
ACCOUNT HOLDER INFORMATION

 Last Name First Name

  
 ID Code (last 4 digits)* Employer / Program Sponsor’s Name

  ___________________________________________________
 Zip Code Bir th Month/Day (MM/DD) Email Address (complete only if new)

HEALTH CARE FSA
Reimbursement Claim Form

*Your ID Code is the last 4 digits of your Social Security Number, your Employee Number or other reference number assigned by your program sponsor. 
Please check the enrollment inst ructions provided by your program sponsor for more information about your ID Code.

EFO_CF_FSA (Sep 2012)

CERTIFICATION AND AUTHORIZATION
I cer tify that the information on this form is accurate and complete. I am requesting reimbursement for eligible expenses incurred by 
myself or an eligible dependent while I was a par ticipant in the plan. I have already received these products and services and have not 
been previously reimbursed for these expenses and I will not seek reimbursement of these expenses from any other plan or par ty. In 
addition, the expenses for which reimbursement is sought will not be claimed as tax deductions on my personal tax return. I understand 
that if an expense is determined to be ineligible, I am responsible for reimbursing the plan(s) for any such expense or for payment of all 
related income taxes on amounts paid from the plan(s) which relate to such expense. If I am covered under more than one health care 
account, reimbursement will be made according to the payment order determined by those plans.

________________________________________________________________   ___________________________________________
 Employee’s Signature Date

HEALTH CARE ACCOUNT EXPENSE CLAIMS

Date Expense 
incurred

(mm/dd/yy)

Name of Service Provider Expense Description Person for Whom  
Expense Incurred

Net Amount

Attach appropriate receipt(s) and submit with this claim form. Total Health Care Expense Claim


