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DEPENDENT DAY CARE FLEXIBLE BENEFITS CLAIM FORM

Employer’s Name:
     
    Carroll County Board of Education                                   


Employee’s Name:












Employee’s Social Security Number:
XXX
/XX
   /
       (Only Need Last 4)
Claimant’s Name:












Relationship to Employee:




Plan Year: 01/01/2025 – 12/31/25

I wish to have the following type of expenses reimbursed out of my: DEPENDENT DAY CARE ACCOUNT

     Dependent
           Name of           Provider             Dates Services

 
    Total

        Name 
           Provider          Tax ID

 Provided


   Charge

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$


                                                                                               Total Amount Claimed:     $

  
Please complete the above and have provider certify below OR attach a receipt or itemized bill listing all of the above cancelled checks or bills showing a payment or previous balance only are not acceptable.

Providers’s Certification / Verification

_____________________________________________________________________________________________

Business / Provider Signature

Date

Address

This is to certify that the above dependent daycare expense(s) is/are not reimbursable under any other cafeteria

plan and that such charges have been incurred so that I may be gainfully employed.


Signature of Employee




    Date Form Completed

Remit to:            AmeriComp Benefits, Inc.

             P.O. Box 4319

                           Columbus, Georgia  31914

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

CLMFRM080900


             Fax:
(800) 501-6129  email:  support@americompbenefits.com
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