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Security Flex 125 Program®

cal/Dependent Care Rei mbursement Program Claim Form

=
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e or print in black ink. Questi

ons? Call our Customer Service Cente

@
&

r at 888-662-3646.

For faster processing, use our foil free fax: §66-477-6526

Social Security Number

Name of Employee
‘ (a0

Auui’&SS

City

Phone Number {for mmséenéea aﬁﬂs %ween 8: Ci}am and 6:00p

Emsieveg é\;a“ﬁé

L] Medical Expense Reimbursement

Requested Amount: §

[J Dependent Care Reimbursement

Reguested Amount: §

Please complete worksheet on the back of this form
to fternize expenses and attach original receipts.
Reimbursement requesis must be at least $25.00
uniess the balance remaining is less.

[1 Select this option if you wish to have Qav’z’zems from
Security Benefit made by direct deposit to vour

Note: if this is the first time vou are seéec"{éng this
option — you must attach a void check below,
which includes your financial institution’s routing
number and addrass.

| hereby authorize Security Benefit {o initiate credit eniries

o my:
[J savings Account
Account Information Below

{1 Checking Account

Void Check Below

Receipt by said bank of such credit entries shall be
deemed receipt by me.

This authority Is to remain in full force and effect until

Security Benefit has received written notice from me of its
termination in such fime and in such manner as to afford
Securily Benefit a reasonable opportunity to act.

{ have incurred expenses that qualify for
iegmm:se“neh- under my emplover’s Security Benefit
Medical/Dependent Care Reimbursement Program. None of
these expenses have previcusly been submitied.

| certify that these expenses xE ot be paid or reimbursed by
any insurance {:Gmﬂa y of from any other saﬂ:e or | may be
subject io IRS fines and/or pen“fé es of pe{; heret

?eqaesﬁ reimbursement for these expen

&. | understand that at the en ﬁ
:Eﬁg?*s {even if less than §25.00
thsi an}s remaining fund balan ice
a be forfelied to my emplo 3\,

z
f the plan §€-}a’ a§§
will x;e reimbursed in
& end of the

m
et
WJ'"

Note: Claim form must be signed or it will be returned.

X

Signature of Emplovee

Date Signed

Savings Account Information

Account #




Name of Physician, Hospital Pharmacy
or other Provider

Date of Service of Charge

Eligible expenses generally include h ?E* care
expenses that are not covered, or on \g artly covered,
by vour health plans or, if you're married, by vour

spouse’s health plans. Some of the expenses you can
claim are:

Deductibles and co-payments under medical, dental, and prescription
drug plans; Expenses for medical services or supplies not covered by
your 3!&“3 {for example, many plans do not cover routine physical or
weli-chifd
as prescribed by your doctor, and materials and equipment needed for
using the eyeglasses such as eyeglass cleaner, contact lenses and
contact iens supplies; Lasik, Laser eye surgery and Radial keratotom
Hb“rsm care expﬁﬁses smm ng hearing exams and hearing aids;
r dental plan limits {(for example,
Hﬁ*} the limit set by your dental plan};
ran sspor‘taia” expcs@ses related fo medical care; Nursing services not
covered by your medical plan; Wheelchairs and crutches; Capital
expe%qns ﬁxr a parsa?é residence to accommodate a disabled

ss the increase in your property value; Pregnancy fest {over
Certam o\ssrf he counter drugs; Over the counter reading
nied by a prescription; Smoking cessation
rogram when it is prescribed by your doct

Mail to: Security Benefit »

i care); Vision care expenses, including eve exams, eyeglasses,

Expenses that are not Eligible

Most cosmetic surgery; Health club dues; Electrolysis; Over the cofmi r
Atamin S aven when prescribed by a physician; Dietary supplements
festh whitening products; Insurance Premiums of any nature.

=,

o

For expenses that are not listed vou can refer to IRS
Section 213 for more complete information or contact
Security Benefit at 888-662-35846.

PO Box 7506900 - Topeka, Kansas 66875-0600 or

Fax Toll Free to: 866-477-6526 « www.securityflex.com 90458800 (2
32-84588-00 (2/2}




