
Step 1:  Fill out the form
  Please type or print in capital letters, with your letters centered in the boxes provided, and  

fill in all ovals as shown:

  For Section 1:  Complete all areas of “Employee Information.”  You will receive an email confirming receipt 
of your claim.

  For Sections 2 & 5: Complete a separate line for each individual expense. Do not lump expenses 
together.

฀ ｳ฀Ｃｏｍｐｌｅｔｅ฀ａｌｌ฀ｓｅｃｔｉｏｎｓ฀ｏｆ฀ｔｈｅ฀ｆｏｒｍ．฀Ｓｉｇｎ฀ａｎｄ฀ｄａｔｅ฀ｔｈｅ฀ｆｏｒｍ฀ｗｈｅｒｅ฀ｉｎｄｉｃａｔｅｄ．
฀ ｳ฀Ｐｌｅａｓｅ฀ｕｓｅ฀ｐａｇｅ฀３฀ｆｏｒ฀ａｄｄｉｔｉｏｎａｌ฀ｅｘｐｅｎｓｅｓ฀ｉｆ฀ｙｏｕ฀ｅｘｃｅｅｄ฀ｔｈｅ฀ｎｕｍｂｅｒ฀ｏｆ฀ｌｉｎｅｓ฀ｐｒｏｖｉｄｅｄ฀ｏｎ฀ｐａｇｅ฀２．

Step 2:  Attach supporting documentation 
  In addition to completing the form, you must submit the documentation described under  

A and B below:

 A.  For allowable Dependent Care expenses, attach a copy of the bill or signed receipt. If  
the receipt is not available, the provider must sign the affidavit for each expense.

 B.  Requests will not be processed฀ｗｉｔｈｏｕｔ฀ｔｈｅ฀Ｔａｘ฀ＩＤ฀Ｎｕｍｂｅｒ฀ｏｒ฀Ｓｏｃｉａｌ฀Ｓｅｃｕｒｉｔｙ฀Ｎｕｍｂｅｒ฀ｆｏｒ฀ａｌｌ฀ 
providers.

Step 3:  Read the Certification and then sign and date the form where indicated

Step 4:  Submit your form

฀ ｳ฀฀฀By Fax:  Fax the form and supporting documentation to 1-800-778-0045 (toll-free).  

฀ ฀ｳ฀฀By Mail:  Place the form and the supporting documentation into an envelope, apply the correct postage, 
ａｎｄ฀ｍａｉｌ฀ｔｏ฀ＳＨＰＳ฀Ｐｒｏｃｅｓｓｉｎｇ฀Ｃｅｎｔｅｒ，฀ＰＯ฀Ｂｏｘ฀３５6８０，฀Ｌｏｕｉｓｖｉｌｌｅ，฀KＹ฀４０２３２．฀฀

฀ ｳ฀฀Kｅｅｐ฀ａ฀ｃｏｐｙ฀ｏｆ฀ｙｏｕｒ฀ｃｏｍｐｌｅｔｅｄ฀ｆｏｒｍ฀ａｎｄ฀ｒｅｃｅｉｐｔｓ฀ｆｏｒ฀ｙｏｕｒ฀ｒｅｃｏｒｄｓ．

  Reimbursement will be made via Electronic Funds Transfer (EFT) to the same account as your Pay.  
Payment will be sent within five (5) business days, on average.  

ＮＯＹＥＳ

Type of Supporting Documentation:

You must include supporting documentation for 

your dependent care expenses with your claim. 

Attach a copy of the bill or signed receipt, or 

ｈａｖｅ฀ｔｈｅ฀ｐｒｏｖｉｄｅｒ฀ｓｉｇｎ฀ｔｈｅ฀Ａｆｬｄａｖｉｔ฀ｏｎ฀Ｓｅｃｔｉｏｎ฀
２฀ｏｒ฀５฀ｏｆ฀ｔｈｅ฀ｃｌａｉｍ฀ｆｏｒｍ．฀Ｃｌａｉｍｓ฀ｗｉｔｈｏｕｔ฀ｔｈｅ฀
Ｔａｘ฀ＩＤ฀ｎｕｍｂｅｒ฀ｏｒ฀ＳＳＮ฀ｆｏｒ฀ａｌｌ฀ｐｒｏｖｉｄｅｒｓ฀ｗｉｌｌ฀ｂｅ฀
denied. If your provider is tax exempt, enter all 

9s for the Provider’s Tax ID.

Please Do NOT :
ｳ฀Ｕｓｅ฀ｒｅｄ฀ｉｎｋ
ｳ฀Ｕｓｅ฀ａ฀ｐｈｏｔｏｃｏｐｙ฀ｏｆ฀ｔｈｉｓ฀ｆｏｒｍ
ｳ฀Ｈｉｇｈｌｉｇｈｔ฀ｒｅｃｅｉｐｔｓ฀ｏｒ฀ａｎｙ฀ｐａｒｔ฀ｏｆ฀ｔｈｅ฀ｆｏｒｍ
ｳ฀Ｓｔａｐｌｅ฀ｙｏｕｒ฀ｃｏｐｉｅｄ฀ｒｅｃｅｉｐｔｓ฀ｔｏ฀ｔｈｅ฀ｆｏｒｍ
ｳ฀Ｗｒｉｔｅ฀ｏｕｔｓｉｄｅ฀ｔｈｅ฀ｂｏｘｅｓ฀ｐｒｏｖｉｄｅｄ
ｳ฀Ｆａｘ฀ｔｈｅ฀ｓａｍｅ฀ｆｏｒｍ฀ｍｏｒｅ฀ｔｈａｎ฀ｏｎｃｅ
ｳ฀Ｍａｉｌ฀ｔｈｅ฀ｓａｍｅ฀ｆｏｒｍ฀ｔｈａｔ฀ｙｏｕ฀ｈａｖｅ฀ｆａｘｅｄ
ｳ฀Ｉｎｃｌｕｄｅ฀ｔｈｉｓ฀ｉｎｓｔｒｕｃｔｉｏｎ฀ｓｈｅｅｔ฀ｗｉｔｈ฀ｙｏｕｒ฀ｆａｘ฀
ｳ฀Ｓｕｂｍｉｔ฀ｃｌａｉｍｓ฀before services are rendered

ｳ฀฀฀Ｓｕｂｍｉｔ฀ｅｘｐｅｎｓｅｓ฀ｆｏｒ฀ｍｕｌｔｉｐｌｅ฀ｐｌａｎ฀ｙｅａｒｓ฀ｏｎ฀
the same form

Ａ฀ Ｂ฀ Ｃ฀ Ｄ฀฀฀฀฀฀ １฀ ２฀ ３฀ ４

Ｕｓｅ฀ｔｈｉｓ฀ｆｏｒｍ฀ｔｏ฀ｒｅｑｕｅｓｔ฀ｒｅｉｍｂｕｒｓｅｍｅｎｔ฀ｆｏｒ฀ｙｏｕｒ฀ｄｅｐｅｎｄｅｎｔ฀ｃａｒｅ฀ｅｘｐｅｎｓｅｓ฀ｏｎｌｙ．฀฀Ｔｏ฀ｖｉｅｗ฀ａ฀ｄｅｔａｉｌｅｄ฀ｌｉｓｔ฀ｏｆ฀ｅｌｉｇｉｂｌｅ฀ｄｅｐｅｎｄｅｎｔ฀ｃａｒｅ฀ｅｘｐｅｎｓｅｓ，฀ａｃｃｅｓｓ฀ｔｈｅ฀Flexible  
Spending Eligible Expense Guide at http://judiciary.shps.com under Get Documents.  In general, the following rules apply to dependent care expenses:

Ｄｅｐｅｎｄｅｎｔ฀ｃａｒｅ฀ｅｘｐｅｎｓｅｓ฀ｑｕａｌｉｆｙ฀ｉｆ฀ｔｈｅｙ฀ａｒｅ฀ｆｏｒ฀ｔｈｅ฀ｃａｒｅ฀ｏｆ฀ｃｈｉｌｄｒｅｎ฀ｕｎｄｅｒ฀ａｇｅ฀１３฀ｏｒ฀ｏｔｈｅｒ฀ｄｅｐｅｎｄｅｎｔｓ฀ｔｈａｔ฀ａｒｅ฀ｐｈｙｓｉｃａｌｌｙ฀ｏｒ฀ｍｅｎｔａｌｌｙ฀ｉｎｃａｐａｂｌｅ฀ｏｆ฀ｃａｒｉｎｇ฀ｆｏｒ฀ｈｉｍｓｅｌｆ฀ｏｒ฀
ｈｅｒｓｅｌｆ．฀฀Ｔｈｅｓｅ฀ｅｘｐｅｎｓｅｓ฀ｍｕｓｔ฀ｂｅ฀ｉｎｃｕｒｒｅｄ฀ｓｏ฀ｔｈａｔ฀ｙｏｕ฀ａｎｄ฀ｙｏｕｒ฀ｓｐｏｕｓｅ，฀ｉｆ฀ｍａｒｒｉｅｄ，฀ｃａｎ฀ｗｏｒｋ，฀ｏｒ฀ｙｏｕｒ฀ｓｐｏｕｓｅ฀ｃａｎ฀ａｔｔｅｎｄ฀ｓｃｈｏｏｌ฀ｆｕｌｌ－ｔｉｍｅ．฀Ｈｏｗｅｖｅｒ，฀ｉｆ฀ｅｉｔｈｅｒ฀ｙｏｕ฀ｏｒ฀ｙｏｕｒ฀ 
spouse had no earned income for the year, you are not eligible for the Dependent Care Reimbursement Account. 

The annual amount of reimbursed dependent care claims cannot exceed: 
 ｳ฀Ｙｏｕｒ฀ａｎｎｕａｌ฀ｄｅｐｏｓｉｔ฀ａｍｏｕｎｔ฀ｕｐ฀ｔｏ฀＄５，０００฀（＄２，５００฀ｉｆ฀ｙｏｕ฀ａｎｄ฀ｙｏｕｒ฀ｓｐｏｕｓｅ฀ａｒｅ฀ｬｌｉｎｇ฀ｓｅｐａｒａｔｅ฀ｒｅｔｕｒｎｓ），฀ｏｒ 
 ｳ Your annual salary or your spouse’s annual salary, if less than $5,000, or 
 ｳ฀฀Ｙｏｕｒ฀ａｎｎｕａｌ฀ｅｌｅｃｔｉｏｎ฀ｐｌｕｓ฀ａｎｙ฀ｃｈｉｌｄｃａｒｅ฀ｓｕｂｓｉｄｉｅｓ฀ｃａｎｎｏｔ฀ｔｏｔａｌ฀ｍｏｒｅ฀ｔｈａｎ฀＄6，０００，฀ｄｅｐｅｎｄｉｎｇ฀ｏｎ฀ｙｏｕｒ฀ｔａｘ฀ｓｉｔｕａｔｉｏｎ．

ｳ฀Ｃｈｉｌｄｒｅｎ฀ｍｕｓｔ฀ｂｅ฀ｕｎｄｅｒ฀ａｇｅ฀１３฀ｏｒ฀ｐｈｙｓｉｃａｌｌｙ฀ｏｒ฀ｍｅｎｔａｌｌｙ฀ｉｎｃａｐａｂｌｅ฀ｏｆ฀ｃａｒｉｎｇ฀ｆｏｒ฀ｔｈｅｍｓｅｌｖｅｓ฀ｉｆ฀ｏｖｅｒ฀ａｇｅ฀１３. 
ｳ฀Ｓｅｒｖｉｃｅｓ฀ｐｒｏｖｉｄｅｄ฀ｂｙ฀ａ฀ｃｈｉｌｄｃａｒｅ฀ｏｒ฀ｅｌｄｅｒ฀ｃａｒｅ฀ｃｅｎｔｅｒ฀ｍｕｓｔ฀ｃｏｍｐｌｙ฀ｗｉｔｈ฀ａｌｌ฀ｓｔａｔｅ฀ａｎｄ฀ｌｏｃａｌ฀ｌａｗｓ฀ｔｏ฀ｂｅ฀ａｎ฀ｅｌｉｇｉｂｌｅ฀ｒｅｉｍｂｕｒｓｅｍｅｎｔ฀ｅｘｐｅｎｓｅ． 
ｳ฀฀Ｔｈｅ฀Ｊｕｄｉｃｉａｒｙ฀Ｂｅｎｅｬｔｓ฀Ｃｅｎｔｅｒ฀ｃａｎｎｏｔ฀ｐａｙ฀ｆｏｒ฀ｓｅｒｖｉｃｅｓ฀ｔｈａｔ฀ｈａｖｅ฀ｎｏｔ฀ｂｅｅｎ฀ｒｅｎｄｅｒｅｄ．

HOW TO REQUEST REIMBURSEMENT FROM YOUR DEPENDENT CARE ACCOUNT

Questions?  Go to http://judiciary.shps.com or contact a Judiciary Benefits Center Counselor at 1-888-442-FLEX (3539).

Page 1 - DEPENDENT CARE CLAIM FORM

Helpful Hints:
ｳ฀Ｈａｖｅ฀ｙｏｕｒ฀ｐｒｏｖｉｄｅｒ฀ｓｉｇｎ฀ｔｈｅ฀ａｆｬｄａｖｉｔ฀ｓｅｃｔｉｏｎ฀

of the form each time you submit to avoid 
including receipts 

ｳ฀Ｓｕｂｍｉｔ฀ｅｘｐｅｎｓｅｓ฀ｆｏｒ฀ｔｈｅ฀ｆｕｌｌ฀ｍｏｎｔｈ฀after the 
ｍｏｎｔｈ฀ｈａｓ฀ｅｎｄｅｄ，฀ＯＲ

ｳ฀Ｓｕｂｍｉｔ฀ｐｒｅｖｉｏｕｓ฀ｗｅｅｋ฀ｅｘｐｅｎｓｅｓ
ｳ฀The Total Requested box will automatically 

calculate the sum of expenses you list on 
ｐａｇｅ฀２，฀ｏｒ฀ｐａｇｅｓ฀２฀ａｎｄ฀３．

http://judiciary.shps.com
http://judiciary.shps.com
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MAIL: SHPS Processing Center 
DEPENDENT CARE CLAIM FORMPO Box 35680 

Ｕｓｅ ｏｎｌｙ ＣＡＰＩＴＡＬ ＬＥＴＴＥＲＳ Louisville, KY 40232 
ＦＡＸ฀ ＴＯ： １－８００－７７８－００４５ ＴＯＬＬ－ＦＲＥＥ ZBXDKPV

PHONE: 1-888-442-FLEX (3539) 
For additional expenses, please use next page. 

SECTION 1: EMPLOYEE INFORMATION 

ＰＲＯＧＲＡＭ ＮＡＭＥ ＦＯＲ ＳＨＰＳ ＵＳＥ ＥＭＰＬＯＹＥＥ ＳＳＮ ＯＲ ＩＤ （ＮＯ฀ＤＡＳＨＥＳ） 

ＴＨＥ ＦＥＤＥＲＡＬ 
ＪＵＤＩＣＩＡＲＹ 

ＥＭＰＬＯＹＥＥ ＬＡＳＴ ＮＡＭＥ ＥＭＰＬＯＹＥＥ ＦＩＲＳＴ ＮＡＭＥ 

ＥＭＰＬＯＹＥＥ ＥＭＡＩＬ ＤＡＹＴＩＭＥ ＰＨＯＮＥ ＃ （ＡＲＥＡ฀ＣＯＤＥ฀ＦＩＲＳＴ， ฀ＮＯ฀ＤＡＳＨＥＳ） 

SECTION 2: YOUR DEPENDENT CARE EXPENSES 

EXPENSE 1 

ＳＴＡＲＴ ＤＡＴＥ ＯＦ ＳＥＲＶＩＣＥ （ＭＭＤＤＹＹ） ＰＲＯＶＩＤＥＲ ＴＡＸ฀ ＩＤ ＯＲ ＳＳＮ （ＥＮＴＥＲ฀ＡＬＬ฀ ９＇Ｓ฀ＩＦ฀ＴＡＸ－ＥＸＥＭＰＴ） ＡＭＯＵＮＴ ＲＥＱＵＥＳＴＥＤ （ＤＯＬＬＡＲＳ ． ＣＥＮＴＳ） 

.$ 

ＥＮＤ ＤＡＴＥ ＯＦ ＳＥＲＶＩＣＥ （ＭＭＤＤＹＹ） ＤＥＰＥＮＤＥＮＴ ＤＡＴＥ ＯＦ ＢＩＲＴＨ （ＭＭＤＤＹＹＹＹ） 

ＥＸＰＥＮＳＥ １ ＣＯＶＥＲＳ： 
ＤＥＰＥＮＤＥＮＴ฀ ＮＡＭＥ 

ＡＦＦＩＤＡＶＩＴ： 
Your daycare provider only needs to sign this if you do not have supporting documentation, such as an itemized receipt.  
I hereby certify that I provided adult or child daycare services to the above individuals in accordance with the amounts and dates that  
are requested.  

ＰＲＯＶＩＤＥＲ＇Ｓ ＳＩＧＮＡＴＵＲＥ DATE 

TOTAL REQUESTED (SUM OF EXPENSES FROM ALL PAGES SUBMITTED) 
SECTION 3: CERTIFICATION Please read carefully before signing. 

I affirm that: .$ 
ｳ Ｉ ＨＡＶＥ฀ＮＯＴ฀ＡＬＲＥＡＤＹ฀ＢＥＥＮ฀ＰＡＩＤ฀ＦＯＲ฀ＴＨＥＳＥ฀ＥＸＰＥＮＳＥＳ฀ＦＲＯＭ฀ＭＹ฀ ＦＳＡ ＰＬＡＮ and Ｉ ฀ＨＡＶＥ฀ＮＯＴ฀ＲＥＱＵＥＳＴＥＤ฀ＡＮＤ 

ＷＩＬＬ฀ＮＯＴ฀ＲＥＣＥＩＶＥ฀ＲＥＩＭＢＵＲＳＥＭＥＮＴ฀ＦＯＲ฀ＴＨＥＳＥ฀ＥＸＰＥＮＳＥＳ฀ＦＲＯＭ฀ＡＮＹ฀ＯＴＨＥＲ฀ＰＬＡＮ; AND 
ｳ Ｉ ｈａｖｅ ｓｕｂｍｉｔｔｅｄ ｔｈｅ ａｂｏｖｅ ｉｎｆｏｒｍａｔｉｏｎ ｉｎ ｇｏｏｄ ｆａｉｔｈ ａｎｄ ｉｔ ｉｓ ｃｏｒｒｅｃｔ ｔｏ ｔｈｅ ｂｅｓｔ ｏｆ ｍｙ ｋｎｏｗｌｅｄｇｅ． 
ｳ Ｔｈｅ ｔｏｔａｌ ｏｆ ａｎｙ ｒｅｉｍｂｕｒｓｅｄ ｄｅｐｅｎｄｅｎｔ ｃａｒｅ ｅｘｐｅｎｓｅｓ ｄｏｅｓ ｎｏｔ ｅｘｃｅｅｄ ｍｙ ｏｒ ｍｙ ｓｐｏｕｓｅ＇ｓ ｅａｒｎｅｄ ｉｎｃｏｍｅ （Ｗ－２ Ｐａｙ） ｆｏｒ ｔｈｅ ｙｅａｒ， ｉｆ ｅｉｔｈｅｒ ｏｆ ｏｕｒ ａｎｎｕａｌ ｉｎｃｏｍｅｓ ａｒｅ ｌｅｓｓ ｔｈａｎ ＄５，０００． 
I understand that: 
ｳ Ｒｅｉｍｂｕｒｓｅｍｅｎｔ ｉｓ ｎｏｔ ａ ｇｕａｒａｎｔｅｅ ｔｈａｔ ｔｈｉｓ ｐａｙｍｅｎｔ ｉｓ ｔａｘ－ｆｒｅｅ． 
ｳ Ｔｈｅ ｓｅｒｖｉｃｅ（ｓ） ｆｏｒ ｗｈｉｃｈ Ｉ ａｍ ｒｅｑｕｅｓｔｉｎｇ ｒｅｉｍｂｕｒｓｅｍｅｎｔ ｍｕｓｔ ｂｅ ｉｎｃｕｒｒｅｄ ｄｕｒｉｎｇ ｍｙ ｐｅｒｉｏｄ ｏｆ ｃｏｖｅｒａｇｅ． 
ｳ Ｉ ｈａｖｅ ｕｎｔｉｌ Ａｐｒｉｌ ３０ ｆｏｌｌｏｗｉｎｇ ｔｈｅ ｅｎｄ ｏｆ ｔｈｅ Ｐｌａｎ Ｙｅａｒ ｔｏ ｓｕｂｍｉｔ ｍｙ ｃｌａｉｍ ｆｏｒ ｒｅｉｍｂｕｒｓｅｍｅｎｔ ｏｆ ｅｌｉｇｉｂｌｅ ｅｘｐｅｎｓｅｓ ｉｎｃｕｒｒｅｄ ｄｕｒｉｎｇ ｍｙ ｐｅｒｉｏｄ ｏｆ ｃｏｖｅｒａｇｅ． Ｉｆ Ｉ ｄｏ ｎｏｔ ｓｕｂｍｉｔ 

ｃｌａｉｍｓ ｆｏｒ ｒｅｉｍｂｕｒｓｅｍｅｎｔ ｂｙ ｔｈａｔ ｄａｔｅ， Ｉ ｗｉｌｌ ｆｏｒｆｅｉｔ ａｎｙ ｆｕｎｄｓ ｒｅｍａｉｎｉｎｇ ｉｎ ｍｙ ａｃｃｏｕｎｔ ｉｎ ａｃｃｏｒｄａｎｃｅ ｗｉｔｈ ＩＲＳ ｒｕｌｅｓ． 
ｳ Ｉ ｃａｎｎｏｔ ｕｓｅ ｄｅｐｅｎｄｅｎｔ ｃａｒｅ ｅｘｐｅｎｓｅｓ ｒｅｉｍｂｕｒｓｅｄ ｔｈｒｏｕｇｈ ｍｙ Ｄｅｐｅｎｄｅｎｔ Ｃａｒｅ Ｒｅｉｍｂｕｒｓｅｍｅｎｔ Ａｃｃｏｕｎｔ （ＤＣＲＡ） ａｓ ａ ｄｅｐｅｎｄｅｎｔ ｃａｒｅ ｃｒｅｄｉｔ ｏｎ ｍｙ ｐｅｒｓｏｎａｌ ｉｎｃｏｍｅ ｔａｘ ｒｅｔｕｒｎ． 

Therefore, reimbursement of dependent care expenses reduces, and may eliminate completely, my ability to claim a dependent care credit on my personal income tax return. 

ｳ Ｉ ａｍ ｓｕｂｍｉｔｔｉｎｇ ｄｅｐｅｎｄｅｎｔ ｃａｒｅ ｃｌａｉｍｓ ｆｏｒ ｍｙ ｄｅｐｅｎｄｅｎｔ ｃｈｉｌｄ（ｒｅｎ） ｕｎｄｅｒ ａｇｅ １３ ａｎｄ／ｏｒ ｆｏｒ ｍｙ ａｇｅ １３ ｏｒ ｏｖｅｒ ｄｅｐｅｎｄｅｎｔｓ ｗｈｏ ａｒｅ ｐｈｙｓｉｃａｌｌｙ ｏｒ ｍｅｎｔａｌｌｙ ｉｎｃａｐａｂｌｅ ｏｆ 
ｃａｒｉｎｇ ｆｏｒ ｔｈｅｍｓｅｌｖｅｓ ａｎｄ ｉｎｃｌｕｄｅｓ ａｎｙｏｎｅ Ｉ ｃｌａｉｍ ｏｎ ｍｙ Ｆｅｄｅｒａｌ Ｉｎｃｏｍｅ Ｔａｘ ｒｅｔｕｒｎ ａｓ ａ ｑｕａｌｉｬｅｄ ＩＲＳ ｄｅｐｅｎｄｅｎｔ． 

ｳ Ｄｅｐｅｎｄｅｎｔ ｃａｒｅ ｅｘｐｅｎｓｅｓ （ｉｎｃｌｕｄｉｎｇ ｏｖｅｒｎｉｇｈｔ ｄａｙ ｃａｒｅ ｅｘｐｅｎｓｅｓ） ｍｕｓｔ ｂｅ ｉｎｃｕｒｒｅｄ ｓｏ ｔｈａｔ ｍｙ ｓｐｏｕｓｅ ａｎｄ Ｉ， ｉｆ ｍａｒｒｉｅｄ， ｃａｎ ｗｏｒｋ， ｌｏｏｋ ｆｏｒ ｗｏｒｋ ｏｒ ｍｙ ｓｐｏｕｓｅ ｃａｎ ａｔｔｅｎｄ 
school full-time. 

ｳ Ｍｙ ｈｏｕｓｅｈｏｌｄ ｌｉｍｉｔ ｆｏｒ ｄｅｐｅｎｄｅｎｔ ｃａｒｅ ｒｅｉｍｂｕｒｓｅｍｅｎｔ ｃａｎｎｏｔ ｅｘｃｅｅｄ ＄５，０００ ｐｅｒ ｙｅａｒ， ｉｎｃｌｕｄｉｎｇ ｍｙ ａｎｎｕａｌ ｅｌｅｃｔｉｏｎ， ａｎｙ ｃｈｉｌｄ ｃａｒｅ ｓｕｂｓｉｄｉｅｓ ｔｈａｔ Ｉ ｒｅｃｅｉｖｅ， ａｎｄ／ｏｒ ａｍｏｕｎｔｓ ｔｈａｔ ｍｙ 
spouse has elected through another account. 

ｳ Ｔｈｅ ｂａｌａｎｃｅ ｉｎ ｍｙ ＤＣＲＡ ｍｕｓｔ ｂｅ ａｔ ｌｅａｓｔ ｅｑｕａｌ ｔｏ ｔｈｅ ｅｘｐｅｎｓｅｓ ｓｕｂｍｉｔｔｅｄ ｗｉｔｈ ｔｈｉｓ ｃｌａｉｍ． Ｉｆ ｔｈｅ ｂａｌａｎｃｅ ｉｎ ｍｙ ＤＣＲＡ ｉｓ ｌｅｓｓ， ｔｈｅｓｅ ｅｘｐｅｎｓｅｓ ｗｉｌｌ ｂｅ ｈｅｌｄ ｕｎｔｉｌ ｔｈｅ ｂａｌａｎｃｅ ｉｎ ｍｙ 
account is sufficient to pay these expenses. 

ｳ Ｉ ｃａｎ ｏｎｌｙ ｂｅ ｒｅｉｍｂｕｒｓｅｄ ｆｏｒ ｍｙ ＤＣＲＡ ｅｘｐｅｎｓｅｓ ａｆｔｅｒ ｔｈｅ ｄａｔｅ ｏｆ ｓｅｒｖｉｃｅ ｈａｓ ｐａｓｓｅｄ． 

Employee Signature*  Date （ＭＭＤＤＹＹ） 

* Your signature and date are required in order to process your claim for reimbursement. 

ＵＳＥ ＡＮ ＯＲＩＧＩＮＡＬ ＦＯＲＭ （ＮＯＴ Ａ ＰＨＯＴＯＣＯＰＹ） ZBXDKPV 
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USE THIS PAGE FOR ADDITIONAL DEPENDENT CARE EXPENSES. 

MWXOZLV 

SECTION 4: EMPLOYEE INFORMATION (ABBREVIATED) 

ＥＭＰＬＯＹＥＥ ＳＳＮ ＯＲ ＩＤ （ＮＯ ＤＡＳＨＥＳ） 

ＥＭＰＬＯＹＥＥ ＬＡＳＴ ＮＡＭＥ ＥＭＰＬＯＹＥＥ ＦＩＲＳＴ ＮＡＭＥ 

SECTION 5: YOUR ADDITIONAL DEPENDENT CARE EXPENSES 

EXPENSE 2 

ＳＴＡＲＴ ＤＡＴＥ ＯＦ ＳＥＲＶＩＣＥ （ＭＭＤＤＹＹ） ＰＲＯＶＩＤＥＲ ＴＡＸ฀ ＩＤ ＯＲ ＳＳＮ （ＥＮＴＥＲ ＡＬＬ ９＇Ｓ฀ ＩＦ ＴＡＸ－ＥＸＥＭＰＴ） ＡＭＯＵＮＴ ＲＥＱＵＥＳＴＥＤ （ＤＯＬＬＡＲＳ ． ＣＥＮＴＳ） 

.$ 

ＥＮＤ ＤＡＴＥ ＯＦ ＳＥＲＶＩＣＥ （ＭＭＤＤＹＹ） ＤＥＰＥＮＤＥＮＴ ＤＡＴＥ ＯＦ ＢＩＲＴＨ （ＭＭＤＤＹＹＹＹ） 

ＥＸＰＥＮＳＥ ２ ＣＯＶＥＲＳ：  
ＤＥＰＥＮＤＥＮＴ ＮＡＭＥ  

EXPENSE 3 

ＳＴＡＲＴ ＤＡＴＥ ＯＦ ＳＥＲＶＩＣＥ （ＭＭＤＤＹＹ） ＰＲＯＶＩＤＥＲ ＴＡＸ฀ ＩＤ ＯＲ ＳＳＮ （ＥＮＴＥＲ ＡＬＬ ９＇Ｓ฀ ＩＦ ＴＡＸ－ＥＸＥＭＰＴ） ＡＭＯＵＮＴ ＲＥＱＵＥＳＴＥＤ （ＤＯＬＬＡＲＳ ． ＣＥＮＴＳ） 

.$ 

ＥＮＤ ＤＡＴＥ ＯＦ ＳＥＲＶＩＣＥ （ＭＭＤＤＹＹ） ＤＥＰＥＮＤＥＮＴ ＤＡＴＥ ＯＦ ＢＩＲＴＨ （ＭＭＤＤＹＹＹＹ） 

ＥＸＰＥＮＳＥ ３ ＣＯＶＥＲＳ：  
ＤＥＰＥＮＤＥＮＴ ＮＡＭＥ  

ＡＦＦＩＤＡＶＩＴ： 
Your daycare provider only needs to sign this if you do not have supporting documentation, such as an itemized receipt.  
I hereby certify that I provided adult or child daycare services to the above individuals in accordance with the amounts and dates that  
are requested.  

ＰＲＯＶＩＤＥＲ＇Ｓ ＳＩＧＮＡＴＵＲＥ DATE 

ＵＳＥ ＡＮ ＯＲＩＧＩＮＡＬ ＦＯＲＭ （ＮＯＴ Ａ ＰＨＯＴＯＣＯＰＹ） 
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