
Please send the completed claim form and detailed ELOOV��(2%V to:�
Email: claims@flexfacts.com     Fax: 877-747-8564

0DLO�������5LYHU�$YHQXH��6XLWH���(��/DNHZRRG��1-������

+5$ Claim Form

          Employee Information

Full Name:  ___________________________________    _________________________   ________________ 
 Last Name  First Name  Middle Initial 

Employer:  �_________________________________________   Last 4 digits of Social Security #:  ____________ 

_____________________________________________Phone:  ������_____________________________     Email:  

Address:  ________________________________    _________________     ____________   __________ 
 Address  City  State  Zip

        Check here if submitting a Change of Address 

       Claim�,QIRUPDWLRQ

Date of Service Patient Name 
Name of 
Provider Description of Service

Amount 
Requested

Direct Deposit �VNLS�WKLV�VWHS�LI�\RX�DUH�DOUHDG\�HQUROOHG�LQ�GLUHFW�GHSRVLW�
Bank Name Account # Routing # Account Type (Checking/ Savings) 

By signing this form, I authorize Flex Facts to initiate debits and/or credits to or from my bank account indicated above. Debits will only be 
initiated in order to correct a reimbursement error. My authorization will remain in effect until I provide written notification of termination of 
this authorization�or change my direct deposit information online. A reasonable amount of time will be provided for Flex Facts to apply any 
UHTXHVWHG�FKDQJHV.

STEP 1 

STEP 2 

67(3��

Employee Certification
By signing this form, I agree to have my benefit account(s) reduced by the amount(s) requested. I certify that�WKH�H[SHQVHV�DERYH�ZHUH�
LQFXUUHG�E\�PH��DQG�RU�P\�VSRXVH�DQG�RU�HOLJLEOH�GHSHQGHQWV��GXULQJ�WKH�DSSOLFDEOH�SODQ�\HDU�DQG�DUH�HOLJLEOH�IRU�UHLPEXUVHPHQW�XQGHU�
P\�3ODQV���3OHDVH�UHIHU�WR�\RXU�63'��3ODQ�'RFXPHQW�IRU�LQIRUPDWLRQ�RQ�HOLJLEOH�H[SHQVHV���,�FHUWLI\�WKDW�WKHVH�H[SHQVHV�KDYH�QRW�
SUHYLRXVO\�EHHQ�UHLPEXUVHG�E\�WKLV�RU�DQ\�RWKHU�EHQHILW�SODQ��ZLOO�QRW�EH�UHLPEXUVHG�IURP�DQ\�RWKHU�VRXUFH�DQG�ZLOO�QRW�EH�FODLPHG�DV�DQ�
LQFRPH�WD[�GHGXFWLRQ��,�XQGHUVWDQG�WKDW�,�PD\�EH�DVNHG�WR�SURYLGH�IXUWKHU�GHWDLOV�RU�GRFXPHQWDWLRQ�

Employee Signature:  ;__________________________________  Date:  ______________________________ 

Flex Facts  |  1200 River Avenue, Suite 10E, Lakewood, NJ 08701  |  www.flexfacts.com  |  877-943-2287
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LI�SD\�SURYLGHU�LV�VHOHFWHG��SOHDVH�EH�VXUH�WR�LQFOXGH�D�ELOO�ZLWK�SURYLGHU
V�PDLOLQJ�DGGUHVV�LQFOXGHG�

6XEPLW� WKLV� VLJQHG� IRUP� DORQJ� ZLWK� D� FRS\� RI� WKH� UHTXLUHG� ELOO�V�� RU� ([SODQDWLRQ� RI� %HQHILWV��(2%��WR�
FODLPV#IOH[IDFWV�FRP��'RFXPHQWDWLRQ�PXVW� LQFOXGH� 3URYLGHU� 1DPH�� 3DWLHQW� 1DPH�� 'DWH� RI�6HUYLFH��
'HVFULSWLRQ�RI�6HUYLFH��DQG�%LOOHG�$PRXQW�
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