	Cafeteria Plan 

Dependent Care  Reimbursement Request Form


Company Name:________________________________________________________________

Name:                                                               SS#: 


Address: 


Instructions: Complete the information below for dependent care expenses incurred by you or your spouse for which you request reimbursement. (For information as to what dependent care expenses can be reimbursed, see the plan summary and IRS Publication 503. ) You must provide bills from your dependent cane provider or other evidence that the expenses were incurred (canceled checks will not be accepted). Be sure to provide all information requested by this form. If the form is incomplete, it will be returned to you. Print or type the information requested. Then date and sign the form. Please date and sign the form, then send it along with your supporting documentation to: 

Keyes Administrators

5075 S. 1500 W.

Riverdale, UT 84405

Fax:801-394-2608

	
	Example
	Expense #1
	Expense #2
	Expense #3
	Expense #4
	Expense #5

	Date Dependent Care  Service Actually Provided
	10/01/00 to 10/31/00 
	                    to                    
	                    to                    
	                    to                    
	                    to                    
	                    to                    

	Name & Age of Dependent
	Fred Jones

Age 4
	
	
	
	
	

	Name, EIN and Address of Service Provider
	Sue Smith

376-13-775

311 Day St.

Seattle, WA
	
	
	
	
	

	Proof of Expense Attached?
	 Yes

 No
	
	
	
	
	

	Reimbursement Requested
	$250
	$
	$
	$
	$
	$

	
	
	
	
	
	Total Reimbursement Requested
	$


	For Office Use Only
	
	
	
	
	
	


To the best of my knowledge and belief, my statements in this Reimbursement Request Form are complete and true. I have read, understand and make the certifications contained in the Certificate of Qualifying Dependent Care Expenses on this Request form. I understand that these dependent care expenses may not be used to claim any federal income tax deduction or credit (including the dependent care tax credit). I agree to file IRS Form 2441 with my tax return and provide any taxpayer identification number required thereon. I authorize a reduction in my Dependent Care Assistance Account in the amount of the reimbursement. I certify that 1 have not sought reimbursement previously for this same expense.

                                                                                         
              
, 20     

Employee Signature
Date

