Allied Benefit Systems, Inc.
208 S. LaSalle St. Suite 1300

- Chicago, IL 60604
Allled F Iex Tel 312.906.8080
Fax 312.416.2870

flexclaims@alliedbenefit.com
www.alliedbenefit.com

PRE-TAX TRANSPORTATION EXPENSE REIMBURSEMENT
REQUEST FORM

Section I. Employer/Employee Information

Employer Name: Group Number: Employer Location (if applicable)
Employee Name: Employee SSN: Plan Year:

20
Address: City: State: ZIP:
Employee E-mail Address: Day Time Phone:

Section Il. Reimbursement Request

Parking Expenses:

1. Date Parking Expense was incurred:

2. Amount Requested: $ *

* Please attach receipt. Reimbursement requests will not be processed without an accompanied receipt.
Cancelled checks are not acceptable.

Section lll. Participant Certification

I hereby certify that the information reported is correct and that | have not previously received reimbursement for these expenses.

Employee Signature: Date:

PTER REIMBURSEMENT REQUEST



