
Statement by Participant: 
The undersigned participant in the plan certifies that all expenses for which reimbursement or payment is claimed by 
submission of this form, were incurred during a period while the undersigned was covered under the Plan with respect to 
such expenses and that such expenses have not be reimbursed, or are not reimbursable, under any other health plan 
coverage or health care and/or dependent care FSA.  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, and that 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 related to such expense.  The undersigned further understands that no medical expense 
tax deduction or dependent care tax credit is permitted for amount for which reimbursement is made. 

Employee Signature                                                                                        Date 

FOR INTERNAL USE ONLY 

Reviewed By:                               Plan Year:   
 
Approval Date:                             Denial Date: 

HEALTH CARE FSA SECTION       

Patient’s Full Name Soc. Sec. No. Date of Birth Date(s) of Service 
(example:  03/23/02 to 03/25/02) 

Service Provider 
(Doctor Name, Pharmacy, etc.) 

Description of Service 
(Prescription, X-ray, Glasses, etc.) 

Amount of 
Claim 

       

       

       

       

       

       

Total Amount   

Notarial Endorsement for Individual  �  To be completed by Notary Public only for an employee who is using this form for a recurring  
Dependent / Elder Care expense for one dependent being cared for by one day care provider. 
 
Provider’s Name _______________________________________________________   Federal ID No. ________________________________ 
 
Street Address  ______________________________________________________________________________________________________ 
 
City ___________________________________ST _______ Zip Code ___________________  Phone No. _____________________________               
  
On this ______ day of ________________________ before me personally appeared ____________________________ known to me to be the  
                                                MONTH AND YEAR                                                                                 EMPLOYEE’S NAME 
person whose name _____________ subscribed to the foregoing instrument and acknowledged the same to be __________ free act and deed. 
                                        HE / SHE                                                                                                                                    HIS / HER  
______________________________________________________ 
Notary Public or Other Official Authorized to Administer Oaths                                                                  (SEAL) 

PLEASE SEE REVERSE SIDE FOR DETAILED INSTRCTIONS. 

DEPENDENT CARE FSA SECTION      

Dependent’s Full Name Soc. Sec. No. Date of Birth Date(s) of Service 
         FROM                        TO   

Service Provider 
(Soc. Sec. No. or Tax-ID) 

Amount of 
Claim 

      

      

      

      

 Total Amount 

Employee Name: Street Address: 

Soc. Sec. No.:      ___  ___  ___  - ___  ___ - ___  ___  ___  ___ City: State: Zip: 

Daytime Phone: Evening Phone: 
 

Employer Name: 

PLEASE CHECK ALL INSURANCE COVERAGES THAT COVER YOU OR YOUR DEPENDENTS:      � MEDICAL         � DENTAL        � VISION        � PRESCRIPTION 



�    Claims cannot be reimbursed without completing all employee information.  Please take the time to enter your full name, social security number, address, phone numbers and 
employer name. 
Your claim request will be returned, unless all of your information is complete! 

 
�    Complete the following for each itemized expense incurred: 
 
       Patient’s Full Name – either you or a dependent 
 
       Soc. Sec. No. – the patient’s social security number 
 
       Date of Birth – the patient’s date of birth 
 
       Date(s) of Service – this date is when the expense was incurred, not when you 

                                  were billed or the date it was paid 
 
       Service Provider – the name, tax identification number (TIN) or social security 

                                number of the service provider 
 
       Description of Service – a short description of the expense (e.g., prescription, 

                                         glasses, office visit, cleaning, etc.) 
 
       Amount of Claim – the actual amount requested for reimbursement. Enter the 

amount of the incurred expense eligible for reimbursement 
        
�    Attach copies of documentation on all expenses listed on claim form.  These include insurance company Explanation of Benefits (EOB) forms, fully itemized 

receipts, a pharmacist's prescription label, or other documents that clearly describe the date the service was rendered, patient name, provider name and address, 
the type of service, the amount charged for the service, and the insurance carrier’s determination (if you have insurance).   

 
       Cancelled checks, credit card receipts, and cash register receipts (exception: contact solution) are not acceptable documentation. 
 
�    Be sure to sign and date the claim form or your claim will be delayed!  No claims can be processed without a signature. 
 
�    For recurring dependent/elder care expenses for services that have not been rendered, you may submit one claim form and have the expenses reimbursed automatically as 

they are incurred.  Please complete the employee information section, the dependent/elder care expense section and have this form notarized by an authorized party.  In 
addition, you will need to submit a receipt and/or letter from the daycare provider containing the following information:  dates of service, cost of service, name of dependent 
for whom services are rendered, name of provider and either the tax-id or SSN of the provider. 

 
�    Once this form is fully completed (with documentation attached), submit everything to: 
 
                         Mailing Address:          The Savitz Organization, Inc.                  Fax:     215 563-9943 
                                                                Attn:  FSA Claims Department 
                                                                14th Floor                                                . . . be sure to include all receipts and additional documentation! 
                                                                1845 Walnut Street                                   
                                                                Philadelphia, PA  19103 
 

Note: If the required documentation is not received and the form is not complete, your reimbursement will be delayed! 

Instructions on completing the claim form 

QUESTIONS? 
Call  (877) 876-3539 

or visit http://www.savitz.com 
FAX Claims to:  215-563-9943 


