
I  certify that all listed expenses have not been reimbursed by any other source, nor will they be reimbursed by any other source. In addition,
I  certify that these expenses were incurred for eligible members of my family or me, and they are not eligible for reimbursement
from any health insurance coverage.

____________________________________________________________________________                ____________________________
Participant's Signature                                                                                                                         Date

In order to receive reimbursement, supporting documentation must be attached. Please include an itemized bill from the provider listing exact
dates of service (balance forward statements are not acceptable), service performed and cost or an E xplanation of B enefits (E OB ) from your
insurance company listing service dates, service performed and cost. Please retain a copy of this claim form and supporting documentation for
your records, as we are unable to return original documents to you.

C L A IMS A R E PA ID WHE N R E C E IP T S  TOTA L ING $50.00 OR MOR E HA V E AC C UMUL A T E D

Medic al F lexible S pending A c c ount - (R E QUIR E D - C OMP L E T E  A L L  S E C T IONS )
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M edF SA R E I M B UR SE M E NT R E QUE ST V OUC H E R
To request reimbursement, please complete this form, including appropriate documentation and provide signatures where required. A ll
required fields applicable to your claim must be completed in order to process the claim.

B E NE F L E X  I NC .

PR OC E DUR E C ODE
A = M edical            B  = Dental   C  = E ye C are
D = Pr escr iption     E  = A ll Other s

F OR OF F IC E US E ONLY
Notified of ineligible expense     Date _ _/ _ _/ _ _

PROCEDURE CODESERVICE DATE

TOTAL

AMOUNT PAID TO DRUG NAME IF PRESCRIPTION

F IR S T  NA ME L A S T S S #

HOME  T E L E P HONE Check Box  if Home telephone has changed 

HOME  A DDR E S S C IT Y S TAT E ZIP

E -MA IL A DDR E S S   @ E MP L OY E R

Beneflex Inc. 624 Grassmere Park Drive, Suite 15, Nashville, TN  37211
Telephone: (800) 925-4087 - (615) 831-0990 Facsimile: (800) 449-7501 - (615) 831-9910

Please Mail the completed, signed form along with copies of your medical charges to the address/fax below.


