‘Custom Design Benefits

FSA CLAIM FORM
(Flexible Spending Account)

Employer:

Submit Claims To:
Custom Design Benefits, Inc.
5589 Cheviot Road
Cincinnati, Ohio 45247
Ph: (800) 598-2929
Fax: (513) 598-2901
CustomFlex@CustomDesignBenefits.com

Employee Name:

Employee or Social Security #:

[ Check here if new address  Address:

City: State: Zip: Date of Birth:
Email: Phone:
IMPORTANT! Get your money faster...Sign up for Direct Deposit!
Q)C . When using the FSA Simply visit our Custom_FIex web p-ortal to sign up, or
usrom Besgn B0 S ard . complete and return a direct deposit form to the email or
. please do NOT mail dd b The f is located bsit
anything in unless requested address above. The form is located on ?ur we S|le,
4000 0000 0000 1234 to do so. Most items will be www.CustqueS|gnBeneflts.com, click 'Members' and see
approved automatically. | Forms section.
s 12/20 DEBT | Please keep copies for your *Not all Flexible Spending Accounts utilize direct deposit, so
JANE SMITH VISA records. check with your employer to see if this option is available.

DEPENDENT CARE REIMBURSEMENT

Name and Date of Birth of Dependent(s)

Period Covered
From To

Name, Address &

Taxpayer ldentification Number of Service Provider Claim Amount

Provider's Signature (required if not on receipt):

Total Dependent Care Claims

TO ENSURE WE CAN PROCESS YOUR CLAIM: Provide proper supporting documentation, including copies of bills indicating name
of provider, name of patient, service/product provided, date the service was provided and amount of the expense not covered by other
insurance. Please note: credit card statements do not contain enough info for submitting claims.

HEALTH CARE REIMBURSEMENT For expenses not paid using the FSA Card

Patient Name and Relationship

Date of Service
From To

Name of Service Provider and Description of Expense

Claim Amount

Total Health Care Claims

Read Carefully: The undersigned participant in the Plan certifies that all services for which reimbursement or payment is claimed by submission of this form were
provided during a period while the undersigned was covered under the Company’s Flexible Spending Benefit Plan with respect to such expenses and that the health
expenses have not been reimbursed or are not reimbursable under any other health plan coverage. The undersigned fully understands that he or she alone is fully
responsible for the validity and accuracy of all information relating to this claim which is provided by the undersigned, and that unless an expense for which payment or
reimbursement is claimed is a proper expense under the Plan, the undersigned may be liable for payment of all related taxes including federal, state, or city income tax on
amounts paid from the Plan which relate to such expense. Please do not include original receipts, since, after the claim is substantiated, your receipts may not be readily
accessible. Claims will not be processed unless all above information is completed.

Employee Signature

Date

To view claims and other account information visit www.CustomDesignBenefits.com,

click Member Portal, then Custom Flex: FSA/HRA/HSA.
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