CAL POLY CORPORATION

DEPENDENT CARE ASSISTANCE PLAN

CLAIM FORM 

PLAN YEAR ENDING______

__________________

Employee Name:_______________________________________Soc. Sec. #:________________________

Address (complete if new):________________________________________________________________






PLEASE PRINT CAREFULLY OR TYPE

· A completed claim form is to accompany eligible expenses each time they are submitted for processing to the Cal Poly Corporation Dependent Care Assistance Plan.

· Complete filing instructions appear on the reverse side of this form.
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                       Total Reimbursement Requested $__________________

I certify that the expenses for which reimbursement is requested under the Cal Poly Corporation Dependent Care Assistance Plan were incurred by myself for my eligible dependents, that these expenses have been incurred within the plan year period of my election, and that these obligations have been paid by me.  I will not use expenses reimbursed through the Cal Poly Corporation Dependent Care Assistance Care Plan when filing my tax return.  I authorize Cal Poly Corporation to issue the amount requested above from my Cal Poly Corporation Dependent Care Assistance account in accordance with the terms and provisions of the Plan.

I understand that for the purposes of privacy, the eligibility of these claims are not being reviewed by the Plan Administrator; therefore, I am fully responsible for accurately identifying those expenses that qualify as such and for any consequences, including the payment of taxes and penalties plus interest and penalties for the late payment by the Employer for the Employer’s share of Social Security and unemployment taxes attributable to me, should the Internal Revenue Service challenge the characterization of the payments under the Plan.

______________________________________________             _________________________________

                        Employee Signature





Date

Cal Poly Corporation

DEPENDENT CARE ASSISTANCE CLAIM FORM
When to file a claim:
A claim should be submitted as soon as services have been rendered and paid for.  A claim form is required to be completed each time eligible expenses are submitted for reimbursement to the Cal Poly Corporation Dependent Care Assistance Plan.  No receipts will be accepted unless accompanied by a completed claim form.  Payments are processed bi-weekly in accordance with the payroll schedules.    Claims must be received in Cal Poly Corporation Payroll by Friday at 5:00 p.m. preceding the next payday.

To be eligible for Dependent Care Reimbursement, your receipts should include:


· Name and relationship of the individual receiving services

· Date(s) of Service

· Itemized charges

· Name, address and Social Security of Tax ID number of person/facility providing the services

How to file a claim

· Complete all applicable areas on the claim form.

· Make a copy of the form and applicable receipts for your records.

· Submit the completed form, along with your original itemized receipts, to Cal Poly Corporation Payroll.  Be certain to sign the form and attach your receipts.  Unsigned or otherwise incomplete forms cannot be processed and will be returned accordingly.

Please refer to the Dependent Care Assistance Questions and Answers pamphlet and Summary Plan Description for eligible expenses and providers.  Make certain you have carefully reviewed all of the items above before submitting your completed claim form.
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