WABASH COLLEGE

FLEXIBLE BENEFITS PLAN

Dependent Care Reimbursement Claim Form

____________________________________________






                              Employee’s Name




         
  
         

1. Name of Dependent(s) __________________________________________________________________________________

2. Name, address, Taxpayer Identification Number (TIN) of service provider, description of service, date(s) service was provided and total of attached bills:

Name: ________________________________________________   TIN: _________________________________________

Address: _____________________________________________________________________________________________


Descriptions of Services: ________________________________________________________________________________


Date(s) of Service Provided: _____________________________________________________________________________ 

Attach your bills, invoices, paid receipts or other statements indicating date of services rendered and name of dependant.


Total of Attached Bills: _________________________________________________________________________________

3. Internal Revenue Service Form W-10 should be completed for this provider and kept in your records.  The information on Form W-10 is required to be reported on your federal income tax return.  This form may be obtained from the Business Office.

I certify that the expenses listed above qualify under these terms and conditions

___________________________________________________________                            ___________________________________

Employee’s Signature







  Date

For Business Office Use only:


Voucher Number:_____________________________________________________

Date of Payment:__________________        Amount paid if not full: $________________


Processor initials:__________________

· Claim forms must be turned in on or before 4:30 p.m. on Friday in order to receive reimbursement on the following Wednesday.
