M S Administrative Services, Inc.

Medical Reimbursement Request Form
Employee Name: ________________________________
ID No.: _____________________









         ssn or ID number found on M S medical card
Address: ________________________________________Telephone No.: ________________

Employer:____________________________________________________________________

· You must provide either an Explanation of Benefits form, hospital or doctor bills (canceled checks will not be accepted.)    Be sure to provide all information requested by this form.  
· Complete the information below for medical expenses incurred by you, your spouse or other eligible dependents, for which you request reimbursements.  
· If the form is incomplete, it will be returned to you. 
· Do not put more than 1 flex plan year on a reimbursement request form. 
· Keep a copy of all flex claims you file for your records.   
· Send this form along with your supporting documentation to:  
          M S Administrative Services, Inc., P.O. Box 45073, Boise, Idaho 83711 or 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 Medical Service Actually Provided
	10/7/95
	
	
	
	
	

	Name of Person

Receiving services
	Fred Jones
	
	
	
	
	

	Relationship to You
	(   ) Self       

(   ) Spouse      (   ) Dependent
	(   ) Self           

(   ) Spouse      (   ) Dependent
	(   ) Self            (   ) Spouse      (   ) Dependent
	(   ) Self            (   ) Spouse      (   ) Dependent
	(   ) Self     

(   ) Spouse      (   ) Dependent
	(   ) Self      

(   ) Spouse      (   ) Dependent

	Type of Services
	Eyeglasses
	
	
	
	
	

	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 certify these expenses are for valid medical services provided on the dates indicated, and have not been and are not reasonably expected to be reimbursed under this or any other health plan.  I understand that these expenses may not be used to claim any Federal income tax deduction or credit.

_____________________________________________      _____________________, _________


Employee Signature





Date


