To all Participants of the

JACAM FLEXIBLE SPENDING ACCOUNT PLAN

SUBJECT:  NEW FLEXIBLE BENEFIT REIMBURSEMENT PROCEDURES

Beginning on February 15, 2006, CPI Qualified Plan Consultants, Inc. (CPI) will administer the Section 125 and Flexible Spending Accounts for the JACAM Flexible Spending Account Plan.  CPI has been administering flexible benefit plans for many years, and we hope that their experience will be of great value to you.  Attached is an instruction sheet and forms to submit your Dependent Care and /or Medical Reimbursement claims. 
On each reimbursement check stub CPI will provide up-to-date account balances for your Dependent Care and/or Medical Reimbursement Accounts.  In the 10th month of each plan year you will receive a memo from CPI reminding you of your account balances and that you will have approximately 60 days until the end of the plan year.

REMEMBER -- All Dependent Care and/or Medical Reimbursement requests received at CPI by 11:00 AM CST each day will be processed and reimbursements mailed to your home or ACH’d to your chosen bank account within 48 hours.

INSTRUCTION AND FORMS FOR FILING CLAIMS

Medical Expense and/or Dependent Care Request for Reimbursement Voucher Form 

To receive a reimbursement, you need to complete this form, attach copies of the expenses, billings, or receipts, and mail or fax your Reimbursement Request to CPI Qualified Plan Consultants, Inc. (CPI).  


If you are mailing your request, please allow at least 3 days mailing time.  Your claim may be faxed to (620) 792-3517, however, receipt of the fax will not be verbally verified.  

Receipt for Dependent Care


These receipt forms are provided for your Dependent Care Service provider to complete and sign if you pay your care provider in cash or by check.  These receipts are particularly important when the care provider has no formal billing and receipt system.  It is required that these receipts (or some other proof of expense that provides the same information) be attached to the Dependent Care Reimbursement Account Voucher for reimbursement.

Procedures for Requesting Reimbursements


This form explains the information needed and procedures to follow when requesting payment for medical and/or dependent care expenses.

**PLEASE READ THIS FORM COMPLETELY BEFORE FILING A CLAIM.
Please Read

Before Distributing Election Forms

The enclosed notice explains recent clarification on expenses that may not be reimbursed by your dependent care and unreimbursed medical plan.  It is very important that a copy of this notice accompany each election form being handed out to your employees.

Also included is a copy of a Medical Expense Worksheet to help your employees arrive at the amount to be elected in the Medical Expense Reimbursement Program.

If you have questions, please call Lynn Schiller at (620) 793-8473, extension 138.

Notice to those Participating in the

 Medical or Dependent Care Expenses

Expenses that Will Not be Reimbursed

from the Medical Reimbursement Account

Special Rule for Orthodontia and Pre-natal Expenses: Reimbursement of expenses paid entirely up-front is not permissible.  This is considered a future or projected expense.  Only the amount of expense due during the plan year can be reimbursed and these must be paid to receive reimbursement.  In addition, payment of pre-natal expenses or pre-payment of orthodontic expenses require a statement from the doctor that payments are not refundable.

Recent clarification from the IRS states these items are not eligible or must fit under their guidelines to be reimbursed by your cafeteria plan.

· Cosmetic Surgery – except for birth defects or repair of injury

· Day Camps – tuition may be paid only

· Overnight Camp – not reimbursable

· Electrolysis

· Hair Transplants

· Health Aids – only for treatment of specific, diagnosed medical condition or injuries and   must have a current prescription from a doctor

· Health Club Dues – never allowed, only the use of health club equipment used to treat a specific, diagnosed medical condition, per treatment cost only, and must be prescribed by a doctor or physical therapist

· Insurance premiums (These are already pre-taxed through the Plan)

· Kindergarten

· Massage Therapy – therapy must be directly related to a medical condition and prescribed for a limited time by a doctor

· Vitamins and Herbals – unless prescribed by a doctor for a specific medical condition

· Prescription Drugs - purchased outside of the United States

· Safety Glasses – not unless they are corrective

· Teeth Bleaching

· Weight Watchers or Prescription Weight Loss Drug - only if prescribed by a doctor for specific medical condition

All Dependent Care Expense receipts must provide the date range of the service or they will be returned unpaid with a request for that information.

	Over-the-Counter (OTC) Medications
	
	
	
	
	
	

	          Now Qualify For Reimbursement From Your Flexible Benefit Plan*
	
	    
	
	

	
	
	
	
	
	
	

	Antiseptics
	
	Diabetes
	
	Pain Relief
	
	The following items are not 

	Antiseptic wash or ointment for cuts or scrapes
	Diabetic lancets
	
	Arthritis pain reliever
	
	reimbursable, even with a

	Benzocaine swabs
	
	Diabetic supplies
	
	Bunion and blister treatments
	
	doctor’s statement:

	Boric Acid powder
	
	Diabetic test strips
	
	Itch relief
	
	Aromatherapy

	First aid wipes
	
	Glucose meters
	
	Orajel
	
	Baby bottle and cups

	Hydrogen Peroxide
	
	
	
	Pain relievers, aspirin and non-aspirin
	
	Baby oil

	Iodine tincture
	
	Personal Test Kits
	
	Throat pain medications
	
	Baby wipes

	Rubbing Alcohol
	
	Cholesterol tests
	
	Insect bite creams & ointments
	
	Breast enhancement system

	Sublimed Sulfur powder
	
	Colorectal cancer screening tests
	Sunburn creams & ointments
	
	Cosmetics

	 
	
	Home drug tests
	
	 
	
	Cotton swabs

	Asthma Medications
	
	Ovulation indicators
	
	Ear/Eye Care
	
	Dental floss

	Bronchodilator/Expectorant tablets
	
	Pregnancy tests
	
	Airplane ear protection
	
	Deodorants

	Bronchial asthma inhalers
	
	Blood Pressure monitoring devices
	Ear drops for swimmers
	
	Facial care

	
	
	
	
	Ear water-drying aid
	
	Feminine Care

	Cold, Flu and Allergy Medications
	
	Health Aids
	
	Ear wax removal drops
	
	Fragrances

	Allergy medications
	
	Antifungal treatments
	
	Homeopathic earache tablets
	
	Hair regrowth

	Cold relief syrup
	
	Denture Adhesives
	
	 
	
	Low "carb" foods

	Cold relief tablets
	
	Diuretics and water pills
	
	The following items can only be
	
	Low calorie foods

	Cough drops
	
	Hemorrhoid relief
	
	reimbursed with a written statement
	
	Oral care

	Cough syrup
	
	Lice control
	
	from your doctor, stating medical necessity
	
	Petroleum jelly

	Flu relief tablets or liquid
	
	Liquid adhesives for small cuts
	
	 for a specific medical condition
	Shampoo and conditioner

	Medicated chest rub
	
	Bandages
	
	
	
	Skin care

	Nasal decongestant inhaler
	
	Motion sickness tablets
	
	Chondroitin
	
	Spa Salts

	Nasal decongestant spray or drops
	
	Respiratory stimulant ammonia
	
	Cold or hot compresses
	
	Sun tanning products

	Nasal strips to improve congestion
	
	Sleeping aids
	
	Eye drops
	
	Tooth brushes (hand or electric)

	Sinus & allergy homeopathic nasal spray
	
	
	
	Ear plugs
	
	Teeth whitening/bleach products

	Sinus medications
	
	Stomach Care
	
	Fiber supplements
	
	 

	Vapor patch cough suppressant
	
	Acid reducers
	
	Foot spa
	
	

	
	
	Antacid gum
	
	Gauze and tape
	
	

	Smoking Cessation
	
	Antacid liquid
	
	Gloves and masks
	
	

	Nicotine gum and patches
	
	Antacid tablets
	
	Glucosamine
	
	

	
	
	Anti-diarrhea medications
	
	Glucosamine monitoring equipment
	
	

	Skin Care
	
	Gas prevent food enzyme
	
	Herbs
	
	

	Acne medications
	
	  dietary supplement
	
	Hormone replacement therapy
	
	

	Anti-itch lotion
	
	Gas relief drops for infants and children
	Leg or arm braces
	
	

	Bunion and blister treatments
	
	Ipecac syrup
	
	Massagers
	
	

	Cold sore and fever blister medications
	
	Laxatives
	
	Minerals
	
	

	Corn and callus removal medications
	
	Pinworm treatment
	
	Multivitamins
	
	

	Diaper rash ointment
	
	Prilosec
	
	Pre-Natal vitamins
	
	

	Eczema cream
	
	Upset stomach medications
	
	Saline nose drops
	
	

	Medicated bath products
	
	
	
	Special supplements
	
	

	Wart removal medications
	
	
	
	Thermometers
	
	

	
	
	
	
	Vitamins
	
	

	
	
	
	
	Weight loss drugs and/or programs
	
	

	*Receipts for reimbursement of OTC items MUST provide the date purchased, place of purchase, and name of item purchased.
	
	 
	
	


MEDICAL EXPENSE NOTICE

The following Medical and Dependent Care expenses are not intended to be all inclusive, but rather, examples of possible medical expenses that can now be paid for with tax-free salary dollars through your Flexible Benefit Plan.  This list will help determine your expected medical expenses for this plan year.

	Dental
	
	
	
	

	Anesthesia
	
	
	Healthcare Equipment
	

	Bite plate
	
	
	
(With a Doctor’s Prescription)
	

	Bonding
	
	
	Hospital Bills
	

	Cleaning
	
	
	Hypnosis
	

	Crown Bridge
	
	
	Immunization
	

	Dental Exam
	
	
	Mileage to and from Office


(Total miles must be written on voucher .18 per mile)
	

	Dentures
	
	
	Motel (limit $50.00 per night)
	

	Extractions
	
	
	Lab Fees
	

	Fillings
	
	
	OB/Gyn Exams
	

	Fluoride Treatment
	
	
	Office Visit
	

	Oral Surgery
	
	
	Osteopath
	

	Orthodontics
	
	
	Over-the-Counter Drugs (Not Vitamins or Herbals unless prescribed for a specific medical condition)
	

	Root Canal
	
	
	Ovulation Monitor
	

	Space Maintainers
	
	
	Oxygen
	

	X-Rays
	
	
	Parking
	

	
	
	
	Physician Bills
	

	Hearing
	
	
	Physical Therapy
	

	Hearing Aid
	
	
	Private Nurse
	

	Hearing Aid Batteries
	
	
	Psychiatrist
	

	Hearing Exam
	
	
	Psychologist
	

	Special TV for the Deaf
	
	
	Pregnancy Test – (Over-the-counter)
	

	Telephone for the Deaf
	
	
	Prescription Drugs 


(Purchased within the U.S.; i.e., 
Contraceptives, Blood Pressure)
	

	
	
	
	Private Hospital Room
	

	Medical
Acne Treatment
	
	
	Routine Checkup
	

	Acupuncture
	
	
	School Physical
	

	Alcohol/Drug Treatment
	
	
	Surgery
	

	Ambulance
	
	
	Well Baby Care
	

	Artificial Limbs
	
	
	
	

	Blood Pressure Monitoring Devices
	
	
	Vision
	

	Chelation Therapy 


(Use for Lead Poisoning)
	
	
	Braille Books
	

	Chiropractor
	
	
	Contact Lens Solution
	

	Co-Insurance
	
	
	Contact Lenses
	

	Colostomy Supplies
	
	
	Eye Exam
	

	Counseling for Learning Disability
	
	
	Glasses (Prescription)
	

	Crutches/Wheelchair


(With a Doctor’s  Prescription)
	
	
	Guide Dog
	

	Deductible
	
	
	Laser and Lasik Eye Surgery
	

	Diabetic Supplies


Insulin, Needles, Test Strips, 
Testing Equipment
	
	
	Over-the Counter Reading Glasses
	

	Emergency Room
	
	
	Radial Keratotomy
	

	
	
	
	
	

	DEPENDENT CARE NOTICE

	DEPENDENT CARE

	Day Care Expense
	
	
	Day Camp
	

	Extended School Care
	
	
	
(tuition may be paid only)
	


IRS regulations state that a participant must provide a written statement from an independent third party stating the Date of Service, Amount of Expense, Name of Service Provider, including ID Number for Dependent Care Expense, and the Nature of Service for both Medical Reimbursement and Dependent Care.  NO payments can be made for Future or Projected expenses.

	JACAM FLEXIBLE SPENDING ACCOUNT PLAN

PLAN YEAR-ENDING  12/31/2006



	
	
	

	Last Name  (Please Print)
First Name
Middle Initial
	
	Social Security Number

	You must provide insurance EOB’s, hospital or doctor bills or other evidence from independent third parties that the Medical Expenses were incurred.  You must provide bills from your dependent care provider or other evidence that the expenses were incurred (canceled checks and/or credit card receipts will not be accepted).  Be sure to provide all information requested by this form.  If the form is incomplete, it will be returned to you.  Please date, sign, and send the form along with your supporting documentation.

	MEDICAL FLEXIBLE SPENDING ACCOUNT

(List each receipt separately.  Use additional forms if necessary.)

	Patient’s Name & Relationship to Participant

(A)
	Provider’s Name

(B)
	Description of Service

(C)
	Dates Service Provided

(D)
	Requested Amount of Reimbursement

(E)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	
	
	
	TOTAL
	$

	I certify that the above expenses were for services provided during the current Plan Year.  I have not been reimbursed previously for these expenses under the Medical Expense Reimbursement component of the Plan.  These expenses have not been reimbursed or are not reimbursable under the major medical plan or any other health plan, such as my spouse’s plan.  I also certify that these expenses are for myself, spouse or a dependent that will be named on my income tax return.  A copy of a billing or receipt showing the date-of-service is required to be attached for each expense. These are reimbursable medical expenses as defined by Internal Revenue Code Section 213 and 105, and do not include cosmetic surgeries, vitamins and/or herbals (unless prescribed for a specific medical condition), prescription drugs purchased outside of the U.S., insurance premiums or services that were not prescribed by a licensed physician or dentist.  Only expenses due for the current plan year will be allowed to be reimbursed for orthodontic and maternity expenses.  Prepayment for maternity or orthodontic expenses can only be reimbursed if the contract states payments are nonrefundable.  

I understand that the bill for the services performed does not have to be paid before requesting reimbursement; except for orthodontic and pre-natal care; however, the services must have been provided by the date of this request, unless orthodontic or pre-natal. Expenses must also occur prior to termination of employment.

Please indicate that each receipt includes:


(
Date of Service (within the plan year)
(
Amount of Expense


(
Nature of Service defined by explanation or code
(
Name of Service Provider

	DEPENDENT CARE FLEXIBLE SPENDING ACCOUNT

	Name of Dependent 

and relationship to Participant

(A)
	Provider’s Name

(B)
	Provider’s ID#

(C)
	Dates Service Provided

(D)
	Requested Amount of Reimbursement

(E)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	
	
	
	TOTAL
	$

	I certify that the above expenses were incurred during the current Plan Year and are reimbursable Dependent Care Assistance Program expenses as defined below.  A billing or receipt showing the date range of services is attached for each expense.  I hereby accept full responsibility for all information given my Employer in connection with this claim.  I certify that none of these claims, if reimbursed, will be claimed as a deduction on my income tax returns.  Any employment-related expense for household and dependent care services necessary for gainful employment is reimbursable under the Dependent Care Assistance Program.  The expenses listed are for my Dependent as defined in the Plan.  I have not been reimbursed previously for these expenses under the Dependent Care FSA.  These expenses have not been reimbursed or are not reimbursable under any other plan.  This expense must be incurred while (1) the Employee has a child under the age of 13 for which the Employee received an income tax exemption or (2) the Employee has a dependent or spouse who is physically or mentally incapable of caring for himself if the dependent spends at least eight hours each day in the taxpayer's household.  In addition, employment related expenses are allowed for services outside the taxpayer's household if incurred for the care of (1) or (2) above.

	Participants will be responsible for any tax due for reimbursements not approved by the Internal Revenue Service.


	Mail to:

CPI QUALIFIED PLAN CONSULTANTS, INC.

	Signature of Participant
	
	Date
	
P.O. Box 1167


Great Bend, KS  67530-1167


Attn:  Flexible Benefit Services



	JACAM FLEXIBLE SPENDING ACCOUNT PLAN

PLAN YEAR-ENDING 12/31/2006



	
	
	

	Last Name  (Please Print)
First Name
Middle Initial
	
	Social Security Number

	You must provide insurance EOB’s, hospital or doctor bills or other evidence from independent third parties that the Medical Expenses were incurred.  (Canceled checks and/or credit card receipts will not be accepted).  Be sure to provide all information requested by this Form.  If the Form is incomplete, it will be returned to you.  Please date and sign the Form, then send it along with your supporting documentation.

	MEDICAL FLEXIBLE SPENDING ACCOUNT

(List each receipt separately.  Use additional forms if necessary.)

	Patient’s Name & Relationship to Participant

(A)
	Provider’s Name

(B)
	Description of Service

(C)
	Dates Service Provided

(D)
	Requested Amount of Reimbursement

(E)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	11.
	
	
	
	

	12.
	
	
	
	

	13.
	
	
	
	

	14.
	
	
	
	

	15.
	
	
	
	

	
	
	
	TOTAL
	$

	I certify that the above expenses were for services provided during the current Plan Year.  I have not been reimbursed previously for these expenses under the Medical Expense Reimbursement component of the Plan.  These expenses have not been reimbursed or are not reimbursable under the major medical plan or any other health plan, such as my Spouse’s plan.  I also certify that these expenses are for myself, spouse or a dependent that will be named on my income tax return.  A copy of a billing or receipt showing the date-of-service is required to be attached for each expense. These are reimbursable medical expenses as defined by Internal Revenue Code Section 213 and do not include cosmetic surgeries, vitamins and/or herbals (unless prescribed for a specific medical condition), prescription drugs purchased outside of the U.S., insurance premiums or services that were not prescribed by a licensed physician or dentist.  Only expenses due for the current plan year will be allowed to be reimbursed for orthodontic and maternity expenses.  Prepayment for maternity or orthodontic expenses can only be reimbursed if the contract states payments are nonrefundable.  I understand that the bill for the services performed does not have to be paid before requesting reimbursement; except for orthodontic and pre-natal care; however, the services do need to have been provided by the date of this request, unless orthodontic or pre-natal. Expenses must also occur prior to termination of employment.

Please indicate that each receipt includes:


(
Date of Service (within the plan year)
(
Amount of Expense


(
Nature of Service defined by explanation or code
(
Name of Service Provider

	

	Participants will be responsible for any tax due for reimbursements not approved by the Internal Revenue Service.


	Mail to:

CPI QUALIFIED PLAN CONSULTANTS, INC.

	Signature of Participant
	
	Date
	
P.O. Box 1167


Great Bend, KS  67530-1167


Attn:  Flexible Benefit Services


	JACAM FLEXIBLE SPENDING ACCOUNT PLAN

PLAN YEAR-ENDING 12/31/2006



	
	
	

	Last Name  (Please Print)
First Name
Middle Initial
	
	Social Security Number

	DEPENDENT CARE FLEXIBLE SPENDING ACCOUNT

	Name of Dependent 

and relationship to Participant

(A)
	Provider’s Name

(B)
	Provider’s ID#

(C)
	Dates Service Provided

(D)
	Requested Amount of Reimbursement

(E)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	11.
	
	
	
	

	12.
	
	
	
	

	13.
	
	
	
	

	14.
	
	
	
	

	I certify that the above expenses were incurred during the current Plan Year and are reimbursable Dependent Care Assistance Program expenses as defined below.  A billing or receipt showing the date range of services is attached for each expense.  I hereby accept full responsibility for all information given my Employer in connection with this claim.  I certify that none of these claims, if reimbursed, will be claimed as a deduction on my income tax returns.  Any employment-related expense for household and dependent care services necessary for gainful employment is reimbursable under the Dependent Care Assistance Program.  The expenses listed are for my Dependent as defined in the Plan.  I have not been reimbursed previously for these expenses under the Dependent Care FSA.  These expenses have not been reimbursed or are not reimbursable under any other plan.  This expense must be incurred while (1) the Employee has a child under the age of 13 for which the Employee received an income tax exemption or (2) the Employee has a dependent or spouse who is physically or mentally incapable of caring for himself if the dependent spends at least eight hours each day in the taxpayer's household.  In addition, employment related expenses are allowed for services outside the taxpayer's household if incurred for the care of (1) or (2) above.

	Participants will be responsible for any tax due for reimbursements not approved by the Internal Revenue Service.


	
	

	Signature of Participant
	
	Date



REQUIRED INFORMATION FOR REQUESTING PAYMENT FOR MEDICAL AND/OR DEPENDENT EXPENSES

(PLEASE NOTE:  The Internal Revenue Service regulations governing flexible benefit plans are NOT exactly the same as those for the medical expense deductions on your income tax return.  Services are not required to be paid before requesting payment (except orthodontic and pre-natal), but must occur during the plan year.)*
PARTICIPANTS WILL BE RESPONSIBLE FOR ANY TAX DUE FOR REIMBURSEMENTS NOT APPROVED BY THE INTERNAL REVENUE SERVICE.


1)
Vouchers must be submitted for ALL expenses when asking for payment reimbursement.  Failure to complete all areas can result in a delay in processing and claim reimbursement.  These vouchers must be signed and dated by the Participant.


2)
Medical Flexible Benefit Spending Account:

Column A
-
Write the name of person who received the service and his/her relationship to you.


Column B
-
Write the name of the person who provided the services for which you are requesting payment.


Column C
-
Write a description of what type of services were provided.


Column D
-
Write the date you received the service, which MUST be during the Plan Year.


Column E
-
List the fee or cost of the service that YOU have to pay.  (Do not give the TOTAL amount, if an insurance company is going to pay any part of the cost.)


Receipts or billings for the expenses MUST be sent along with all vouchers for which you are asking payment. The best proof for medical expenses are the “Explanation of Benefit (EOB)” sent to you by the insurance companies that show the amounts that they have paid on each claim.  All of your eligible medical expenses may not be covered by your insurance, such as eye glasses or dental work.  In these cases, an itemized statement from the eye doctor or dentist listing the date, the charges and the services performed for which you are responsible for paying, is sufficient.  Payments marked received or paid on account (ROA) credit card receipts and/or canceled checks are NOT valid receipts.  Mileage for medical appointments is payable at $.18 per mile.  Please submit mileage claims at the same time you request reimbursement for the expense so that there will be a verification that you were at the doctor on that date and enter the exact number of miles being claimed on the same voucher.


*Estimates or statements of projected expenses such as for orthodontic work or maternity or prenatal care are not acceptable. A flexible benefit plan CANnot pay expenses for services until the services are actually performed.  To receive payment for orthodontic work, you will need to send a copy of the contract listing the schedule of payments and copies of the monthly receipts.  Only expenses due for the current plan year will be allowed to be reimbursed for orthodontic and maternity expenses.  Prepayment for orthodontic or maternity expenses can only be reimbursed if the contract states “payments are non-refundable”.


3)
Dependent Care Flexible Spending Account:

Column A
-
Write the name of the dependent and his/her relationship to you.


Column B
-
Write the name of the person who provided the services for which you are requesting payment.


Column C
-
Write the Providers Identification Number.


Column D
-
Write the date range of the services, which MUST be during the Plan Year.


Column E
-
List the fee or cost of the service that YOU have to pay.  



Reimbursements are available for the care of your child or other tax dependent while you are at work.  For services at a dependent care center, the center must comply with all state and local laws.  To be eligible for reimbursement from this account, the care must be for your child age 12 or under, your child or other dependent over the age 13 who is incapable of self-support and spends 8 hours or more a day in your home.  The individual caring for your child or other dependent must not be a tax dependent.

PLEASE REMEMBER THAT IF YOUR VOUCHER IS NOT COMPLETELY FILLED OUT, SIGNED AND

SENT ALONG WITH THE PROPER RECEIPTS, YOUR CLAIM PAYMENT WILL NOT BE PROCESSED

Receipt for Dependent Care

	Received from
	
	
	
	

	
	
	
	
	

	Date Received
	
	
	         Amount
	

	
	
	
	
	

	Covering the Period from ___________ through __________ 
	
	
	
	If New Care Provider (first-time only):

	
	
	
	Name:
	

	
	
	
	Address:
	

	
	
	
	
	

	Signature of Care Provider
	
	
	TIN:
	


*****************************************************************************************************

Receipt for Dependent Care

	Received from
	
	
	
	

	
	
	
	
	

	Date Received
	
	
	         Amount
	

	
	
	
	
	

	Covering the Period from ___________ through __________ 
	
	
	
	If New Care Provider (first-time only):

	
	
	
	Name:
	

	
	
	
	Address:
	

	
	
	
	
	

	Signature of Care Provider
	
	
	TIN:
	


*****************************************************************************************************

Receipt for Dependent Care

	Received from
	
	
	
	

	
	
	
	
	

	Date Received
	
	
	         Amount
	

	
	
	
	
	

	Covering the Period from ___________ through __________ 
	
	
	
	If New Care Provider (first-time only):

	
	
	
	Name:
	

	
	
	
	Address:
	

	
	
	
	
	

	Signature of Care Provider
	
	
	TIN:
	


*****************************************************************************************************

Receipt for Dependent Care

	Received from
	
	
	
	

	
	
	
	
	

	Date Received
	
	
	         Amount
	

	
	
	
	
	

	Covering the Period from ___________ through __________ 
	
	
	
	If New Care Provider (first-time only):

	
	
	
	Name:
	

	
	
	
	Address:
	

	
	
	
	
	

	Signature of Care Provider
	
	
	TIN:
	


*****************************************************************************************************

