Reed Elsevier Inc.

2000 Flexible Spending Account Claim Form

REQUEST FOR REIMBURSEMENT FORM

This form may be used for either Health Care Reimbursement Account or Dependent Care Reimbursement Account requests for reimbursements.  If you are requesting reimbursement from both accounts, please use two separate Request For Reimbursement forms.

(Please Print Clearly)

Name
     
Social Security Number
     

Home Address
     
City
     
State
  
Zip
     



Daytime Phone #
     

HEALTH CARE REIMBURSEMENT ACCOUNT

Please indicate, within each specific category, the amount requested for reimbursement.  Attach copies of bills and any explanation of benefit forms reflecting insurance payments and mail to: FLEXBEN CORPORATION, 2250 Butterfield, Troy, MI 48084.

MEDICAL
     

VISION
     

DENTAL
     

HEARING
     

DEPENDENT CARE REIMBURSEMENT ACCOUNT

Please attach receipt(s) for services rendered or statement of expenses and mail to: FLEXBEN CORPORATION, 2250 Butterfield Drive, Troy, MI  48084.

Name of Dependent(s)
     
Relationship
     

Name of Provider
     
Provider’s Taxpayer ID or SS#
     






Dates of Care Provided:
FROM
     
TO
     


The minimum request amount is $25.00 for each account.  Please keep receipts for smaller amounts until they reach or exceed the $25.00 amount.  The final plan year reimbursement may be less than $25.00.

I request reimbursement from my account.  I certify that the information provided is true and correct, that these expenses are not and will not be covered by any insurance program that I have or will not claim these expenses as income tax deductions on my income tax return and that the expenses submitted qualify as required.  I also understand that the Internal Revenue Service may require proof that these are eligible expenses, and that I am responsible for providing such proof.



Total Amount Submitted:
     


Health Care Reimbursement Account on OR Dependent Care Reimbursement Account only – see instructions on the back of this form





Signature

Date
     


HEALTH CARE REIMBURSEMENT ACCOUNT

To qualify for reimbursement from your Health Care Reimbursement Account, the following is required:

1. Receipts submitted must be for medical, dental, vision, or hearing expenses that are allowed by the IRS.


2. The expenses must be incurred by you or a dependent for whom you will be entitled to a personal exemption on your federal income tax return.

Expenses for Domestic Partners are NOT eligible.

3. If there is a question as to the eligibility of a particular expense or the dependency status of a particular individual, you will be contacted for more information.

DEPENDENT CARE REIMBURSEMENT ACCOUNT

To qualify for reimbursement from your Dependent Care Reimbursement Account, the following is required:

1. Dependent care expenses must be incurred to:

 enable you and your spouse to work

 enable one spouse to work and the other to be a full time student

 enable one spouse to work while the other is disabled


2. The person providing the dependent care service must not be a child of yours under age 19 or a dependent for whom you will be entitled to a personal exemption on your federal income tax return.


3. The child(ren) being cared for must be less than 13 years old (unless physically or mentally unable to care for themselves).


4. You will be required to provide the taxpayer I.D. or Social Security number of the dependent care provider on your federal individual tax return.


5. Your expense limit for the federal tax credit is reduced by the amount of reimbursed expenses through your DCRA.


6. The balance in your DCRA must be at least equal to the expenses submitted with the Request for Reimbursement Form.  If the balance in your Account is less than the claim submitted, the reimbursement will be for the maximum current account balance.  The remainder of the claim will be held pending further deposits to the account through payroll deduction.

Claims may be faxed to the administrator – 1-248-822-0461

If you wish to inquire about your account or a claim – please call 1-800-577-3322

