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FLEXIBLE SPENDING ACCOUNT (FSA)

WITHDRAWAL REQUEST

Employee Instructions

Please read these instructions before completing the FSA Withdrawal Request on the
back of this form.

_1-

_2-

— 3.
— 4.

_5-

Complete all areas of Part 1 "Employee Information.” Where applicable,
complete Part 2 "Health Care Expenses” and Part 3 "Dependent Care

For expenses that are payable by any benetil plan, atlach a copy of the
plan's Explanation of Benefit { EOB) to this form. { Generally, your insurance
carrier and any other carrier, e.g.. your spouse’s or an mr:]j'l.ri::_lu::r] plan.
should pay before you request an FSA reimbursement. ) Reimbursement

amounts should be accurmulated and submitted only after they tolal 525

For expenses not covered under any benefil plan, attach a copy of the
paid itemized bill to this form.

Read the Employee's Cerification for Reimbursement statement, then sign
and date the form where indicated.

Mail the Withdrawal Request form to the office indicated on the top of this
form.



SELF INSURED PLANS LLC a FLEXIBLE SPENDING ACCOUNT (FSA)
1016 Collier Center Way, Suite 200 WITHDRAWAL REGUEST
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s PART 1. Employee Information (Fiease Print)

ERFLIITEE MAME (Lo & Find ) ERFLLTEE DATE OF BIRTH Bt ="
FMPLOVIR FE EWPLOYER ARSI PLAM M

DESCRIPTION OF EXPENSES AND WITHDRAWAL AMOUNT REQUEST

Fleasa Flace Each Expanse on a Sepande Line
mmmm PART 2. Health Care Expenses

-k WITHDRAWAL
PATIENTS FULL MAME BELATIONSHF | MFTHDATE | FROM | TO TTPES OF SERVICE AMCETNT
SUBTOTAL |°
mmmm PART 3. Dependent Care Expenses
DATES OF SERVICE b ———
DEFENDENT S FULL HALE FROM ™ TYFES OF SERVICE AMTATHT
SUBTOTAL |°
Total Request For Withdrawal 2|
TOTAL MTIET KE
AT LEAST 35500

T T e e | OO
EMPLOYEE'S CERTIFICATION FOR REIMBURSEMENT

[ cartity thal the expanses Ior relmbursement requested trom my FoA weare incurmed By me (and/of my spouse and/or
aligikle dependeants), have been paid by me | or them ), were not relmbursed by any other plan. and. 10 e best of my
knowledge and beliel. are eligible for reimbursemaent under my FSA. [ (or we) will not use the expenses reimbursad
{hrough the FRA program o deductions or credils when filing my {our) individual income oo returm.

Any person who knowingly and with intent to tojure, defraud, or deceive any insurance company, Hles a
statement of cloim containing false, incomplete or misleading information may bé guilty of a criminal act

punishable under low.

Employee Signature == Y _Dale



