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INSTRUCTIONS1.  If you are submitting expenses eligible under another insurance plan, you must submit     an Explanation of Benefits (EOB) statement.2.  Copies of all bills (and EOB if required) for reimbursement must be enclosed with this     completed reimbursement form.     Bills must include:          Name of person providing the service           Dates of service          Description of the service(s) rendered          The amount charged          The name of person receiving services 
...... For over-the-counter drugs, circle or highlight the eligible item(s) on your receipt,and list each item separately on your reimbursement form.     Balance bill, canceled checks, etc. are not acceptable.3.  Dependent care expenses must include:          Name and address of person providing care          Date(s) of service          Name of dependent receiving care          Amount Charged          Tax identification or Social Security number (if required by employer)..... Receipt must be on provider letterhead or include provider signature.If you have any questions, please call our Customer Service Department at:  585-325-3630(Rochester area) or 1-800-544-0328.            SEND COMPLETED CLAIM FORM TO:4.  All claims must be received at least 5 business days prior to your scheduled reimbursement date. Mail:       Attention:  FSA Claims              EBS Benefit Solutions, Inc.              165 Court Street              Rochester NY  14647Fax:       1-877-256-7228


