g3 busi ness technol ogy corp. ww. sel f fundi ng. com
P. O Box 15952 Phone 260.492.9979 877. 251. 8324
Fort Wayne, | N 46885 Fax 260.492. 9989

Medi cal Spendi ng Account
Rei mbur senent C ai m Form
Note: Every item nust be conpl eted before claimcan be processed! (please print in ink or type)

Enpl oyer/ Pl an Nane:

Enrol | ee Name: | D #:

Addr ess:

Cty/ Statel/Zip:

I nstructions

1. For nedical/dental expense clains that were submtted to a nedical plan or an
i nsurance conpany but not paid by that carrier, attach copies of other insurance
carrier claimand/ or paynent forns (explanation of benefits forns) to establish
amounts not covered under the plan.

2. For all other reinbursabl e expenses, copies of all bills nust be attached which show
who (nane and address) rendered the service, reason for charge and date and anopunt
of charge. Cancel ed checks are not acceptabl e receipts.

3. Submit this formto g3 at the address above. Retain a copy for your records.

Expenses
Expenses (list bel ow)
ltem Dat e Expense Paid Reason for Paynent** Amount Pai d
1
2.
3.
4.

**Use the following |etter designation for "Reason for Paynent":
A. nedical /dental expense submitted to insurance conpany but not paid by the carrier
(for exanple; a co-insurance, copaynent or deductible anmount);
B. medi cal /dental expense not covered by a benefit plan
C. optical expenses.

Enpl oyee Certification

| certify that all itens requested to be reinbursed conmply with the Flexible Spending
Account Plan and such itens have not and will not be covered by any other plan or program
of any enployer or other person. | further certify that such itens will not deducted or
taken as tax credits on ny personal federal and state incone tax returns for any year. |
understand this plan does not accept responsibility for direct paynent to any individuals
ot her than the enpl oyee

Enpl oyee Sighature Dat e



