
EXPENSE REIMBURSEMENT VOUCHER FOR 
HEALTH FLEXIBLE SPENDING ACCOUNT (HEALTH FSA) OR 

HEALTH REIMBURSEMENT ARRANGEMENT (HRA) 

Name of Employee (Last, First, MI) Social Security # 

Mailing Address  

 Check here if this is a new address; if so, do you have other AF products?  

E-mail address 

Name of Employer Daytime Phone # 

Date of Expense Name of Person for Whom the 
Expense Was Incurred

For an HRA expense, if this person 
is or has ever been enrolled in 

Medicare, you must provide this 
persons Medicare Claim Number 

(HICN)* 

Amount of Medical Expense 

*Section 111 of the Medicare, Medicaid, and SCHIP Extension Act of 2007 (MMSEA) (P.L.

110-173) requires American Fidelity to report certain HRA data to the Centers for Medicare 

& Medicaid Services. 

Expense Total:   
(must be completed) 

EXPENSE GUIDELINES: All documentation attached must have a detailed explanation of the date, type, and amount of each 
service rendered.  Some Employer’s HRA Plans require an EXPLANATION OF BENEFITS (EOB) to be submitted with each 
reimbursement request.  Check with your Employer for details on your plan.   

Acceptable Documentation to accompany the reimbursement voucher:  Unacceptable Documentation includes:  
¥ Professional bill or receipt that includes: ¥ Cancelled checks or credit card receipts

� Provider of service � Type of service rendered ¥ %LOO�RU�UHFHLSW�WKDW�RQO\�VKRZV�D�EDODQFH�IRUZDUG�
� &KDUJHV�IRU�WKH�VHUYLFH  ��2ULJLQDO�GDWH�RI�VHUYLFH   previous balance or payment due 

  NOTE: the date of service, not the date of payment  
 PXVW�IDOO�ZLWKLQ�WKH�GDWHV�RI�WKH�SODQ�\HDU�IRU�ZKLFK�\RX�DUH�HQUROOHG 

¥ ,QVXUDQFH�&RPSDQ\�([SODQDWLRQ�RI�%HQHILWV
¥ Pharmacy Statement that includes Rx number and name of prescription
¥ Over-the-counter drugs and medicine - medical practitioner’s prescription and receipt required.

I authorize the above expenses to be reimbursed from my account bDODQFH��7R�WKH�EHVW�RI�P\�NQRZOHGJH�P\�VWDWHPHQWV�RQ�WKLV�IRUP�DUH�WUXH�
DQG� FRPSOHWH�� ,� FHUWLI\� WKDW� HLWKHU� ,��P\�VSRXVH��P\� WD[� GHSHQGHQW� RU�P\� DGXOW� FKLOG�ZKR�ZLOO� EH� XQGHU� WKH� DJH�RI� ��� DV� RI� WKe end of the 
calendar year has received the services described above on the dates indicated and that the expenses qualify as valid “medical care expenses” 
DV�GHILQHG�E\�,QWHUQDO�5HYHQXH�&RGH�6HFWLRQ�����G���,�FHUWLI\�WKDW�WKHVH�H[SHQVHV�KDYH�QRW�EHHQ�UHLPEXUVHG�XQGHU�WKLV�RU�DQ\�other health 
SODQ�DQG�,�ZLOO�QRW�VHHN�UHLPEXUVHPHQW�XQGHU�DQ\�RWKHU�KHDOWK�SODQ��,�XQGHUVWDQG�WKDW�WKH�H[SHQVHV�IRU�ZKLFK�,�DP�UHLPEXUVHG�PD\�QRW�EH�XVHG�
to claim any federal income tax deduction or credit. I further understand that I may be asked to provide further documentation or further detail 
UHODWLQJ�WR�DQ�H[SHQVH� 

 
 
 

INCOMPLETE VOUCHERS MAY DELAY PROCESSING OR RESULT IN A DENIED CLAIM 

Date Signed Signature of Employee 

KEEP A COPY OF ALL CLAIMS SUBMITTED FOR YOUR RECORDS 

Mailing Address:  American Fidelity Assur ance Company, )lex AccouQW�$GPLQLVWUDWLRQ��32�%R[��������2NODKRPD�
&LW\��2.�������-�����       PHONE NUMBER: �-���-���-���� FAX NUMBER: 1-8��-���-���� 

$PHULFDQ�)LGHOLW\�ZLOO�QRW�EH�UHVSRQVLEOH�IRU�ID[HV�QRW�UHFHLved.  +HDOWK�)6$�DYHUDJH�SURFHVVLQJ�WLPH�LV���WR���ZRUNLQJ�GD\V�
IURP�UHFHLSW�RI�D�FRPSOHWHG�YRXFKHU��+5$�DYHUDJH�SURFHVVLQJ�WLPH�PD\�YDU\�EDVHG�RQ�SODQ�GHVLJQ�   Additional Forms and 

$FFRXQW�,QIRUPDWLRQ�DUH�DYDLODEOH�RQ�RXU�ZHEVLWH�DW���americanfidelity.com – under Claim & Flex Forms. 

5HY����� 

http://www.afadvantage.com/
Julie Mitchell
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