
FLEXIBLE SPENDING ACCT. – MEDICAL  

11-2-451-0001
Application for Reimbursement

Public Schools of Petoskey

A medical expense must meet the following requirements in order to be reimbursed under the plan:

· It must be a “qualifying medical care expense” under the Plan; and

· It must have been incurred by you, your spouse or a person who is your dependent for income tax purposes.
*Review your Summary Plan Description to be certain these requirements are met.

1.  Employee: 











2.  Patient: 




 Age:
    Relationship:




3.  Description of expense:










4.  Date of service (not date paid):









5.  Total amount paid:









6.  Has this expense been submitted under any other plan or insurance policy?



Yes (Amount paid by insurance: $


)



No (Reason not submitted:





)

7.  TOTAL OUT-OF-POCKET EXPENSE: 







         (The amount you are submitting for reimbursement)

8.  Could this expense be reimbursed by any other source?  ______Yes ______No

9.  Name and address of person/business to whom expense was paid:

I CERTIFY THAT THE INFORMATION PROVIDED ABOVE IS TRUE AND ACCURATE TO THE BEST OF MY INFORMATION, KNOWLEDGE AND BELIEF.

EMPLOYEE SIGNATURE 




Date 



NOTE:  Attach receipt(s) to this form and return to Bruce Smith at the Business Office for processing.       

Business Office Use Only

Approved By: 





  Date





MEDICAL REIMBURSEMENT ACCOUNT

CLAIM INFORMATION

· Be sure the receipt clearly states the date of service, not just the date paid. Date of service must fall within the Plan year of September 1 to August 31.

· Requests for reimbursement should be received in the payroll office no later than one week before the next payday. Requests received after the cut-off will be processed in the next pay period.

· Participants in Medical Flexible Spending Accounts shall be entitled to reimbursement for claims incurred at any time throughout the Plan year, regardless of the current balance in the account. Claims shall not be reimbursed if they exceed the sum of the compensation reductions for the for the entire Plan year. 

· Account statements will be sent periodically or can be          e-mailed on request. Verify account balance with your personal records and notify Bruce Smith if you find any discrepancies.

· Attach a copy of the receipt. Originals are preferred. Documentation should provide proof of payment. Statements showing amount owed are not acceptable. 
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