
Complete this form to meet the requirements for documenƟŶŐ�Ǉour day care expenses. This form, once completed, may act as your receipt 
for expenses incurred.

Section D: Authorization REQUIRED (PLEASE SIGN AND DATE)

  INSTRUCTIONS

   Complete�Ăůů�ƐĞĐƟŽŶƐ�ŽĨ�ƚŚŝƐ�Ĩorm.  Remember to sign and datĞ�ƚŚĞ�ďŽƩom of this form.
1. Ask your provider to completĞ�^ĞĐƟŽŶ���ŽĨ�ƚŚŝƐ�Ĩorm if a daycare receipt is not available.
2. /Ĩ�ǇŽƵ�ĂƌĞ�ƵŶĂďůĞ�ƚŽ�ĂƩĂĐŚ�ǇŽƵƌ�ĨŽƌŵ�Žƌ�ĚŽĐƵŵĞŶƚ�ƚŽ�ĂŶ�online or mobile app claim or alert, you may use one of these secondary opƟŽŶƐ 

to send your documentaƟŽŶ�ƚo us. Please note, that Igoe cannot guarantee the security of any documentaƟŽŶ�Ɖƌovided to use via the below 
methods while in transit to our organizaƟŽŶ͗

• Email to claims@goigoe.com
• OR Mail  to Igoe AdministraƟǀe Services, P.O. Box 501480, San Diego, CA 92150-1480

3. YƵĞƐƟŽŶƐ͍ Please contact PĂƌƟĐŝƉĂŶt Services at flex@goigoe.com, 1-800-633-8818, Opt# 1.

Dependent Daycare Reimbursement Request and/or 
Provider Acknowledgement Form

^ĞĐƚŝŽŶ��͗��ĞƉĞŶĚĞŶƚ��ĂƌĞͬ�ĂǇ��ĂƌĞ��ǆƉĞŶƐĞƐ�/ŶĐƵƌƌĞĚ 
Service Date

( mm/ dd/ yy )
��Ö�Ä��Äã�/Ä¥ÊÙÃ�ã®ÊÄ� 
E�Ã�͕��¦�͕�Z�½�ã®ÊÄÝ«®Ö ��Ý�Ù®Öã®ÊÄ�Ê¥��øÖ�ÄÝ� E�Ã��Ê¥�

WÙÊò®��Ù
WÙÊò®��Ù’Ý�d�ø� 

/��ÊÙ�^^E E�ã��ÃÊçÄã

- $
- $
- $

dŽƚĂů ��ĞƉĞŶĚĞŶƚ ��ĂƌĞ $

^ĞĐƚŝŽŶ��͗�WƌŽǀŝĚĞƌ��ĐŬŶŽǁůĞĚŐĞŵĞŶƚ  (To be completed by the daycare provider if a separate receipt is not available)

/�ŚĞƌĞďǇ�ĂĐŬŶŽǁůĞĚŐĞ�ƚŚĂƚ�ƚŚĞ�ĂďŽǀĞ�ůŝƐƚĞĚ�ƐĞƌǀŝĐĞƐ�ǁĞƌĞ�ƉƌŽǀŝĚĞĚ�ŝŶ�ĐŽŵƉůŝĂŶĐĞ�ǁŝƚŚ�ĂŶǇ�ĂƉƉůŝĐĂďůĞ�ĨĞĚĞƌĂů͕�ƐƚĂƚĞ�ĂŶĚ�ůŽĐĂů�ƌĞŐƵůĂƟŽŶƐ 
ŐŽǀĞƌŶŝŶŐ�ĚĞƉĞŶĚĞŶƚ�ĚĂǇ�ĐĂƌĞ�ĐĞŶƚĞƌƐ͘�/�ĨƵƌƚŚĞƌ�ĂĐŬŶŽǁůĞĚŐĞ�ƚŚĂƚ�ƚŚĞ�ĚĂƚĞƐ�ĐŽǀĞƌĞĚ͕�ĚĞƉĞŶĚĞŶƚ�ŝŶĨŽƌŵĂƟŽŶ͕�ĚĞƐĐƌŝƉƟŽŶ�ŽĨ�ƚŚĞ�ĞǆƉĞŶƐĞ,
name of the provider, and provider’s Tax ID or SSN as listed above are correct.

Provider’s Signature:  Date: 

Section A: About You  ;�ůů�ŝŶĨŽƌŵĂƟŽŶ�ŝƐ�Z�Yh/Z��͘�WůĞĂƐĞ�ƉƌŝŶƚ�ĐůĞĂƌůǇͿ
Employer Name

PĂƌƟĐŝƉĂŶt Name Number of pages Employee Number (If Applicable)

Home Address   � Please check if this is a change in address City State Zip

E-mail Address Phone Number

I ĐĞƌƟĨǇ�that I am a ƉĂƌƟĐŝƉĂŶƚ� in the plan from which I am ƌĞƋƵĞƐƟŶŐ�reimbursement and that all expenses listed with this claim were  
ŝŶĐƵƌƌĞĚ�ĚƵƌŝŶŐ�ŵǇ�ĂĐƟǀĞ�ƉĂƌƟĐŝƉĂƟŽŶ�ŝŶ�ƐĂŝĚ�ƉůĂŶ͘�/�ĐĞƌƟĨǇ�ƚŚĂƚ�ƚŚĞƐĞ�ĞǆƉĞŶƐĞƐ�ŚĂǀĞ�ŶŽƚ�ďĞĞŶ�ĂŶĚ�ǁŝůů�ŶŽƚ�ďĞ�ƌĞŝŵďƵƌƐĞĚ�ƵŶĚĞƌ�ĂŶǇ�ŽƚŚĞƌ� benefit 
plan or charged to my employer's Benefits Card (if applicable). I understand that I am fully responsible for the sufficiency, 
accuracy,ĂŶĚ�ǀĂůŝĚŝƚǇ�ŽĨ�Ăůů�ŝŶĨŽƌŵĂƟŽŶ�ŚĞƌĞŝŶ͘�/�ĨƵƌƚŚĞƌ�ĂĐŬŶŽǁůĞĚŐĞ�ƚŚĂƚ�ĞĂĐŚ�ĞǆƉĞŶƐĞ�ůŝƐƚĞĚ�ĂďŽǀĞ�ŵƵƐƚ�ďĞ�Ă�ƉƌŽƉĞƌ�ĞǆƉĞŶƐĞ�ƵŶĚĞƌ�ƚŚĞ�ƉůĂŶ͘�/Ĩ� 
not, I understand that I may be liable for the payment of all related taxes including federal, state or city Income Tax on amounts reimbursed. I further 
understand that NO TAX DEDUCTION IS PERMITTED FOR AMOUNTS FOR WHICH REIMBURSEMENT IS MADE. Having agreed to  all of the proceeding 
statements, I authorize the account associated with the plan selected to be reduced by the amount requested and  reimbursed to me according to 
my employer’s reimbursement schedule and method.

Employee Signature Below

 Date: 


	Reset Page: 


