
FSA Claim Form

Do not use this form for services paid with an FSA debit card.  Proof of expenses must be attached. Bills, statements, or Explanation of Benefits (EOB) 

from medical plans are required proof of expenses. IMPORTANT! Cancelled checks and credit card receipts are not sufficient proof of expenses. 

Section 1: Employee Information. Please print legibly. 

Full Name as it appears on your FSA debit card QualChoice ID No. Social Security No. 

Street Address City State Zip Phone No.   

Health Care Expenses 
Please only report one (1) expense per block. Combining multiple expenses in one block may delay reimbursement.  
If expense was incurred for eligible dependent, indicate type of relationship. Use “C” for child, “S” for spouse or “O” for other. 

Date of Service 
(MM/DD/YYYY)

Type of 
Service 

 Dental   Health     Vision     Prescription 
Amount 

$_____________ 

Name of Provider/Merchant:________________________________________________________________ 

Dependent 
Name 

Relationship to 
Employee 

Birthdate 
MM/DD/YYYY

Date of Service 
(MM/DD/YYYY)

Type of 
Service 

 Dental    Health     Vision     Prescription _____________ 

Amount 

$

Name of Provider/Merchant:________________________________________________________________ 

Dependent 
Name 

Relationship to 
Employee 

Birthdate 
MM/DD/YYYY

Date of Service 
(MM/DD/YYYY)

Type of 
Service  Dental    Health     Vision     Prescription _____________ 

Amount 

$

Name of Provider/Merchant:________________________________________________________________ 

Dependent 
Name 

Relationship to 
Employee 

Birthdate 
MM/DD/YYYY

Dependent Care Expenses (Daycare) 
Please only report one (1) expense per block. Combining multiple expenses in one block may delay reimbursement. 

Date of Service 
(MM/DD/YYYY)

Dependent 
Care Provider:_______________________________________ _____________ 

Amount 

$

Dep. Care Provider 
Taxpayer ID or SSN 

Dependent  
Name 

Relationship to 
Employee 

Birthdate 
MM/DD/YYYY

Date of Service 
(MM/DD/YYYY)

Dependent 
Care Provider:_______________________________________ _____________ 

Amount 

$

Dep. Care Provider 
Taxpayer ID or SSN 

Dependent  
Name 

Relationship to 
Employee 

Birthdate 
MM/DD/YYYY

Date of Service 
(MM/DD/YYYY)

Dependent 
Care Provider:_______________________________________ _____________ 

Amount 

$

Dep. Care Provider 
Taxpayer ID or SSN 

Dependent  
Name 

Relationship to 
Employee 

Birthdate 
MM/DD/YYYY

 Check box if signed by Dependent Care Provider. Dependent Care Provider Signature: 
Necessary only if receipt is not provided. 

______________________________   Date: ___________ 

SECTION II.  Authorized Signature 
I certify that the expenses listed above qualify for reimbursement under the applicable IRS regulations and guidance and have been incurred by me or by my eligible dependents. These 
expenses have not been reimbursed and I will not seek reimbursement under any other source. I further certify that if the above expenses are not eligible, I will remit payment in the 
amount of the ineligible expense to the plan. Additionally, these expenses are not being claimed as tax deductions under the IRS code.  

Employee Signature Date Signed (MM/DD/YYYY) 

x 

Mail: QualChoice, ATTN: FSA Dept., P.O. Box 25610, Little Rock AR 72221 or Fax:  833.765.1963
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Statement of Non-Discrimination 
QualChoice complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, 
disability, or sex. QualChoice does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex. 

QualChoice: 
• Provides free aids and services to people with disabilities to communicate effectively with us, such as:

– Qualified sign language interpreters
– Written information in other formats (large print, audio, accessible electronic formats, other formats)

• Provides free language services to people whose primary language is not English, such as:
– Qualified interpreters
– Information written in other languages

If you need these services, contact QualChoice Customer Service at 501-228-7111 (TTY: 711). 

If you believe that QualChoice has failed to provide these services or discriminated in another way on the basis of race, color, national 
origin, age, disability, or sex, you can file a grievance with: QualChoice Civil Rights Coordinator, P.O. Box 25610, Little Rock, AR 72221,  
501-228-7111 (TTY: 711), Fax 833-744-1736, QCA_COE@qualchoice.com. You can file a grievance by mail, fax, or email. If you need
help filing a grievance, QualChoice is available to help you. You can also file a civil rights complaint with the U.S. Department of
Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services,
200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TTY).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

Declaración de no discriminación 
QualChoice cumple con las leyes de derechos civiles federales aplicables y no discrimina basándose en la raza, color, origen nacional, 
edad, discapacidad, o sexo. QualChoice no excluye personas o las trata de manera diferente debido a su raza, color, origen nacional,  
edad, discapacidad, o sexo. 

QualChoice: 
• Proporciona ayuda y servicios gratuitos a las personas con discapacidad para que se comuniquen eficazmente con nosotros,

tales como:
– Intérpretes calificados de lenguaje por señas
– Información escrita en otros formatos (letra grande, audio, formatos electrónicos accesibles, otros formatos)

• Proporciona servicios de idiomas a las personas cuyo lenguaje primario no es el inglés, tales como:
– Intérpretes calificados
– Información escrita en otros idiomas

Si necesita estos servicios, comuníquese con QualChoice Customer Service a 501-228-7111 (TTY: 711). 

Si considera que QualChoice no le ha proporcionado estos servicios, o en cierto modo le ha discriminado debido a su raza, color, origen 
nacional, edad, discapacidad o sexo, puede presentar una queja ante: QualChoice Civil Rights Coordinator, P.O. Box 25610, Little Rock, AR 
72221, 501-228-7111 (TTY: 711), Fax 833-744-1736, QCA_COE@qualchoice.com. Usted puede presentar una queja por correo, fax, o correo 
electrónico. Si necesita ayuda para presentar una queja, QualChoice está disponible para brindarle ayuda. También puede presentar una 
queja de violación a sus derechos civiles ante la Oficina de derechos civiles del Departamento de Salud y Servicios Humanos de Estados 
Unidos (U.S. Department of Health and Human Services), en forma electrónica a través del portal de quejas de la Oficina de derechos civiles, 
disponible en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o por correo o vía telefónica llamando al: U.S. Department of Health and 
Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TTY). 

Los formularios de queja están disponibles en http://www.hhs.gov/ocr/office/file/index.html.

mailto:QCA_COE@qualchoice.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
mailto:QCA_COE@qualchoice.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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QualChoice offers help for members with limited English proficiency (LEP). The following statement is printed in the top languages used in 
Arkansas, as required by the Federal government: 

ATTENTION: Language assistance services, free of charge, are available to you. Call 1-800-235-7111 (TTY: 711). 
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