Custom Benefit Administrators

305 5th Ave. So., Suite 206 (608) 784-2442

P.O. Box 1385 Fax (608) 785-0063
La Crosse, WI 54602-1385

Request for Reimbursement for Medical and
Dependent Care Flexible Spending Account

Participant's Name:

Employer's Name:

Directions: Please carefully read the back favrimfation in properly filling out this form.

Medical Reimbursement Expenses

Date of Amount
Service Name of Patient Expense Description Name of Service Provider Incurred
TOTAL

Dependent Care Reimbursement (Day Care Expenses)

Dates of Coverage Name and Address of Amount Paid
From To Name of Dependent(s) Child Care Provider of Service
TOTAL

This is to certify that my statements in this Resjder Reimbursement are complete and true. Ilaiming reimbursement only for eligible expenses
incurred during the applicable plan year and fojitdé plan participants. | certify that these empes have not been previously reimbursed undeoithi
any other benefit plan and will not be claimed@minaome tax deduction. | authorize my Flexiblex®ensation Account to be reduced by the amount
requested.

Participant's Signature Date



