M S Administrative Services, Inc.

Dependent Care Assistance Plan (Day Care)
            Reimbursement Request Form
Employee Name: ________________________________
ID No.: _____________________









        ssn or ID number found on M S medical card
Address: _____________________________________________________________________

Employer:____________________________________________________________________
· Dependent Care flex is different from Medical flex in that you can only claim what has been contributed to the fund at the time the claim is processed. If your claim was not paid in full due to funds not yet being available, you will need to resubmit the claim for the balance once funds have been contributed.
· Complete the information below for dependent care expenses for which you are requesting reimbursements. (For information as to what dependent care expenses can be reimbursed, see the plan summary and IRS Publication 503.) 
· You must provide bills from your dependent care provider or other evidence that the expenses were incurred (canceled checks will not be accepted).  
· Be sure to provide all information requested by this form.  
· If the form is incomplete, it will be returned to you.  Print or type the information requested.  
· Send this form along with your supporting documentation to:

    MS Administrative Services, Inc., P.O. Box 45073, Boise, Idaho  83711.   FAX TO:  208-363-0257
· Account balances or verification of reimbursements can be viewed at our website www.msadmin.com

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

	Date (s) Dependent Care Service Actually Provided
	10/01/95 to

10/31/95       
	
	
	
	
	

	Name & Age of Dependent
	Fred Jones       Age 4
	
	
	
	
	

	Name, EIN and Address of Services Provider


	 Sue Smith  376-13-7765

311 Main St

Boise ID  
	
	
	
	
	

	Proof of Expense Attached?
	(   )  Yes           (   )   No
	(   )  Yes           (   )   No
	(   )  Yes           (   )   No
	(   )  Yes           (   )   No
	(   )  Yes           (   )   No
	(   )  Yes           (   )   No

	Total Expense
	$100 
	$
	 $
	$
	$
	$

	Amount Paid by Other Plans
	$0 
	$
	$
	$
	$
	$

	Reimbursement Requested
	$100 
	$
	$
	$
	$
	$






TOTAL REIMBURSEMENT REQUESTED  $______________

To the best of my knowledge and belief, my statements in this Reimbursement Request Form are complete and true.  I have read, understand and make the certifications contained in the Certificate of Qualifying Dependent Care Expenses.   I understand that these dependent care expenses may not be used to claim any Federal income tax deduction or credit (including a dependent care tax credit).  I agree to file IRS Form 2441 with my tax return and provide any taxpayer identification number required thereon.  I authorize a reduction in my Dependent Care Assistance Account in the amount of the reimbursement.

_____________________________________________      _____________________, _________


Employee Signature





Date


