SECTION 125 FLEXIBLE BENEFIT PLAN
EXPENSE REIMBURSEMENT VOUCHER

~“ame of Employer Daytime Phone {with area code)

Name of Employee (Last, First, M1} Social Security #

Address City & State Zip Code

is this 2 New Address? Yes No Email Address:
Date of Description of Expense Family Member for Whom Amount of Expense
Service Expense Was incurred Medical Dependent

Expense Care
TOTAL
_‘\

_AREIMBURSED MEDICAL (URM) EXPENSE GUIDELINES: With the expanse voucher, you will need to submit s professional bill or receipt that
includes the following: 1) Service provider's name; 2 Type of service rendered; 3) Charge for ssrvics; and 4} Original date of service. Note: the
date of service, NOT the date of payment, must fail within the dates of the Section 125 plan year cycle for which you are enroiled. When submitting
a claim for orthodontia, you must provide a copy of the artho contract with your first refmbursement request. Receipts for service should include a
detalied description of the service. Acceptable documentation of an expense includes an insurance cempany's explanation of benefits or a
pharmacy statement with an Rx number and name of prescription. Unacceptable documentation includes cancelled checks, cradit card receipts or
a statement or bill that shows a balance forward, previous balance or payment due.

DEPENDENT CARE (DDC) EXPENSE GUIDELINES: You must submit a completed Dependent Cars Acknowledgment Form with the expense
voucher for reimbursement.

"HINCOMPLETE VOUCHER OR ACKNOWLEDGMENT FORMS MAY DELAY PROCESSING OR RESULT IN A DENIED CLAIMY™

Fauthorize the ebove expense(s] fo be reimbursed from my medical expense and/or dependent care reimbursement gecount(s), whichever appliies.
To the best of my knowledge, my statements on this form are frue and complete. | certify alf of the following: Either |, my Spouse. or my
Dependent has received the services described ebove on the dafes indicated and the expenses qualify as valid medical care expensss under Code
Section 213(d). I | am a parficipant of & Health Savings Account and am aiso covered undsr a Limited Purpose medical expense sceount, the
sbove sxpensss qualify as being services that are sligibie under the account. These expensss have not previously been reimbursed under the'
madical expense or dependent care refmbursement account or any other health plan and | will nof seek reimbursement for them under my medical
insurance or any offer health pfan. | understand thaf expenses for cosmetic purposss, fofetries or for general good heaith do not constitute an
eligible expense. | understand that sxpanses reimburssd may nof be used to claim any federal incoms tax deductions or cradit. | alse understand
that | may be askad to provide further detalis ebout some expenses, such as a statement from a medical practitioner that the expense is fo freat 8
specific medical candition or a mare detailed ceriification from me,

Date Signed Bignature of Employes

Malling Address: American Fidelity Assurance, Flex Account Administration, 2. O. Box 25510, Oklahoma City, OK 73125

X Nuﬁg‘;f': (800} 543-3538  You may cail after 24 hours for confirmation of recsipt of a fax. American Fidelity will not be responsible
.o faxes not received.  Average processing time is 5 to 7 working days from receipt of a completed voucher. Additional Forms and
Account information are available on our website al: www afadventage.com®

FlexConnection® interactive Phone Response Number: (800} 3250654

YOUCHER AFES 0504



