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     MANUAL FLEXIBLE BENEFITS CLAIM FORM

Employer’s Name:
      

Carroll County Board of Education





Employee’s Name:












Employee’s Social Security Number:

/
/
   Email_________________________       
Claimant’s Name:












Relationship to Employee:




Plan Year: 01/01/25 – 12/31/25
I wish to have the following type of expenses reimbursed out of my:

MEDICAL  REIMBURSEMENT.

Payment towards deductible on group insurance policy(ies):

                  $




(Attach a copy of the Explanation of Benefits/E.O.B.)

Coinsurance/copay amount on group insurance policy(ies):


     $




(Attach a copy of the Explanation of Benefits/E.O.B.)

[image: image2.png]5.5
AmerlCo

BENEFITS, INC




Services not covered by my health and/or dental insurance policy(ies):  
     
     $




(Attach a copy of the Explanation of Benefits (E.O.B.) if policy in force)

Itemization of Medical Expenses and Dependent Daycare services submitted:

     Provider’s
          Date(s) of         Expense Type           Description of Services 
 Amount

        Name 

Service          URM 


Submitted

 Claimed

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$


                                                                                               Total Amount Claimed:     $

  
Note:
SUBMIT   A   CLAIM    FORM    FOR    EACH   CLAIMANT.     Please   attach   copies  of 


superbills, statements and receipts that support above listed expenses.

This is to certify that the above listed medical expense(s) is/are not reimbursable under any other  insurance policy.  This is to also certify that the above listed dependent daycare expenses were incurred to allow me to remain actively employed.  Also, I will not be entitled to claim these expenses as tax deductions or credits.  I fully understand that I alone am fully responsible for the sufficiency, accuracy and veracity of all information relating to this claim which is provided by me, and that unless an expense for which payment or reimbursement is claimed is a proper expense under the Plan, I may be liable for the payment of all related taxes including federal, state or city income tax on amounts paid from the Plan which relate to such expense(s).


Signature of Employee




    Date Form Completed

Remit to:            AmeriComp Benefits, Inc.

             Post Office Box 4319

                           Columbus, Georgia  31914

             Phone:
(706) 327-6511 or 1-800-868-0196

CLMFRM080900


             Fax:
(800)501-6129
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