this form.
Generally, your health/dental plan or any other carrier should make payment before you request an FSA reimbursement.

  Dependent care	 name	 address	 tax i.d. or ssn

  provider information

				         dates of service		 withdrawAl

		  relationship			   request

	 dependent’s full name	 to employee	 birthdate	f rom	 to	 amount

  section 4 - Employee’s certification for reimbursement
I certify that the expenses for reimbursement requested from my FSA were incurred by me (and/or my spouse and/or eligible dependents) 
were not reimbursed by or are reimbursed by any other plan, and, to the best of my knowledge and belief, are eligible for reimbursement 
under FSA. I (or we) will not use the expenses reimbursed through the FSA program as deductions or credits when filing my (our) individual 
income tax return.

        �Any person who knowingly files a statement of claim containing false or misleading information may 
be guilty of a criminal act punishable under law.

signature required

Employee Signature__________________________________________________________________   Date____________________________________

MB606

Flexible Spending Account (FSA)
withdrawAl request

PriorityFSASM

3522 01/07

Attention: ASO Flex MS 2260
1231 East Beltline NE  •  Grand Rapids, MI 49525-4501   •  Fax: 616 942-0631
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