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Family Facets

flexible Spending Account Reimbursement Request

	Name:
	     
	SSN:
	     
	Site:
	     

	

	The undersigned employee of Family Facets requests reimbursement from Family Facets for the Flexible Spending Account expenditures listed below which were made from the personal funds of the undersigned for the qualified Flexible Spending Account expenditures within the last 30 days:

 FORMCHECKBOX 

A written statement from an independent third party is attached stating that each of the medical expense listed below has been incurred, and stating the amount of the expense; and

 FORMCHECKBOX 

Copies of receipts for these expenditures are attached.

	

	Date Provided
	
Service Provider
	
Person Served:
	
Services Provided:
	Date
Paid:
	Amount
Paid

	
	
	
	
	
	

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	

	
	
	
	
	Reimbursement Requests $ this page:
	     

	
	
	
	
	Reimbursement Requests $ Attached page:
	

	Date of Reimbursement Request:
	     
	Reimbursement Request Total: 
	

	

	The undersigned employee certifies that the foregoing medical expenses have bee incurred for the employee or his family as defined in the Family Facets Flexible Spending Accounts Plan, that the foregoing expenses have been paid by the employee, that the employee has not bee reimbursed for these expenses from any other source, and that these expenses are not reimbursable under any other health plan coverage. This request may be sent by email to the BusinessOffice@FamilyFacets.com, only if all receipts are scanned in a readable form and attached to the request.  In the event that the request is sent by email with receipts, it will be treated as signed by the employee. 

	
	Employee:
	     
	
 FORMCHECKBOX 
  Sent by email

	Date of Approval for Reimbursement:
	     
	Administrator:
	     

	

	
Office Use:
	Projected FSA
Contributions
To Plan Year End
	Previous FSA
Reimbursed YTD
Before This Request
	Projected
FSA Remaining 
Before This Request
	Amount
Not Paid
(Rejected)
This Request
	
Amount
Reimbursed
This Request
	Projected
FSA Amount
Remaining After This Request

	
	     
	
	     
	
	     
	
	     
	
	     
	
	     

	Posted:
	 FORMCHECKBOX 

	Date Received:
	     
	
	Date Paid:
	     
	Check #:
	

	


Family Facets

flexible Spending Account Reimbursement Request

	Name:
	     
	SSN:
	     
	Site:
	     

	

	Additional Attached Page

	

	Date Provided
	
Service Provider
	
Person Served:
	
Services Provided:
	Date
Paid:
	Amount
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Insert any attachments, scanned images, etc. below:
	

	Date of Reimbursement Request:
	     
	Sub-total this attached page: 
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