WABASH COLLEGE

FLEXIBLE BENEFITS PLAN

Medical Expense Reimbursement Claim Form

____________________________________________






                              Employee’s Name




         
  
         

Please reimburse me for the following expense(s) for which I have attached receipts with dates of service and amounts listed.
	Name of the Person Who Incurred the Expense
	Date of Expense
	Amount
	Name of Service Provider

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Attached Claims Total
	
	$
	


Attach your statement of services indicating date of service rendered and an explanation of benefits (if applicable).

I have read the Medical Expense Reimbursement Account Terms and Conditions and I certify that the health-related expenses listed above qualify as reimbursable expenses.  I further certify that the above expenses for which I have not provided an Explanation of Benefits are not reimbursable under my Wabash College Group Insurance Program or any other group or individual insurance plan.  Expenses for which reimbursement is received may not be claimed as itemized deductions on my Federal Income Tax Return.

_____________________________________                            ___________________________________

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 by 4:30 p.m. on Tuesday each week.  Claims are processed weekly each Wednesday.****
