SA CLAIM FILING INSTRUCTIONS

Flexible Spending Account (FSA) Claim Form

Your Name (Last, First, Mi) | Sodial Security Mo. or EID or PIN_| Your Employer Name

John M. Riddick [123-a5-6789 | AsI Fiex
Allchons [ ciy [ state | Zipcode
123 Main Street | cotlumbia [ mo | 65203

Dependent Care Flexible Spending Account Claims

Payment is allowed only for services that have already been provided and not for services to be provided in the future. You may subma for a full
manth after the month has ended or submit for the previous week's expenzes. To substantiate your daim, submit an itemized statement from your
prowider or simply have your provider{s) sign below to certify® the care was provided. f your provider signs below. no other supporting
documentation i required.

Dates Care Was Provided (D Name/Address of Care Provider or Care Facility
‘,',': ,“,f,"', o Age No Future Dates @ Type of Dependent Care Service “"“‘";‘;
MM DO/YY theu MM DOV [Daycare, Day Camp, Preschool, After School Care, etc.) i
@ | ima SRter, 234 Main Street, Columbis, MO 65203
Truman 2 1/22013 - 01/08/13 s300.00
@ | oaycars
@ i
@
@® ;
@
Youul S300.00
Care Provider or Care Certification: * Day Cars Provider or Care Faclity Certification:
| cortify that | provided depandent care services a3 detalled sbove. 1 certify that | provided dependent care serdoes as detalled above,
Print Name: Iy Sttee Print Name:
iginal Signature: __Img Sitter Original Signature:
Date: A3 Date:
Health Care Flexible Spending Account Claims
Folow the instruction page “How to Fike Claims™ and submit correct documentation to assure rapid claim p Ll
Type of Expense Relationship Amount
Datefs) of Service Health Care Provider e i v fagt ot Patient Name toYou st
11413 Or. Pinkel Dental work Kimberly Spouse 5250.00
$
$
1
$
$
Total 5250.00

I cortity that o expenses for which or myment i climed by ion of this form wers incurred by me, an sligibls spouse, or an aligible depandant
nun..np-ud-hlu|mwdumww‘f5\ﬁnlndthttanmhnmbunnnhmﬂa“-unhmomﬂw{hm;h&mﬂnf
other source. Any weork-related and were under the age of 13 or for my dependent wha is incapable of
yelf care. | understand that | am fully itle for the ofall & nhll!;lnﬂu:hm!ndthlullnulnumlb‘uﬁchrﬂmlmmmuchm-d
ulml-wm|nd|fthMlmwhiuhlﬂofwolllnhhdhaniuhﬂhlwmubﬁlhmunuonmumnpﬂdmmmnwmhnm
. A chais witha

;Toﬁn 0. Riddick

Date 1502013

FAX TO: 1-877-8579-9038 MAILTO: ASI FILE ONLINE: WWW_ASIFLEX.COM
PAGE 10F PO BOX 6044 MO CLAIM FORM NEEDED]
WO © MO 652056044

Documentation Requirements

]
}
1

Sample Documentation

Columbia Dental Center
123 Tiger Way

Demographic information

Write in your personal information so that ASIFlex can identify
you. You must enter your Social Security Number, Employee
Identification Number or ASIFlex-assigned PIN, or your claim
may be delayed.

Fill in all dependent care expenses

Include all pertinent information for your dependent care (or
child care) reimbursement request.

If you have your provider sign the claim
form, no additional documentation is
required!

Complete any health care requests

Provide detailed descriptions of each item that you are
claiming reimbursement for your health care FSA. It is easier
for ASIFlex to understand what you are claiming when you
provide more defals, so please include all available
information.

Sign your form

IRS rules require that you sign the form fo confirm that the
information is accurate. If you submit your forms online, an
electronic signature will suffice. if your claim form is not
signed, your reimbursement request will be denied.

Columbia, MO
BOD-555-1234
Service Dates Service Description
The documentation must include a dearly inds- The documentation must dlearly indicate what Kimberty Moore
caled date(s) of service. Date of payment is not senvice(s) were provided that are being claimed. gj“m_sﬁggm
sufficient For regular doctor visits, the words “co-pay” as o .
a senvice description are typically sufficient. uwzma Dr Pinkel Knﬂbed]r Moore Root Canal $225.00
Provider Name Amount Chafged 11142013 Dr Pinkel Kimberly Moora Cleaning $150.00
The name of the service provider must be The documentation must clearly indicate the
dearly indicated on the documentation. amount for which you are responsible. Please
nole that proof of payment is not nomally
required to be submitted, and generally proof of
ivi i itself not  sufficient T c : $375.00
Name of Person Recelving Services . Y et R il dir
the person receiving the service. @ Your responsibility: $250.00
+/ Medical & Dental Claims - submit your insurance Explanation of Benefit (EOB) from your pany, or a detailed billing stat t from your provider

QUICk + Prescription Drug Claims - ask your pharmacy for a printout of all prescripti
. +/ OTC Medication Claims - get a prescription from your medical doctor, and submit this along with your cash register receipt.
TI +/ Dependent Care Claims - have your provider sign the ASIFlex claim form. If you do this, no other documentation is required. Also, request the full amount you have been charged.
+/ Submit your claim online - use the online claims portal found at www.asiflex.com to expedite your claim submission, The process is paperless and easy.

you p!

d over a given time period (e.g. month, quarter or year)




