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P.O. Box 25160 Scottsdale, AZ  85255-0102
                   PHONE 480-505-0400 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      TOLL FREE 1-888-690-2020
FLEXIBLE SPENDING ACCOUNT PLAN CLAIM FORM (for Dependent Care or Unreimbursed Medical Expenses)
FSAPCF  Revised 11/26/2013
Instructions:
1.   Complete this claim form. (Please submit only one form every month, if possible.)
2.   For every service or item, proved an itemized paid receipt noting date, provider information and item or service.
3.   After completing, save the completed form and email it along with your scanned receipts to: Jake Seltzer jake@summit-inc.net or fax the form and receipts to Jake Seltzer at 480.505.0406.
4.   Claims submitted by Wednesday evening by 5:00 p.m. will be reimbursed the same week.
Check for type of reimbursement :
(Both types of reimbursements can be submitted at the same time.)
Dependent Care Reimbursement Section
#
START DATE 
END DATE
DESCRIPTION
TOTAL
Medical Expenses Reimbursement Section
#
START DATE 
END DATE
PROVIDER NAME	
TOTAL
I certify, under penalty of perjury, the item(s) attached are true and correct, and that the amounts requested are for claims incurred and paid by me (and/or my eligible dependents). I accept responsibility for the proper treatment of benefits paid under the plan with respect to all individual income tax reporting and verify the claim is for expenses not reimbursed by any other plan.
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