A‘f%c Flex One® Request for Reimbursement Form

XY i
i, Sign and datc form, 4 Rooripts azachod must b clear and kegibl
1 The Total Dependent Carc Reimbursernent requeatod box moved be completed. 5. Allow 48 basincas hours to check status of reimbumement roquest.
3. 'The Medical Care Total roquosied box must be completed. 6. Feass malainin copies of ol recedpts for your recerds.

E‘t'.t.. Ly .i.u

HEH

(Pmicimnt's Soclad Secority Number Employer Name
Last Name Flirst Name Middle Enitial Participant’s E-Mall Address
Street Addrexs City State oap

By submitting this claims form, [ request reimbursement from my Flex One account(s) as leted below. [ agree to the Terms and Conditions cutlined in my
wmployer's Summery Plan Description. [ certify and wacrant to Aflac that these are ¢ligible medical and/or dependent care expenses that 1 or my dependents heve
incurred, are not cosmetic in nature, and cannot be reimbused from any other source. I will maintain copies of all decumentation for my reconds.

Participant's Slgnatare Date

e your claim o one of the Mlewiap ways
= must melude:
1. Date(s) of service (only services reeeived; no future dates).

2. Reimbursement requested (This arnt is = to or < than aml charged). 2. Reimbursernent requested (This aro is = 10 or < than amt charged).
3. Name and age of the dependent receiving care, 3. Mare and age of the dependent receiving core.,
4. Pravider name, phone number, and dated signature, 4. Attached receipts (receipts roust kave cxact dutes of services provided).
Mame/Ape of Dependent Rocelvisg Care Bate(s) Services Were Provided Amovnt Reguesiod
/ Y S S S A
/ / / - / i
! ! fo - I
Dependent-Care Provider Basiness Name Phane Nuraber
Provider's Siguature Date
B,

For Iv‘iédic-si-éa}é.e.rp'emes, " Exﬁ]anatscm of Benefits (BOB) &om your insurance company or other receip(s) must be subnmited, The OB and/or attacked
bills myust contain the following Gems to be processed and approved:
1. Patient Narne %. Service Provides 3. Degeniption of Service 4. Date{s} Service Was Provided 5, Amown/Copay

Lt ek reocipt seprintely & the spacefs) below, {se sdditienai forms if secezsary. A otk imst be tadicuted in the Totel block below,

Use the Provider Cortiffeation space ckaw only if oo receipt i tteched. o nod indicate “sue aitnehed” [n the epsces below.

{84 Card Date Service Requested
Receips Futicnt Name Sorvice Provider Dercription of Service Wee Prorided Amaunt

L
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Provider Certification TOTAL $ | $0.00 )
In licn of ececipts ot BOB(s) the provider of the worvice cen certify that the above listed medical carc cxpenscs have becn incumed and culy incurred by cither the
participant or his/ber dependente. Any other expenecs must bave fousipls of & poparate comaplcted form. Fiiluse to complote ali ieoms will resnltio 26 imvakid claim TOQUCEL.
Provider Name and Addrese Clty
Frovider's Slguatre
¥ eertify that the Medice? Crre sxpenses listed above were incarred by the patient npmed ehove,

American Family Life Assurance Company of Cohumbus (Aflac)
Worldwids Headguartars « 1932 Wynaion Road - Columbus, Georgia 31999 R-4106

[.877.353,9487 » aflac.com

Siate Zip

Bate

w2718



