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COMPANY INFORMATION (P~EAse pttiNTj

Company Name

'r 6

¢,
,~:

SHARD '~ '~~I~YC)ER

Division
(if applicable)

EMPLOYEE INFORMATION (P~easE PRINT) ~, ~ ~ ~.

First Name `Home Phone ( ) -

Last Name ~ ' ~_ !T T' y~ Work Phone ~_ ( ) - ^

SSN (orAlfernate Employee ID) EfT18il Addfess (For Account Notifications) ^` ~ +-- ~ — —',

Street Address App

(Check if New Address Q)

City _ V— _ ~ State ~__ ~ _ZIP

__ .—~ —_ ____ —_ __~ ._

Iif your claim includes expenses incurred by a spouse or eligible dependents, please provide the following information:__~.----------._ ..._____---~_.__. _.._ __.~__.~ _----- ---._ __.____..__~r.--.—.—_._._____._.___ ___.._~Y.._.~____ ~____.....-----

NAME RELATIQNSHIP TO EMPLOYEE DATE OF BIRTH

/ / ~

I
_..._.~ _~ —._____. / .. ~ _._._.~~- i

r•--.__-_—____.---------..~---••------_ ----
----~._..

` '. ̀  DEPENDENT~CkR~ (Daycare)'=~FLEX[BLE~SPENDING°ACCOUNT (FSA).',. :. •,' ;
... :.. ,

The following information is REQUIRED: Business Name; dates of service and the expense amount; either a receipt/biii O
R your Provider's Signature i

below. NOTE: Cancelled checks are acceptable for daycare expenses only; Credit card statementslreceipts are N
OT sufficient proof of your claim.x--._ __

DATE RANGE OF SERVICES From / / through / / ~ p
— — —~ ~__... _.~_.___~.._.___._.__.._._____.__._..____.~_,..---._.._.__._._.__..___._...__..._..._...-----__..--..• TOTAL De endent

PROVIDER'S TAX IQ (o~ SSN PROVIDER'S BUSINESS or NAME
~.—,—__..__.__~_~~—..T---~ --- --.-----~.~----.___~.___._...._`_._.___._..--.-•--.--.-•-----.___.....-----__.__

.__._.__, Care Reimbursement k
Request

_~_.~.__~ r `I

Dependent Care Provider's Signature: ~ Date ----------~-~---------
~ ~ ~ J (REQUIRED) ~~

_ _ _(' CLAIM CERTIFIG/A'FION__~..:
.., ;_: ..:..::.x._,_,.::: _.: ;'_ :_...:~----~---._•—______T,,..::~.. ~... .--~-- .......~..

i certify these expenses for which reimbursement is requested on my Flexible Spending Account have been incurred by 
me, my spouse or my eligible

dependents) &are not payable by any other benefit plan/program. i will not claim credit for these expenses on my individual income tax retur
n.

Signature ~ Date
/ /

rSEND TH15 FORM & A COPY aF~ RECEIPTS TO CHARD $t~YDER~ (~o NoT sE~p oR~I~AI ~. REc~~PTs)
..,..___._~.

..

Please submit this form with your required L~1 Fax to: Local (513) 459-9947 /Toll-Free (888) 245-8452 (Please DO NOTlnclude a Fax Cover Page) I

documentation to Chard Snyder via one C~7 Mail to: 3510 Irwin Simpson Rd, Mason, OH 45040

of the three methods listed to the right... [~7 Email to: askpenny(a.chard-snyder.com

Vii.il


