
	Name of Employer:
	     

	Employee Name:
	     
	Social Security #:     

	Address:
	     
	     
	     
	     



(Street)




(City)


(State)

(Zip)

When submitting this form, you must complete the information requested below and attach an ITEMIZED BILL, RECEIPT OR INVOICE FOR ALL EXPENSES CLAIMED.
	Date Incurred
	Name of Service Provider
	Describe Expense
	Person for Whom Expenses Incurred
	Net Amount

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	
	
	
	Amount from additional page
	$      

	
	
	
	Total amount of medical expenses
	$      


By signing and submitting this form, you acknowledge that all requirements of Section 213 of the IRS code, as well as the plan document of your employer, have been satisfied.

I hereby certify that the above statements are complete and accurate to the best of my knowledge.  I also agree to reimburse my employer and/or the administrator to the extent of an overpayment, which is in excess of the amounts payable under the plan.

ANY PERSON WHO KNOWINGLY AND WITH THE INTENT TO INJURE, DEFRAUD, OR DECEIVE ANY EMPLOYER OR ADMINISTRATOR FILES A STATEMENT OF CLAIM CONTAINING ANY FALSE, MISLEADING INFORMATION MAY BE GUILTY OF A CRIMINAL ACT PUNISHABLE BY LAW.

	Employee Signature
	     
	Date:
	11/7/2003 FORMTEXT 

11/7/2003




	Name of Employer:
	     

	Employee Name:
	     
	Social Security #:     


Continued Expenses from above:

	Date Incurred
	Name of Service Provider
	Describe Expense
	Person for Whom Expenses Incurred
	Net Amount

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	
	
	
	Total amount this page
	$ !Unexpected End of Formula FORMTEXT 

     



	Employee Signature
	     
	Date:
	11/7/2003 FORMTEXT 

11/7/2003



Flexible Spending Account





MEDICAL EXPENSE RECOVERY FORM





CBP


CORPORATE BENEFIT PLANNING


40 British American Blvd., Latham, NY 12110


(518) 785-0115/ 1-800-233-3394 


FAX (518) 785-0586


e-mail  � HYPERLINK "mailto:smcmeel@cbpgroup.biz" ��smcmeel@cbpgroup.biz�


� HYPERLINK "mailto:dgrasso@cbpgroup.biz" ��dgrasso@cbpgroup.biz�
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CBP


CORPORATE BENEFIT PLANNING


40 British American Blvd., Latham, NY 12110


(518) 785-0115/ 1-800-233-3394 


FAX (518) 785-0586


e-mail  � HYPERLINK "mailto:smcmeel@cbpgroup.biz" ��smcmeel@cbpgroup.biz�


� HYPERLINK "mailto:dgrasso@cbpgroup.biz" ��dgrasso@cbpgroup.biz�
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