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	Employer Name: 
	
	Address Change?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Employee Name:
	     
	Home Address:
	     

	Social Security # (Optional)
	     
	City/State/Zip:
	     


Health Care Expenses                
	
	1
	2
	3
	4

	Line
	Date(s) of Service
	Description of Service
	Service Provider
	Employee Portion

	1
	     
	
	     
	$     

	2
	     
	     
	     
	$     

	3
	     
	     
	     
	$     

	4
	     
	     
	     
	$     

	Total Reimbursement
	$     


Dependent Care Expenses 
	
	1
	2
	3
	4
	5
	6

	Line
	Date(s) of Service
	Provider
	Tax ID/SSN
	Dependent Name
	Age of Dependent
	Expense Amount

	1
	  
   

	
	
	
	
	$     

	2
	     
	
	
	
	
	$     

	3
	     
	
	
	
	
	$     

	4
	     
	
	
	
	
	$     

	Total Unreimbursed Expenses
	$     

	Certification of dependent care provider (Signature and expense amount):



	If certification is completed, it may be used instead of an invoice with respect to dependent care expenses:


	


I request payment from my health care and./or dependent care expense accounts as reimbursement for the above listed expenses. I certify the listed expenses are not eligible for further reimbursement under any other plan and comply with the requirements of this plan. I have not and will not claim these expenses as income tax deductions.
Signature:   __________________________________________________

Date:  _________________________



		ThrivePass


PO Box 220


Minneapolis, MN 55440-0220


Phone: 866.855.2844


Fax: 888-265-5413


Email: tpa@thrivepass.com








INSTRUCTIONS: Complete the information below for expenses incurred or paid by you.  If the form is incomplete, it will be returned to you.  All receipts must be attached and/or included with the claim.  Cancelled checks and credit card receipts are not acceptable.  Sign and date the form.  Email the completed form and receipts to the address shown above.








