
CLAIM FSA 
EMPLOYEE INFORMATION 

Employee Name: Employee 
Address: Company: 

Last Four Digits of Social Security #: Has your address changed? Yes: No: 

DEPENDENT CARE EXPENSES 
Service 

Start Date 
mm/dd/yyyy 

Service 
End Date 
mm/dd/yyyy 

Recurring 
Frequency 
�F�Y�����X�L�M�Z���N�O�U�I�M�Z 

Service Provider 
Tax ID# or SS# 

Service Provider Name 
and Address 

Dependent’s Name Age Amount 

1. 

2. 

3. 

Total Dependent Care Expenses Requested 

I provided the dependent care as stated above
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