CORPORATE BENEFIT PLANNING LLC

Shannon McMeel

40 British American Blvd., Latham, NY 12110

(518) 785-0115/ 1-800-233-3394

FAX (518) 785-0400

e-mail  smcmeel@cbpgroup.biz


	Name of Employer:
	     

	Employee Name:
	     
	Social Security #:     

	Address:
	     
	     
	     
	     



(Street)




(City)


(State)

(Zip)

The undersigned participant in the plan requests reimbursement (attach itemized bills, receipts or invoices for all expenses claimed) in the amounts shown below:

	1.
	Name of Dependent(s):
	     

	
	
	     

	
	
	

	2.
	Period Covered:
	From:     
	Through:     

	
	

	3.
	Name, address and, except for certain tax exempt organizations, the taxpayer identification number of the service provider, and description of service:

	Name:
	     

	Address:
	     

	Tax ID:
	     

	Description:
	     



Amount $      
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 Flexible Benefit Plan with respect to such expenses. The undersigned fully understands the 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 the payment of all related taxes including federal, state or city income tax on amounts paid from the plan which relate to such expense.  The undersigned further understands that no dependent care tax credit is permitted for amounts for which reimbursement is made.

ANY PERSON WHO KNOWINGLY AND WITH THE INTENT TO INJURE, DEFRUAD, OR DECEIVE ANY EMPLOYER OR ADMINISTRATOR FILES A STATEMENT OF CLAIM CONTAINING ANY FALSE, MISLEADING INFORMATION MAY BE GUILTY OF A CRIMINAL ACT PUNISHABLE BY LAW.

	Employee Signature
	 FORMDROPDOWN 

	Date:
	 FORMDROPDOWN 






Flexible Spending Account


DEPENDENT CARE CLAIM FORM














