
(1) proof of payment (e.g . provider bill indicating payments or credit card receipt); and (2) a copy of the orthodontia contract, 
including amount, down payment, monthly fees and estimated length of treatment.

Dependent Day Care Expenses (Reimbursed only after service is provided) - Acceptable forms of documentation include:
Receipts including the name of the person for whom the service was provided, date expense was incurred, type of service, name of 
provider, amount charged and the provider’s tax ID number/SSN. If you are using a private provider (i.e. babysitter) the receipt must 
also include their full name, signature, address and SSN (IRS does not allow credit card receipts or statements as eligible proof of
expense). If you have recurring dependent day care expenses, you can get recurring reimbursement without having to file a claim 
after each date of service. To set up a recurring claim, you must provide the date range of services that will be provided and a 
note/statement from your provider outlining the schedule of expenses for the entire period of the recurring claim. Your first expense 
must be substantiated after the service has been provided before you can set up a recurring claim.

Commuter/Transportation Expenses:
The IRS does not permit reimbursement for expenses older than 180 days from the date incurred.

To avoid delays in reimbursement, please sign and date this claim form and provide notice of any name or address change to Ameriflex.
I authorize my account(s) to be reduced by the amount requested. To the best of my knowledge and belief, the statements on this 
form are complete and true. I am claiming reimbursement only for eligible expenses incurred by eligible plan participants during the 
applicable plan year. I certify that these expenses have not previously been reimbursed by this or any other benefit plan, will not be
reimbursed from any other source and will not be claimed as an income tax deduction. I also understand that I may be asked to 

www.myameriflex.com
https://www.mywealthcareonline.com/ameriflex/



	Check Box1: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Text1: 
	sig: 
	date: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Text123: 
	Text124: 
	Text125: 
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	Text131: 
	Text132: 
	Text133: 
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Text138: 
	Text139: 
	Text140: 
	Text141: 
	Text142: 
	Text143: 
	Text144: 
	Text145: 
	Text146: 
	Text147: 
	Text148: 
	Text149: 
	Text150: 
	Text151: 


