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Health Care and Dependent Reimbursement Account

Claim Form
Attach copies of paid receipts specifying services provided and patient name. Do not submit balance forward statements.

Employee’s Name:  __________________________________________

SECTION A – SERVICES

	DATE OF SERVICE
	DESCRIPTION OF SERVICE
	CHECK ONE
	EXPENSE AMOUNT

	
	
	HEALTH
	DENTAL
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	SECTION A TOTAL (
	$


SECTION B – TRAVEL

	DOCTOR/SERVICE FACILITY
	NUMBER OF TRIPS
	MILES ROUNDTRIP
	
	EXPENSE AMOUNT

	
	
	
	x $.18
	

	
	
	
	x $.18
	

	
	
	
	x $.18
	


SECTION C   - Lodging

When lodging away from home is required you may claim a maximum of $50.00 per night for each eligible individual. You may not claim meals. Attach paid receipts of lodging.

	SECTION C TOTAL (
	$


	TOTAL FOR SECTIONS  A/B/C
	$


I have read the Health Care Reimbursement Account Plan Rules and I certify that the health related expenses listed qualify under the plan rules. I further certify that the expenses listed are not reimbursable under the College insurance plan or under any other group or individual insurance plan. Expenses claimed for reimbursement may not be claimed as itemized deductions on my tax return.

Employee’s Signature:  _____________________________   Date:  _____________________
