
     

  � Self 
� Spouse 
� Child <18 
� ________ 

  

  � Self 
� Spouse 
� Child <18 
� ________ 

  

  � Self 
� Spouse 
� Child <18 
� ________ 

  

  � Self 
� Spouse 
� Child <18 
� ________ 

  

Employee’s Name (please print) Social Security Number 

Employee’s Address 
Check here if your address has changed 

Dependent Care Reimbursement Account 
(You must complete provider information) 

Provider’s Name 

Address 

Social Security                                                               
or Tax ID Number 

Medical Reimbursement Account 
(for Medical Reimbursement Accounts, 
please fill in the information in the      
table below) 

 Service Date 
  (Include Year) 

Who Received 
the Service? 

 Relationship 
to Employee 

Description and Provider of Service 
(Attach Proof of Service) 

Reimbursement 
Amount 

Total Reimbursement Amount:         $ 

HIPAA Medical Privacy Authorization for the Spouse or Other Eligible Dependent (except Self or Child under age 18) 
 
Kushner & Company is restricted from disclosing any protected health information of the Spouse or Other eligible dependent (except Self or Child under 
age 18) with the covered Employee without specific authorization from the Spouse or Other eligible dependent.  If the Spouse or Other eligible dependent 
would like Kushner & Company to communicate through the Employee (via mail, phone, in-person, or electronically) on the specific claim(s) listed 
above, the applicable Spouse or Other eligible dependent will need to sign below.  The Spouse and Other eligible dependent are not required to sign this 
form to receive reimbursement; they may revoke this authorization at any point in writing; they may see and copy the information described on this form; 
and the information that is used or disclosed may be redisclosed by the receiving entity.  I have read and understand the above, and authorize 
Kushner & Company to use and disclose any protected health information contained in the above claim(s) with the above listed Employee until 
the claim(s) is(are) finally accepted or denied. 
 
Spouse Signature: _______________________________________    Other Eligible Dependent Signature: _____________________________________ 

Request for Reimbursement 
for YMCA of Metropolitan Denver 

Questions? 
(269) 342-1700 ext. 213 or (800) KUSHNER 

8 am - 5 pm ET Monday - Friday 
e-mail:  FSA@kushnerco.com 

Online: www.beneworld.com (see HR for instructons) 

Please attach proof of   
service and return this form by 

Monday of each week to: 

Kushner & Company 
Attn: YMCA 
2427 W. Centre Avenue 
Portage, MI 49024 
Or scan and email to FSA@kushnerco.com 

I certify that the above request for reimbursement relates to a valid covered health care and/or a valid covered dependent care expense under the YMCA of 
Metropolitan Denver Flexible Benefit Plan.  I further certify that the reimbursement for such expense(s) has not been made and is not expected to be made 
from any other source.  I agree not to deduct, or take as a tax credit, any expense reimbursed under the plan and I assume all liability for taxes and penalties 
arising out of any disallowed deduction/credit. 
 
                                                                                                                                                                                                       
Date                                                                 Employee Signature 

Transportation Reimbursement Ac-
count (for reimbursement, please fill in 
the service date, description of service 
(e.g. parking), and reimbursement 
amount below) 



Verification of Dependent Care 
Services 

 
 
 

Provider of Service:_______________________________________ 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
__ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __  __  __  __  __  __  __  __  __  __   

I verify that I have provided the dependent care services that are shown  
on the Request for Reimbursement.  I also verify that the dates and  
corresponding charges for these services are correct. 

Signature of Provider 

Date 

Verification of Dependent Care 
Services 

 
 
 

Provider of Service:_______________________________________ 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   

I verify that I have provided the dependent care services that are shown  
on the Request for Reimbursement.  I also verify that the dates and  
corresponding charges for these services are correct. 

Signature of Provider 

Date 


