DEPENDENT CARE REIMBURSEMENT FORM
Meredith College
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Employee Information
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Employee ID Number





Home Address





City





State





Zip Code





Sign


Here





Employee Signature Required











Employee Certification





I certify that I have incurred expenses in the amount shown below and the attached receipts are for those qualified expenses for reimbursement under the provisions of my employer's Benefit Choice Plan.  Such expenses have not been previously reimbursed under this or any other plan and will not be submitted for reimbursement under any other plan.  Such expenses will not be claimed as an income tax deduction.  I authorize my Benefit Choice Plan account to be reduced by an amount no greater than the amount requested.   


  





Signature _________________________________________________	Date ____________________________





DEPENDENT CARE Reimbursement








Attach receipts from your dependent care provider, or other evidence that the expenses were incurred with this reimbursement form.  Balance forward statements, cancelled checks, and credit card receipts are NOT acceptable documentation for reimbursement.  





IRS Regulations allow payment for services that have already been provided, not for services to be provided in the future.





Date Dependent Services Actually Provided�






Name & Age of Dependent�






Name of Provider�
Total Reimbursement Requested�
�
   �
�
�



$�
�



�
�
�



$�
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�
�
�



$�
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$�
�
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�



Total Reimbursement Requested�



$�
�






Mail or fax your claim form, with documentation, to:





ACS Benefit Services, Inc		Phone:	800-849-5370 ext 1123


8025 North Point Blvd., Suite 100	Fax:	336-759-7642


Winston Salem, NC 27106	





You may visit our web site at � HYPERLINK "http://www.acsbenefitservicesinc.com" ��www.acsbenefitservicesinc.com� to view your FSA balance.








