
Questions or Concerns? Please call Point-C at 855-408-6507 or e-mail flex@pointchealth.com 

Plan Year 7/1/2026 to 6/30/2027 
Flexible Spending Account 

Cherokee Community School District
Group # 2376 

What is a Flexible Spending Account (FSA)? 
A Flexible Spending Account allows you to pay for eligible medical and dependent care expenses with pre-tax dollars. These 
valuable benefits, chosen by your employer as part of your benefits package, can help increase your take-home pay. We 
encourage you to take a moment to review the attached materials for more information. 

Enrollment/Waiver 
Please see the attached information to help you determine your election. The attached Enrollment Form must be completed, 
even if you are choosing to waive coverage. 

2026 FSA Maximum Amounts 
Medical FSA: $3,400 per year 
Dependent Care: $7,500 per year 

Run-Out Period 
Claims for the 2026 plan year must be submitted by September 28, 2027. 

Medical FSA Carryover – $680 
Any remaining medical FSA funds from the 2026 plan year, up to $680, will be carried over into the 2027 plan year. During the 
run-out period, these funds are held in a separate “Rollover” account and can be used for eligible claims incurred in both the 
2026 and 2027 plan years. 

Termination of Employment 
If your employment ends for any reason, you have 90 days from your termination date to submit claims for expenses incurred 
before your termination date. Claims for expenses incurred after your termination date are not eligible. 

Plan Year 1/1/2026 to 12/31/2026

1

mailto:flex@pointchealth.com


Questions or Concerns? Please call Point-C at 855-408-6507 or e-mail flex@pointchealth.com 

Po Box 25247 Overland Park, KS 66225 

Flexible Spending Account (FSA) 

What is a Flexible Spending Account (FSA)? 
A Flexible Spending Account (FSA) allows you to set aside pre-tax dollars to pay for qualified expenses that you 

would normally cover out of pocket with after-tax dollars. By contributing to an FSA, you do not pay Federal or Social Security 
taxes on the money you deposit, which can lower your taxable income and potentially reduce your overall tax liability. 

In this packet, you will find a worksheet to help you estimate your FSA election. 

You may choose to participate in a Health Care Flexible Spending Account (FSA). 
• FSA funds can be used for eligible expenses for you and anyone you claim as a dependent on your income tax

return.
How to Set Up an FSA 

• During your FSA Open Enrollment Period, it is a good idea to review your current year’s health care expenses
and estimate the amount you expect to spend out of pocket for the upcoming year.

• Through your employer, the amount you elect is available to you on your FSA plan effective date.
• The amount you elect is deducted from your paycheck tax-free, in equal installments throughout the year.
• By participating, your taxable income is reduced by the amount you contribute to your FSA.

Health Care FSA Eligible Expenses 
FSA funds can be used for a wide range of qualified health care expenses, including but not limited to: 

• Medical, prescription, dental, and vision expenses, including costs not covered by your health plan.
• Deductibles, coinsurance, and copayments
• Over-the-counter drugs and feminine hygiene care products (effective January 1, 2020)
• Hearing exams and hearing aids

Expenses are incurred when the service is provided, not when the participant is formally billed or pays for the service. 

IRS Rules 
In exchange for tax advantages of FSAs, the IRS imposes the following restrictions: 

• Use it or lose it - amounts left in your account at the end of the year are forfeited. They cannot be returned
to you or carried over to the next year unless your plan has adopted the 2 and a 1/2-month grace period OR
the $680 carry over option. See page 1 to find out which option applies.

• No transfers - you cannot use money from your health care FSA for other accounts, i.e., dependent care,
transit, or vice versa.

• No changes - once you enroll you may not stop or change your contributions during the year unless you have
a change in status.

It is important to plan carefully when deciding how much to contribute.  

Please follow the instructions enclosed to register on our website and track your FSA expenses.

For a more complete list of health care and dependent care expenses that can be reimbursed through your FSA, you may contact the 
IRS at https://www.irs.gov/forms-instructions-and-publications for publications 502 and 503. 

Note: Reimbursement under a health care FSA must be for medical care as defined in Code 213(d). Most, but not all, of the Code 213(d) 
rules are incorporated by reference into the rules governing health FSAs. There are two important differences. First, under a health care FSA, 
expenses can only be reimbursed in the year in which they are incurred, while an expense is deductible by a taxpayer for the year in which 
the expense was paid. Second, insurance premiums are not reimbursable under a health care FSA. 
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FSA Eligible Expenses 

Qualified Health Care Expense Worksheet 

Medical/RX Insurance Out of Pocket Expenses (Deductible, Copayments, Coinsurance) $ 

Dental Expenses $ 

Vision Expenses $ 

Hearing Expenses $ 

Over The Counter Drugs $ 

Other Medically Necessary Out of Pocket Expenses $ 

Total Anticipated Health Care Expenses for the Plan Year $ 

Divided By the Number of Pay Periods $ 

Deduction Amount Per Pay Period $ 

Income Tax Filing: Married Filing Jointly with 4 Exemptions 

FSA Savings Example Married Employee with Children 

David and his wife, Vicki, both work outside the home and 
have a combined annual income of $65,000 and two small 
children who are both in day care. 

They decided to deposit $1,200 in their Health Care Account 
to pay deductibles and copayments. 

They also decide to deposit $4,800 in their Dependent Care 
Account to help pay the children’s day care expenses. 

Income Tax Filing: Single with Standard Deductions 

FSA Savings Example Single Employee 

Tony, recently out of college, is healthy earns $25,000 a 
year. He decided to deposit $500 into a Health Care FSA to 
pay for a new pair of eyeglasses.

Expenses With 
FSA 

Without 
FSA 

Gross Annual Pay $65,000 $65,000 

FSA Election for Health Care Expenses $1,200 $0 

DCA Election for Day Care Expenses $4,800 $0 

Adjusted Gross Taxable Income $59,000 $65,000 

Federal Income Tax $6,124 $7,515 

Social Security Tax $4,514 $4,973 

After Tax Health Care Expenses $0 $1,200 

After-Tax Day-Care Expenses $0 $4,800 

Net Annual Income $48,362 $46,512 

FSA Saved David & Vicki $1,850 

Expenses With 
FSA 

Without 
FSA 

Gross Annual Pay $25,000 $25,000 

FSA Election for Health Care Expenses $500 $0 

Adjusted Gross Taxable Income $24,500 $25,000 

Federal Income Tax $2,621 $2.696 

Social Security Tax $1,875 $1,913 

After Tax Health Care Expenses $0 $500 

Net Annual Income $20,004 $18,891 

FSA Saved Tony $113 
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FREQUENTLY ASKED QUESTIONS REGARDING FLEXIBLE SPENDING ACCOUNTS 

• What is an FSA plan?
A flexible spending account is an employer-sponsored benefit that allows you to set aside pre-tax dollars to pay
for eligible out of pocket medical, dental, vision & RX expenses and/or dependent daycare expenses.

• Who owns the FSA?
The money is the account holders to use during the plan year. Your employer owns the account and any unused
balance, after the end of the plan year or any run-out period, is forfeited back to your employer.

• Does the money in my FSA earn interest?
No. The money is simply set aside tax-free to be used for qualified expenses.

• How does the FSA work?
You estimate your eligible expenses for health care and/or dependent care based on your needs for the
upcoming year. You may take under consideration any regular maintenance medications you are on, any
planned procedures (non-cosmetic), co-pays for office visits, co-insurance for medical equipment or dental work,
prescription eyewear etc. Try the on-line FSA estimation calculator tool included in your member packet.

NOTE: This is a “use it or lose it” benefit so make your election wisely! Err on the side of conservative! Once you
determine how much you want to have set aside from your pay you will be required complete an election form.
The money you elect for your FSA will be automatically deducted from your paycheck over the course of a year
on a pre-tax basis. When you have an eligible expense, you can either swipe your card at the point of service or
manually submit a claim form along with supporting documentation to be reimbursed from your FSA. For health
care FSA claims, you have access to your full election DAY.
1. For dependent care claims, you may only be reimbursed your accrued balance.

• What does pre-tax dollars mean and why is this important?
With an FSA, the money you set aside to pay for health care and/or dependent care expenses come out of your
salary before taxes are withheld. This reduces your taxable income, and consequently, your tax liability. You pay
for your eligible expenses with tax-free money from your FSA.

• What is the difference between the health care FSA and the dependent care FSA?
These are two separate accounts with separate purposes. Health care and dependent care elections and balances
cannot be co-mingled. Health care elections are used for expenses such as doctor office co-pays, RX co-pays,
prescription eyeglasses, and dental co-insurance. Dependent care elections are used for child day care and after
school program fees.

• Can I change my annual election amount?
You can change your elected amount during the plan year only if you have a “Qualified Life Event.” Such as a
change in employment status or family status (e.g., marriage, divorce, or the birth of a child). Contact your
employer if any employment or family status changes occur to determine if your status change would allow
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you to modify your election amount. Election changes must be made within 30 days of the event. 

• Are there contribution limits?
For health care FSAs, your employer determines the minimum and maximum amounts you can set aside in your FSA.
However, because of Health Care Reform beginning January 1, 2026, the maximum contribution amount for the
health care FSA will be $3,400. For dependent care FSAs, the annual maximum you can contribute is $7,500,
including any amount set aside by a spouse into their dependent care FSA.

• What happens to the money in the FSA if I do not use it all in one year?
The IRS has a “use or lose” rule for FSAs. This rule states that you will lose any unused money still in your account at
the end of the plan year. Your employer, however, may have a “run out” period after the plan year’s ends that
allows you to submit claims for eligible expenses that were incurred during the plan year. This run-out period may
or may not include a grace period that allows you to incur claims for up to
2.5 months after the end of the plan year and submit them against the prior year’s balance for reimbursement. Your
employer may have a rollover option that allows a maximum dollar amount to roll over into the next year. Check
with your employer or plan document to determine if your plan has a run- out period, rollover, or a grace period.

• What are eligible medical expenses?
Your health care FSA can be used to pay for a variety of health care expenses incurred by you, your spouse and your
dependents. Doctor visits, chiropractor fees, prescription drug co-payments, dental care and vision care not
otherwise covered by a health plan are all eligible health care expenses. You may also use your FSA funds to
reimburse eligible expenses under a spouse’s health plan. For a complete list of eligible expenses, see your
administrator.

• What are eligible dependent care expenses?
Eligible dependent care expenses include in-home childcare, payments to licensed day care facilities, before or after
school programs, and elder care. You may be reimbursed for dependent care expenses incurred for any individual in
your family who is under age 13 and can be claimed as a dependent on your federal income tax return, or for a
spouse or dependent who is not able to care for him or herself. These expenses must be incurred, regardless of
when billed or paid, while you are working or looking for work.
Unlike a health care FSA, you are only able to receive a reimbursement from a dependent care FSA if sufficient funds
have accumulated in your account from payroll deductions.

• If my child turns 13 this year, can I use the dependent care account for the entire year?
No. You may only submit claims for reimbursement for expenses incurred before your child reaches the age of 13.

• I am enrolled in a Health Savings Account (HSA). Can I still enroll in an FSA?
If you contribute to an HSA, you may only participate in a limited-use FSA and dependent care FSA. A limited-
use FSA allows reimbursement of dental, vision, and preventive care services only.

• How am I reimbursed from my FSA?
You may use your Point C debit card at the point of service. This transaction will automatically be withdrawn from
your election amount. You may also use your card to pay balance due for any eligible expenses. Please NOTE: in
some cases, substantiation may be required. If you have an eligible expense, you can complete an FSA claim form
and send it along with required supporting documentation by online portal, mobile app, mail, email, or
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fax. Claims forms can be found in your member packet, or contacting the Flex Team at Point C. 

• Where can I use my prepaid Point C card?
IRS regulations allow you to use your Prepaid Benefits Cards in participating pharmacies, mail-order pharmacies,
discount stores, department stores, and supermarkets that can identify FSA/HRA-eligible items at checkout and
accept Mastercard® prepaid FSA cards. Eligible expenses are deducted from the account balance at the point of
sale. Transactions are fully substantiated, and in most cases, no paper follow-up is needed. You may also use the
Card to pay a hospital, doctor, dentist, or vision provider that accepts Mastercard®. In this case, there is auto-
substantiation technology that electronically verifies the transaction’s eligibility according to IRS rules. If the
transaction cannot be auto substantiated, a paper follow-up will be required.

• How will I receive the FSA reimbursement for paper claims I submit?
After your claim is approved, you will receive a check in the mail or direct deposit if you are allowed and opt in.

• How often are claims for reimbursement paid?
Claims are processed and paid on a weekly basis. After claims are approved, members are typically reimbursed from their
FSA right away.

• What is acceptable documentation for FSA claims?
When you send a manual FSA claim, please include documentation, such as:

∗ An explanation of benefits (EOB) that you received for the medical service for which you are filing a claim. 
∗ Receipts containing the type of service or product provided, date the expense was incurred, name of 

employee of dependent for whom the service or product was provided, person or organization 
providing the service or product, and the amount of the expense. 

∗ Payment plan for regular expenses such as orthodontia payment plans. 
∗ For dependent care expenses, a copy of the bill or signed receipt is acceptable. Also, have your provider 

complete the Dependent Care section of the claim form. 
∗ IMPORTANT: WE MUST BE ABLE TO AUTHENTICATE WHO IS SUBMITTING A CLAIM. You may include any of the 

following three points to be identified OR the last 4 Digits of your card number is acceptable by itself. 
(Member full name, member email address, member full address, employer name, phone number, date of birth, last four of social.) 

• What about recurring claims, such as orthodontia payments?
You can submit a health care FSA claim form with supporting payment plan documentation from the service
provider. This eliminates the need to send in a claim form for each payment. You will automatically receive monthly
allocation reimbursements up to your annual elected amount. You will need to submit a new orthodontia claim each
year.

• How do I keep track of my FSA balance?
You should always know your account balance before you make a purchase with your Card. You can visit your Account
Summary page at www.pointc.wealthcareportal.com thru the member portal and view your account activity and current
balance. You will need to register to view your account – simply follow the online instructions. Access your account with
the mobile app! It’s free, secure and easy!

• Can I elect the FSA plan even if I am not enrolled in my company’s health plan?
Yes, provided you meet the FSA plan’s eligibility requirements.
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• What happens to the money in the FSA if I leave my employer?
If you leave your place of employment during the plan year, you may have a period after termination to submit
claims for reimbursement. Services and health care expenses must be incurred before your termination date
unless you continue to contribute to your health care FSA account through COBRA. Check with your employer
for more information.

• My spouse and I are each offered an FSA through our employers, can we both elect?
Yes. You cannot, however, use both FSAs to pay for the same expense. As a bonus, if you both have a health care
FSA, you may each be eligible to elect up to the maximum contribution of $3,400, for a combined household
contribution of $6,800.

• How does participation in my employer’s dependent care FSA affect my ability to claim the dependent care
tax credit on my federal income tax returns?
You cannot claim a dependent care tax credit for amounts received under an employer’s FSA plan. You may wish
to consult with a tax advisor to determine whether the FSA plan or the dependent care tax credit is more
beneficial in your individual case. Generally, the higher your income, the more beneficial it is to participate in the
dependent care FSA.

• Can I continue to use an FSA after I retire?
No. Only active employees are eligible to participate in an FSA. Retirees are not eligible to have an FSA.

• My domestic partner is covered on my insurance plan. Can I use my FSA for my domestic partner’s medical expenses?
If your domestic partner meets the IRS qualifications of a tax dependent, you can legally use your FSA funds for his
or her medical expenses. If your partner does not meet the qualifications, you cannot use your FSA for any of
their expenses.

• Can I use my FSA to pay for voluntary cosmetic surgery?
No. The FSA can, however, be used for cosmetic surgery only if prescribed by a physician and deemed medically
necessary.
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Dependent Care Account (DCA) 

You may also choose to participate in a Dependent Care FSA, which allows you to set aside pre-tax dollars to help pay for 

dependent care expenses while you are working. 

∗ Funds can be used for the care of an eligible dependent while you (and your spouse, if applicable) are working 

∗ The IRS annual contribution limit is $7,500 if filing Married Jointly or Head of Household. 

∗ The IRS annual contribution limit is $3,750 if filing Married Separately. 

How to Set Up a Dependent Care FSA 
Setting up a Dependent Care FSA is simple and can help you save money on qualified dependent care expenses. 

∗ Review your current dependent care expenses and estimate how much you expect to spend next year. 
∗ The amount you elect will be deducted from your paycheck tax-free throughout the year. 
∗ Unlike a Health Care FSA, funds are not available in advance; they become available as contributions are made. 
∗ By participating, your taxable income is reduced by the amount you contribute to your Dependent Care FSA. 

Dependent Care Account Eligible Expenses 
Eligible expenses are those incurred for the care of an eligible dependent and must be necessary so that you — and your spouse, if 
married — can work. Examples of eligible expenses include babysitters and in-home caregivers, licensed day care centers, preschool or 
nursery school programs, summer day camps (not overnight camps 

Eligible Dependents 
A child under 13 or any dependent, including a spouse or parent, who lives with you and is physically or mentally incapable of self-care. 

How to Claim Reimbursement from Your FSAs 
You must submit a Reimbursement Claim Request form and a receipt for your dependent care expense for reimbursement. 
The receipt must include: 

∗ Name of person receiving care. 

∗ Name of the Care Provider with their Tax Identification number or Social Security Number. 

∗ Date(s) care was rendered with the corresponding cost. 

Reimbursement 

∗ You will receive the full amount of your claim provided you have enough funds in your account. 

∗ If you do not have enough money in your account, you will receive partial payment, and the balance will be sent once you have 
the funds in your account. 

IRS Rules 

In exchange for tax advantages of FSAs, the IRS 
imposes the following restrictions: 

No Grace Period, No Carry Over Provision 

You cannot Transfer money from your Dependent 
Care to your Medical 
FSA and vice versa. 

You can only make changes during open enrollment 
or if you have a life event. 

Qualified Dependent Care Worksheet 

Childcare Service $ 

Pre-School $ 

After School Care $ 

Other Dependent Care Expense $ 

Total Anticipated Health Care Expenses for the Plan Year $ 

Divided By the Number of Pay Periods $ 

Deduction Amount Per Pay Period $ 
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Wealth Care Portal Online Enrollment 

It’s time to enroll in your employer offered Tax Advantage accounts! Online enrollment for 
these benefits is available at https://pointc.wealthcareportal.com. 

If you currently have an account. 
You will receive an email with a link and instructions on how to enroll in the new plan year. 

If you are new or have never enrolled. 
You will need to register before making your elections. You can do this by selecting “Register” at 
the bottom of the home page, then fill out the appropriate information. 
Your employee ID is your SSN with no dashes, and the registration ID is the name of your 
employer. 

Enrollment Steps. 
1. Visit the “My Accounts” tab and select “Online Enrollment”.
2. On this screen, you will see all the plans that are available for enrollment.
3. You must select either “Enroll” or “Waive” for each plan offered.
4. Read the instructions at the top of the enrollment form and fill out all the required fields. If

you do not have time to complete all the information, you can click the “Save for Later”
button and come back to it any time during the Open Enrollment Period.

5. On the next page, you will choose your annual election. The system will calculate the annual
amount based on your per pay election. Check the box to agree to the terms of enrollment
and hit “next”.

6. The last page will confirm all the options for the plan chosen. You can make changes by
hitting the “Edit Info” button. If there are no changes, hit “next”.

7. You are now enrolled in this plan. You have until midnight May 19th to make any changes.
8. Please continue this process for all the available plans, even if you are choosing to waive

enrollment.

Thank you for using our online enrollment system! 
Flexible Spending Department 
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Mobile Convenience 
For ultimate convenience, get 24/7 access, direct from your 
tablet or mobile device. 

Getting started 
∗ Install "Point C Benefits Mobile” from the App Store or 

Google Play. 
∗ If you previously registered online, enter your 

Username  and Password to access your account. 

To Register: 
∗ Enter your first and last name, and zip code. 
∗ If prompted, enter Employer Name and Employee ID (SSN 

without dashes) 
∗ The portal will then prompt you to send a one-time 

passcode to verify your identity. Enter the code to con- 
tinue. 

∗ Create a username and set up your security questions. 
∗ If no e-mail or mobile phone is in our records, please 

contact us to update and set up account 855-408-6507. 
∗ Once completed, you’ll be able to access your account! 

Check out these convenient mobile features, which help 
make managing your healthcare easier than ever. 

Access accounts: Check balances, view transaction 

Manage claims: Submit new claims, upload receipts and 
check claims status. 

Track and pay expenses: Track medical claims and other 
expenses. 

Access cards: Manage card details, access your PIN, and 
more. 

Receive alerts: View important account messages. 

Update your profile: Update personal information, 
including your email and mobile phone. 

Calculate your tax savings: 
https://pointc.wealthcareportal.com/Page/TaxSavings 

Online Control 

The member website provides powerful self-service account 
access, plus education and decision-support resources to help 
put you in the driver’s seat. 

Getting started 
∗ Register at https://pointc.wealthcareportal.com. 
∗ Enter your first and last name, and zip code. 
∗ If prompted, enter Employer Name and Employee ID (SSN 

without dashes) 
∗ The portal will then prompt you to send a one-time 

passcode to verify your identity. Enter the code to con- 
tinue. 

∗ Create a username and set up your security questions. 
∗ If no e-mail or mobile phone is in our records, please 

contact us to update and set up account 855-408-6507. 
∗ Once completed, you’ll be able to access your account! 

Enjoy a full suite of capabilities that help you maximize 
your healthcare experience. 

Full account details: View plan details and account history. 

Multimedia education: Learn more about account 
features, benefits, and how to optimize your experience. 

Interactive tools: Access tools and calculators to help you 
plan and make critical spend/save decisions. 

Communications: View a complete history of account 
communications and manage your personal preferences. 

Self-service: Take advantage of expanded account servicing 
options to manage your account and answers to your 
questions.
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10 Tips to optimize your account experience. 

Use your debit card whenever 
possible to avoid the hassle of filing 
claims. 

Check your balance 24/7 via mobile 
app, text, or our member website. 

Register to receive mobile alerts to 
stay engaged with your account. 

Use our convenient eligibility 
checker to verify that an expense is 
eligible. 

Snap a picture and upload 
receipts instantly - right from 
your mobile device. 

Submit claims via mobile app or our 
member website for quicker 
reimbursement. 

Upload and store your receipts for 
quick reference and safekeeping. 

Register your bank account to 
enable direct deposit and avoid 
reimbursement delays. 

Use online bill pay to pay providers 
for qualified expenses. 

Track all your healthcare spending with 
our online expense tracker. 

Make Your Account Work Harder for You! 
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SUBSTANTIATION DETAILS & INFORMATION REGARDING YOUR POINT C CARD 

• The Point C card is a limited merchant category Mastercard® Card which provides instant access to your plan's
funds, reducing out-of-pocket expenditures for which you must file a claim and await reimbursement.

• By using the Point C Card, there is less paperwork to submit. It is designed to work at merchants with a
health-care merchant category code, such as a doctor’s office, hospital, dentist or optometrist. The IRS allows
the following tools to reduce paperwork submitted to Point C.

o The IRS allows the plan to automatically substantiate any card transaction that is up to 5X the health plan's
copay and is an even number. (i.e.: if the health plan copay is $50, the plan can automatically substantiate up
to
$250) Therefore, you will not need to submit documentation.

o The Point C Card will also work at retail merchants which have an Inventory Information Approval
System (IIAS) in place. The IIAS will provide automatic substantiation at the point of sale for FSA-eligible
items. This means you can only purchase eligible items with your card at these locations, and you will not
need to submit documentation. (i.e.: typically, CVS, Walgreens, Target, Walmart, and more)

o A recurring transaction for which documentation for the first purchase in a plan year was provided to Point C will
also automatically substantiate. Recurring transactions must match exactly to automatically substantiate.

• Documentation will need to be submitted for debit card purchases that do not meet the above auto-substantiation
criteria. You will receive a statement from Point C via email or paper form if there are transactions for which
documentation is required per IRS rules.

• The documentation must contain the following information: Provider, Date of Service, Details of the Service/
Purchase and the Patient Responsibility. An Explanation of Benefits from the insurance plan or a detailed bill from
the provider works best.

• You will receive one card that will be mailed to the address on file with Point C's FSA department. If you need
additional cards for your spouse or dependents, you can order them through the online portal or by
calling Point C Flex Department. Keep your card even if you have used all available funds from your account.

Note: According to IRS requirements, save your receipts Even if you are not required to provide 
documentation for substantiation of the charges, you should keep your receipts in case of a tax audit. 

If you have any questions regarding substantiation, how to use your Point C card, eligible items, or need 

more information about your FSA/HRA/HSA plan(s):

The card will not expire for 5 years. Your new election in subsequent years will be loaded to this card. 
Additional cards or replacement cards are at cost. 
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Direct Deposit—Micro Validation 

To eliminate hassles and delays caused by invalid participant direct deposit 
accounts, Point-C has implemented a bank account validation process for new 

direct deposit accounts. As a participant, you will obtain micro-transaction 
amounts from your bank account and enter them into the WealthCare Portal or 

Mobile application. 

Once you are logged into the portal, you will see the below widget on your home page: 
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Questions or Concerns? Please call Point-C at 855-408-6507 or e-mail flex@pointchealth.com 
Po Box 25247 Overland Park, KS 66225 
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$5 OFF†


USE Code: OETAKE5
†Valid through 6/30/26. One use per customer.  See Terms.

at FSAstore.com

Maximize your  
FSA contribution to

unlock tax-free savings.

Start strong this Open Enrollment

FSA CalculatorUse our to plan your 2026 contribution

Simplify how you use your FSA

Easily explore thousands of eligible products and 
services from brands you love.



Get Started
Scan the QR code or 
visit FSAstore.com



Popular categories:
� Acne & skincar�
� First aid & recover�
� Baby & mo�
� Cold & allerg�
� Wellness tech & health tools

Virtual care from home:
� Mental healt�
� Dermatolog�
� Eye car�
� Weight loss suppor�
� Women’s & men’s health

Don’t just enroll 

take control
Plan with confidence. 

Contribute with purpose.

FSA Store® helps you understand your benefit, determine your contribution,  
and find health essentials that fit your needs—all in one place.
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Contact Information: 
Point C 

855-408-6507 
856-888-2855 (Fax)

Po Box 25247 Overland Park, KS 66225
flex@pointchealth.com 

https://pointc.wealthcareportal.com 

Employee Election/Salary Reduction Form 
Flexible Spending Account 

Rev 3/2023  Po Box 25247 Overland Park, KS 66225   EmpEle/SalRedFmFSA 

1. EMPLOYEE INFORMATION

Last Name:  First Name:  M.I.: Employer:  

Address:  Date of Hire:  Hours/wk:  

City:  State:  Zip:  SSN:  

Home Phone: Business Phone #   Ext.    Date of Birth  

Email Address:  Marital Status:   ☐  Married   ☐  Single Gender:   ☐  Male     ☐  Female

Plan Year:    Effective Date: ☐ Waive Coverage

Election Effective Date:   Date Payroll Deduction Begins:   

Payroll Period:   ☐ Weekly    ☐ Bi-Weekly     ☐ Monthly    ☐ Semi-Monthly

2. FLEXIBLE SPENDING ACCOUNT (FSA) PRE-TAX BENEFIT ELECTIONS

  FSA Plan Maximum Contribution $3,400     Rollover Amount $680 (Your Plan may not offer this option) 

 Please Select One: 

☐ Flexible Spending Account – Health
☐ Limited Flexible Spending Account*

 FSA Payroll Contribution: 

Per Pay Contribution $  
Annual Contribution $   

FSA Employer Contribution:  

Per Pay Contribution $   
(Your Plan may not offer this option) 

*NOTE: If you or your spouse have a Health Savings Account (HSA), FSA benefits are limited to Dental and Vision Expenses 
ONLY or Post Deductible expenses.  Do you have an HSA? ☐ Yes   ☐ No

3. DEPENDENT CARE ACCOUNT (DCA) PRE-TAX BENEFIT ELECTIONS

  Dependent Care Maximum Contribution $7,500        If Married Filing Separately $3,750 

☐ Flexible Spending Account – Dependent Care
Per Pay Contribution $
Annual Contribution $

FSA Dependent Care Employer Contribution:  
Per Pay Contribution $   
(Your Plan may not offer this option) 

3. DEPENDENT INFORMATION

Last Name First Name M.I. Social Security Date of Birth Gender F/T Student 

Spouse:   ☐ M    ☐  F ☐ Y   ☐ N

Child:   ☐ M    ☐  F ☐ Y   ☐ N

Child:   ☐ M    ☐  F ☐ Y   ☐ N

Child:   ☐ M    ☐  F ☐ Y   ☐ N

Child:   ☐ M    ☐  F ☐ Y   ☐ N

4. CERTIFICATION

I am electing the benefit(s) as indicated above.  I understand that: 
1. FSA contributions will be deducted from my paycheck on a pre-tax basis.
2. The Plan Sponsor may reduce my election to prevent the plan from becoming discriminatory. 
3. The election(s) I make will remain in effect until the end of the plan year.  Changes will only be permitted if there is a relevant change in family

status (e.g. marriage, divorce, death of spouse, birth or adoption of child, or if you or your spouse experience a change in employment).
4. I understand that FSA salary reductions must be reimbursed for qualified expenses incurred during the plan year (or applicable grace period) and 

may not be carried over (unless your employer has elected the carry over option).  If at the end of the plan year, the total reduction in 
compensation exceeds the substantiated expenses, the difference in amount reverts to the plan sponsor. 

I authorize my employer to make the required pre-tax payroll deduction(s) for the FSA benefit(s) elected and acknowledge that my Social Security Benefits 
may be reduced due to my election. 

Signature  Date Employer Approval Date 

16

mailto:flex@pointchealth.com
https://pointc.wealthcareportal.com/


Contact Information: 
Point C 

855-408-6507
856-888-2855 (Fax)

Po Box 25247 Overland Park, KS 66225
flex@pointchealth.com 

https://pointc.wealthcareportal.com/ Qualified Expense Worksheet 

Rev 3/2023    EmpEle/SalRedFmFSA 

HEALTH CARE EXPENSE WORKSHEET 
(Includes Medical, Dental and Vision Expenses Not Covered by Insurance) 

Co-Payments/Co-Insurance/Deductibles $  

Dental Expenses (braces, exams, preventative, crowns, etc.) $  

Vision Expenses (eye exams, glasses, contacts & supplies) $  

Hearing Expenses (exams, hearing aids, batteries) $  

Prescription and Over-The-Counter Drugs (OTC drugs must be prescribed as of 01/01/2011 to be eligible) $  

Other Medically Necessary Un-Reimbursed Expenses (IRS Publication 502 section 213) $  

Total anticipated health-related expenses for the Plan Year $  

Divide total anticipated expenses by # of pay periods $  

Deduction Amount Per Pay Period $  

DEPENDENT CARE EXPENSE WORKSHEET 

Total Day Care Expenses for: 

First Quarter (January – March) $  

Second Quarter (April – June) $  

Third Quarter (July – September) $  

Fourth Quarter (October – December) $  

Total Expenses for Dependent Care Services (IRS Pub. 503) $  

Total planned dependent care expenses for the Plan Year $  

Divide total planned expenses by # of pay periods $  

Deduction Amount Per Pay Period $  

Po Box 25247 Overland Park, KS 66225
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Contact Information & Claims Submission: 
855-408-6507 

856-888-2855 (Fax) 
Po Box 25247 Overland Park, KS 66225 

flex@pointchealth.com 
https://pointc.wealthcareportal.com 

 

FSAclmfrm-Rev.3/2023 

FSA Claim Form 

NOTE: Claims must be submitted to your insurance, and you must have an EOB showing your cost share before you 
submit to Point C for reimbursement.   

Employer Name 

Last name First name Social # 

Address 
☐ Check box if this is a new address

City State Zip 

Email Phone 
☐ Check if Point C Benefits Card was Used 

All requested information on this form must be provided along with a copy of your EOB for medical and receipt for prescriptions. 
Incomplete forms will not be processed.   

Expense # 1 Expense # 2 Expense # 3 Expense # 4 Expense # 5 

Date of Service 

Name and 
Relationship of 

Person Receiving 
Medical Service 

Name:  
☐ Self 
☐ Spouse 
☐ Dependent 

Name:  
☐ Self 
☐ Spouse 
☐ Dependent 

Name:  
☐ Self 
☐ Spouse 
☐ Dependent 

Name:  
☐ Self 
☐ Spouse 
☐ Dependent 

Name:  
☐ Self 
☐ Spouse 
☐ Dependent 

Type of Service 
Provided 

In-Network Provider ☐ Yes    ☐ No ☐ Yes    ☐ No ☐ Yes    ☐ No ☐ Yes    ☐ No ☐ Yes    ☐ No 
EOB/RX Proof 

Attached ☐ Yes    ☐ No ☐ Yes    ☐ No ☐ Yes    ☐ No ☐ Yes    ☐ No ☐ Yes    ☐ No 

Amount Paid 

Reimbursement 
Requested Amount 

I authorize the above expenses to be reimbursed from my Flexible Spending Account. To the best of my knowledge, my statements on this 
Form are true and complete.  I certify all the following: Either I, my Spouse or my Dependent has received the services described above on the 
dates indicated, or the expenses qualify as valid Medical Care Expenses under Code Section 213(d), as further defined in the Plan document 
(the “Plan”). I certify that all drugs were obtained legally in the United States.  These expenses have not previously been submitted for 
reimbursement under the Plan.  They have not been reimbursed under this Plan or any other plan, and I will not seek reimbursement for them 
under the major medical plan or any other health plan.  These expenses are for medical care excluding cosmetic purposes, are not incurred 
for general health purposes, and do not constitute toiletries.  I understand that the expenses reimbursed may not be used to claim any federal 
income tax deduction or credit.  I also understand that I may be asked to provide further details about some expenses (e.g. a statement from 
a medical practitioner that the expense is to treat a specific medical condition or a more detailed certification from me). 

Employee Signature: ____________________________________________________      Date: ___________________________  
 (Employee Signature must be provided in order to process this form) 

This plan is governed by IRS guidelines.  To satisfy IRS requirements documentation is needed to process your claim(s).  When submitting for reimbursement, 
please complete and provide necessary documentation.  This will quicken the processing time of your claim(s).  Please visit our website 
https://pointc.wealthcareportal.com/Page/Homefor additional forms. 

Total Reimbursement Requested 

Po Box 25247 Overland Park, KS 66225
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Contact Information & Claims Submission: 
855-408-6507 

856-888-2855 (Fax) 
Po Box 25247 Overland Park, KS 66225 

flex@pointchealth.com 
https://pointc.wealthcareportal.com 

FSAclmfrm-Rev.3/2023 

FSA Claim Form Documentation 

Important Claim Submission Information 

FSA's do not allow advance reimbursement.  

All services must have been provided before you submitted for reimbursement. 

Expenses that are reimbursable by other insurance or programs are not eligible for reimbursement. 

All documentation should show date of service, procedure performed and prove the claim was 
initially processed by your health care carrier.  

IMPORTANT: WE MUST BE ABLE TO AUTHENTICATE WHOM IS SUBMITTING A CLAIM.
You may include any of the following 3 points to be identified OR the last 4 Digits of your card number 
is acceptable itself.
Member full name, member email address, member full address, employer name, phone number, 
date of birth, last 4 of social.

Acceptable Documentation for Reimbursement 

 Medical 
A copy of the Explanation of Benefits (EOB). 

Prescription 
A copy of the pharmacy Prescription Medication detail sheet. 

Dental and Vision 
A copy of the statement or itemized bill showing the date of service, procedure/items purchased and 

name of the person receiving the service/items.    

Over-the-Counter Purchases (OTC) 
A copy of the itemized register receipt. If the receipt abbreviates product names provide the name of 

the product to ensure a timely reimbursement. 

Claims will not be processed if the claim form is not completed or if the  
proper documentation is not received.

If you have questions regarding an expense, please feel free to contact us. 

Po Box 25247 Overland Park, KS 66225
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Contact Information & Claims Submission: 
855-408-6507 

856-888-2855 (Fax) 
Po Box 25247 Overland Park, KS 66225 

flex@pointchealth.com 
https://pointc.wealthcareportal.com 

 

FSAclmfrm-Rev.3/2023 

Dependent Care Account Claim Form 
Employer Name 

Last name First name Social # 

Address 
☐ Check box if this is a new address

City State Zip 

Email Phone 
☐ Check if Point C Benefits Card was Used 

All requested information on this form must be provided along with a copy of your statement/receipt from your dependent care 
provider. Incomplete forms will not be processed.   

Provider Name Provider Tax ID 

Provider Address 

Name of Child(ren) Date of Birth Dates of Service Total 

I hereby certify that the above information is correct and authorize payment through my Dependent Care Flexible Spending Account.  The undersigned fully 
understands that he or she alone is fully responsible for the sufficiency, accuracy and veracity of all information relating to this claim, which is provided by the 
undersigned.  Unless an expense for which payment or reimbursement is claimed is a proper expense under the Plan, the undersigned may be liable for the 
payment of all related taxes including federal, state or city income tax on amounts paid from the Plan which relate to such expense.    

I further certify that these expenses did in fact occur within the current plan year and have not been reimbursed under this or any other plan and I will not 
seek reimbursement for them under any other plan.  I understand that reimbursed expenses are not eligible for any federal income tax deduction or credit 
(such as Dependent Care Tax Credit).  I agree to file IRS Form 2441 with my tax return and provide any day care provider taxpayer identification number 
required thereon.  Misrepresentation may lead to adverse employment action and taxable W-2 income. 
**Note:  Date and Provider signature is required AFTER services hav been rendered, not at time of payment. 

Date: ___________________________ 

Date: ___________________________ 

Employee Signature: ___________________________________________________      

Provider Signature:    ___________________________________________________ 
(Required if separate receipt not submitted) 

Po Box 25247 Overland Park, KS 66225
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Contact Information & Claims Submission: 
855-408-6507 

856-888-2855 (Fax) 
Po Box 25247 Overland Park, KS 66225 

flex@pointchealth.com 
https://pointc.wealthcareportal.com 

Dependent Care Reimbursement Instructions 

FSAclmfrm-Rev.3/2023 

Important Claim Submission Information 

The following information MUST be included on your statement in order to receive payment: 

Provider’s name 

Provider’s address 

Provider’s Tax ID # 

Child’s name 

Child’s date of birth 

You MUST provide receipts, statements or bills from your dependent care provider proving that 
expenses have been incurred. 

Cost of the services provided on those dates. 

Please Note 

Canceled checks and credit card receipts will not be accepted. 

Signature of dependent care provider is only needed if separate receipts are NOT submitted. 

Employee signature must be provided. 

If you have questions regarding an expense, please feel free to contact us. 

This plan is governed by IRS guidelines.  To satisfy IRS requirements documentation is needed to process your claim(s).  When submitting for 
reimbursement, please complete and provide necessary documentation.  This will quicken the processing time of your claim(s).  Please visit 
our website https://pointc.wealthcareportal.com/Page/Home for additional forms. 

Po Box 25247 Overland Park, KS 66225
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	Plan Year 1/1/2026 to 12/31/2026
	Group Name Group #

	Plan Year 1/1/2026 to 12/31/2026
	Group Name Group #
	Expenses are incurred when the service is provided, not when the participant is formally billed or pays for the service.
	It is important to plan carefully when deciding how much to contribute.
	Please follow the instructions enclosed to register on our website and track your FSA expenses.


	FSA Eligible Expenses
	FSA Savings Example Married Employee with Children
	Income Tax Filing: Single with Standard Deductions FSA Savings Example Single Employee
	• What is an FSA plan?
	• Who owns the FSA?
	• Does the money in my FSA earn interest?
	• How does the FSA work?
	• What does pre-tax dollars mean and why is this important?
	• What is the difference between the health care FSA and the dependent care FSA?
	• Can I change my annual election amount?
	• Are there contribution limits?
	• What happens to the money in the FSA if I do not use it all in one year?
	• What are eligible medical expenses?
	• What are eligible dependent care expenses?
	• If my child turns 13 this year, can I use the dependent care account for the entire year?
	• I am enrolled in a Health Savings Account (HSA). Can I still enroll in an FSA?
	• How am I reimbursed from my FSA?
	• Where can I use my prepaid Point C card?
	• Can I continue to use an FSA after I retire?
	• My domestic partner is covered on my insurance plan. Can I use my FSA for my domestic partner’s medical expenses?
	• Can I use my FSA to pay for voluntary cosmetic surgery?

	Dependent Care Account (DCA)
	How to Set Up a Dependent Care FSA
	Setting up a Dependent Care FSA is simple and can help you save money on qualified dependent care expenses.
	 Review your current dependent care expenses and estimate how much you expect to spend next year.
	 The amount you elect will be deducted from your paycheck tax-free throughout the year.
	 Unlike a Health Care FSA, funds are not available in advance; they become available as contributions are made.
	 By participating, your taxable income is reduced by the amount you contribute to your Dependent Care FSA.
	Dependent Care Account Eligible Expenses
	Eligible Dependents
	A child under 13 or any dependent, including a spouse or parent, who lives with you and is physically or mentally incapable of self-care.
	How to Claim Reimbursement from Your FSAs
	Reimbursement
	IRS Rules
	Plan Year 1/1/2026 to 12/31/2026
	Transportation Management Accounts

	Plan Year 1/1/2025 to 12/31/2025
	Transportation Management Account


	Transportation Management Accounts (TMA)
	What is a Transportation Management Account?
	How is a TMA funded?
	How much money can I set aside in my account on a pre-tax basis?
	IRS Requirements
	Examples of qualified Transportation and Parking expenses
	Examples of non-qualified expenses

	Transportation Management Accounts (TMA)
	What is a Transportation Management Account?
	How is a TMA funded?
	How much money can I set aside in my account on a pre-tax basis?
	IRS Requirements
	Examples of qualified Transportation and Parking expenses
	Examples of non-qualified expenses
	If a ticket counter sells other items such as newspapers, food items, etc, your card will be declined.
	Introducing uberPOOL, Lyft, and Via!
	Using your Point C Benefits Debit Card to pay for these services is easy!

	Wealth Care Portal Online Enrollment
	If you currently have an account.
	If you are new or have never enrolled.
	Your employee ID is your SSN with no dashes, and the registration ID is the name of your employer.
	Mobile Convenience
	Getting started
	To Register:

	Online Control
	Getting started

	10 Tips to optimize your account experience.

	Insert Form Packet FSA - DEP CARE - TRANSIT - PARKING 2025.pdf
	Debit Card Agreement 3.2023.pdf
	4. Insert - Election Form Transit & Parking.2022.pdf
	TMA Enrollment Form 2019 Parking and Transit.pdf
	I. ELECTION OF QUALIFIED TRANSPORTATION BENEFIT
	II. CHANGE IN QUALIFIED TRANSPORTATION BENEFIT
	CERTIFICATION & SIGNATURE                                                                                                     Date


	Blank Page

	7. Insert - Claim Form Parking.2022.pdf
	TMA Enrollment Form 2019 Parking and Transit.pdf
	I. ELECTION OF QUALIFIED TRANSPORTATION BENEFIT
	II. CHANGE IN QUALIFIED TRANSPORTATION BENEFIT
	CERTIFICATION & SIGNATURE                                                                                                     Date


	Blank Page


	Election Form Transit & Parking 2023.pdf
	Transportation Management Account allows employees to elect to contribute pre-tax dollars for commuting expenses. This form is to be completed to enroll, stop or make changes to your elected salary deductions for your Transportation Management Account...
	I. ELECTION OF QUALIFIED TRANSPORTATION BENEFIT

	Please elect one or more of the following qualified transportation benefits. Mass transit includes any public transit including subway and buses, suburban buses, van pools and ferry services. Private car pools, mileage, tolls, etc. are not covered in ...
	II. CHANGE IN QUALIFIED TRANSPORTATION BENEFIT

	Complete the CHANGE section only if you want to change or cease the dollar amount of your payroll deduction. It is not necessary to complete this section if you are only changing your method of transportation or parking location.
	CERTIFICATION & SIGNATURE                                                                                   Date
	I agree that any unclaimed amount deducted from my paychecks under the Transportation Management Account will be forfeited. I hereby certify that I have elected the above Qualified Transportation Benefit, and will use that Benefit only for the purpose...
	_______________________________________________________________________   _____________________
	Signature of the Employee       Date
	_______________________________________________________________________   ________________________
	Signature of Employer Representative     Date

	Claim Form FSA 3.2023.pdf
	FSA Claim Form
	No prepayment of services should be submitted until the service has been provided.  Expenses reimbursed (or reimbursable) by any medical, dental or vision insurance are not eligible.  If you have questions regarding an eligible or ineligible expense, ...
	Please fill in all requested information and attach copies of receipts/statements of services you have received to this form.
	(Canceled checks, credit card receipts and proof of payment or notice of payment due will not be accepted.)  If this form is incomplete, it will be returned to you.
	I authorize the above expenses to be reimbursed from my Health Spending Account.  To the best of my knowledge, my statements on this Form are true and complete. I certify all of the following: Either I, my Spouse or my Dependent has received the servi...
	Employee Signature: ________________________________________________________________       Date:                
	(Employee Signature must be provided in order to process this form)
	This plan is governed by IRS guidelines.  In order to satisfy IRS requirements documentation is needed to process your claim(s).  When submitting for reimbursement, please complete and provide necessary documentation.  This will quicken the processing...
	Medical Payments
	FSA health insurance out of pocket expense submission should include a copy of your health insurance Explanation of Benefits (EOB) along with a completed claim form.
	FSA submission should include: copy of an itemized bill, statement, or detailed receipt showing the date of service, procedure, or item(s) purchased and the name of the person receiving services/items.
	Dental and Vision
	The submission should include:  copy of statement, itemized bill, or detailed receipt showing the date of service, procedure performed
	or item(s) purchased and name of person receiving services/items.
	Prescription Drugs (Rx)
	Provide a copy of the pharmacy detail sheet and the receipt for the prescriptions(s).  Usually, this is stapled to the bag containing your prescription(s).  This will provide details, such as prescription name, price and fill date.  If your RX plan is...
	Over-the-Counter Purchases (OTC)
	The submission should include the itemized register receipt from the store of purchase. If your register receipt prints abbreviated product names, please provide unabbreviated product name to quicken processing time. All medication purchases incurred ...

	Claim Form Parking 2.2023.pdf
	Parking Account Claim Form
	Instructions:  Complete the information below for Parking Expenses incurred or paid by you.   You must provide bills, invoices, statements from an independent third party,  parking receipts, or other evidence showing that the Expenses were incurred or...
	I authorize the above expenses to be reimbursed from my Parking Fringe Benefit Account.  To the best of my knowledge and belief, my statements in this Form are complete and true.  I certify all of the following.  I used the Parking Benefit for which I...
	Employee Signature: _____________________________________________________________       Date: _________________
	(Employee Signature must be provided in order to process this form)

	Debit Card Agreement 3.2023.pdf
	4. Insert - Election Form Transit & Parking.2022.pdf
	TMA Enrollment Form 2019 Parking and Transit.pdf
	I. ELECTION OF QUALIFIED TRANSPORTATION BENEFIT
	II. CHANGE IN QUALIFIED TRANSPORTATION BENEFIT
	CERTIFICATION & SIGNATURE                                                                                                     Date


	Blank Page

	7. Insert - Claim Form Parking.2022.pdf
	TMA Enrollment Form 2019 Parking and Transit.pdf
	I. ELECTION OF QUALIFIED TRANSPORTATION BENEFIT
	II. CHANGE IN QUALIFIED TRANSPORTATION BENEFIT
	CERTIFICATION & SIGNATURE                                                                                                     Date


	Blank Page


	Claim Form FSA 3.2023.pdf
	FSA Claim Form
	All requested information on this form must be provided along with a copy of your EOB for medical and receipt for prescriptions. Incomplete forms will not be processed.
	Expense # 5
	Expense # 4
	Expense # 3
	Expense # 2
	Expense # 1
	Date of Service
	Name and Relationship of Person Receiving Medical Service
	Type of Service Provided
	In-Network Provider
	EOB/RX Proof Attached 
	Amount Paid
	Reimbursement
	Requested Amount
	I authorize the above expenses to be reimbursed from my Flexible Spending Account. To the best of my knowledge, my statements on this Form are true and complete.  I certify all the following: Either I, my Spouse or my Dependent has received the servic...
	Employee Signature: ____________________________________________________       Date: ___________________________                    
	(Employee Signature must be provided in order to process this form)
	This plan is governed by IRS guidelines.  To satisfy IRS requirements documentation is needed to process your claim(s).  When submitting for reimbursement, please complete and provide necessary documentation.  This will quicken the processing time of ...
	Important Claim Submission Information
	FSA's do not allow advance reimbursement.
	All services must have been provided before you submitted for reimbursement.
	Expenses that are reimbursable by other insurance or programs are not eligible for reimbursement.
	All documentation should show date of service, procedure performed and prove the claim was initially processed by your health care carrier.
	Acceptable Documentation for Reimbursement
	Medical
	A copy of the Explanation of Benefits (EOB).
	Prescription
	A copy of the pharmacy Prescription Medication detail sheet.
	Dental and Vision
	A copy of the statement or itemized bill showing the date of service, procedure/items purchased and name of the person receiving the service/items.
	Over-the-Counter Purchases (OTC)
	A copy of the itemized register receipt. If the receipt abbreviates product names provide the name of the product to ensure a timely reimbursement.
	Claims will not be processed if the claim form is not completed or if the                                                             proper documentation is not received.
	If you have questions regarding an expense, please feel free to contact us.

	Claim Form Dependent Care 3.2023.pdf
	Dependent Care Account Claim Form
	All requested information on this form must be provided along with a copy of your statement/receipt from your dependent care provider. Incomplete forms will not be processed.
	Total 
	Dates of Service 
	Date of Birth
	I hereby certify that the above information is correct and authorize payment through my Dependent Care Flexible Spending Account.  The undersigned fully understands that he or she alone is fully responsible for the sufficiency, accuracy and veracity o...
	I further certify that these expenses did in fact occur within the current plan year and have not been reimbursed under this or any other plan and I will not seek reimbursement for them under any other plan.  I understand that reimbursed expenses are ...
	**Note:  Date and Provider signature is required AFTER services have been rendered, not at time of payment.
	Employee Signature: ____________________________________________________       Date: ___________________________   
	Provider Signature:    ____________________________________________________                       Date: ___________________________   
	(Required if separate receipt not submitted)
	Important Claim Submission Information
	The following information MUST be included on your statement in order to receive payment:
	Provider’s name
	Provider’s address
	Provider’s Tax ID #
	Child’s name
	Child’s date of birth
	You MUST provide receipts, statements or bills from your dependent care provider proving that expenses have been incurred.
	Cost of the services provided on those dates.
	Please Note
	Canceled checks and credit card receipts will not be accepted.
	Signature of dependent care provider is only needed if separate receipts are NOT submitted.
	Employee signature must be provided.
	If you have questions regarding an expense, please feel free to contact us.
	This plan is governed by IRS guidelines.  To satisfy IRS requirements documentation is needed to process your claim(s).  When submitting for reimbursement, please complete and provide necessary documentation.  This will quicken the processing time of ...

	Claim Form Parking 2.2023.pdf
	Parking Account Claim Form
	Instructions:  Complete the information below for Parking Expenses incurred or paid by you.   You must provide bills, invoices, statements from an independent third party,  parking receipts, or other evidence showing that the Expenses were incurred or...
	I authorize the above expenses to be reimbursed from my Parking Fringe Benefit Account.  To the best of my knowledge and belief, my statements in this Form are complete and true.  I certify all of the following.  I used the Parking Benefit for which I...
	Employee Signature: _____________________________________________________________       Date: _________________
	(Employee Signature must be provided in order to process this form)
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