
You must attach a bill or receipt showing service dates . cost, and the care provider's  tax ID or S ocial S ecurity number or have the
provider s ign below in the "P rovider S ignature" section. C ancelled C hecks  are not cons idered sufficient documentation.

I request reimbursement for the below  lis ted qualified dependent care expenses , I certify that the services  for which the expenses
have been incurred ha ve been received and the expenses  paid. I have included s igned copies  of their independent provider 's
charges , which includes  the date and amount of charge.

____________________________________________________________________________                ____________________
P artic ipant's  S ignature Date

NA ME      L as t         F irs t           M.I                 S OC IA L  S E C UR IT Y  NUMB E R

HOME  T E L E P HONE C hec k B ox if Home T elephone has  c hanged 

A ddres s                                     C ity              S tate             Zip

E -MA IL A DDR E S S :

DE P E NDE NT C A R E R E IMB UR S E ME NT R E QUE S T VOUC HE R
To request reimbursement, please complete this  form, including
appropriate documentation and provide s ignatures  where required.
All required fields  applicable to your claim must be completed in
order to process  the claim.

B E NE F L E X, INC .

B E NE F L E X, INC . - P .O. B ox 17586 Nas hville, T N  37217 .
V oic e (615) 831-0990 - (800) 925-4087	 F ax (615) 831-9910 - (800) 449-7501

P leas e mail or fax the c ompleted / s igned form to the addres s /fax below.

Service Date     Name of Service                     Provider Social Security        Dependent Name                 Date of            Requested Amount per
Provider                                   or Tax ID #                                                                              Birth                Dependent                        

From    To

$

$

$

$

$

$

$

I c ertify that I  provided c are as  s pec ified above.

____________________________________________________________________     ___________________
Dependent C are P rovider's  S ignature                                            Date
(Necessary only if a receipt is not provided)

R E QUIR E D - C OMP L E T E  A L L  S E C T IONS

R E QUIR E D C L A IM C A NNOT  B E  P R OC E S S E D
WIT HOUT   YOUR  S IG NA T UR E  


