EASTERN NAZARENE COLLEGE 

    REIMBURSEMENT REQUEST 
    DEPENDENT CARE ACCOUNT

Employee Name:_______________________________                 


Phone:______________________

	Name of Employee or Dependent

Receiving Medical Treatment
	Relationship to

Employee
	Name of Provider
	Date of

Service
	Charge for

Care

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	TOTAL
	

	1 certify that, to the best of my knowledge, the above information is accurate and that payment is being requested only for expenses of

	eligible parties, and this claim cannot he reimbursed through any other coverage. I also understand that any expenses reimbursed from this

	account cannot be used for an itemized deduction on my Federal income tax return.

	Signature
Date

For HR Use Only.
Date Entered'
Entered by..


