
EMPLOYEE DEPENDENT CARE
REIMBURSEMENT VOUCHER

CAFETERIA PLAN

EMPLOYEE NAME (Plnl ClrylY):

E.MPLOYER;

DATË oF EXPENSe 

-t -t 
- 

AMoUNT CLAIMEo: l=----

Marl directly to:
EBCA, lnc.
PMB 350
2200 W¡nter Springs Blvd Su¡te 106
Oviedo. FL 32765-93¡14

SSAN:

OATE

NAME AND AGE OF CrlILD(ñEN):

NAÀ1É AND AODRESTi OF SERVIOE PNOVIOE&

lupoRTANT: yoü mutt ett¡ch ¡ copy ol wldonco lrom I lhlrd party lhowlng lho detc ol rervlce rnd exponrô you hsve lncuff€4 oô not rub¡nll s csnc¿llåd

cfieck. The spâñr. mu¡t b{ lncllñ€d du¡lng the cÙrrÛol Câftlorl¡ Plún yorr'

I hereby cert¡fy thls ¡s a valid expÊnse undar sec{ion 1 25 of the lnternal Revenue code. I certify my dependent ls under 13 yeârs ol ago and t'

clalm the dependent on my taxes as a dependent, or the dspsndent or spousã is incapable of carlng for himsell or herself and f claim as a

depandont on my laxes. ¡ do not clalm thls servlce pr'ov¡der as 8 depend€nt. This expense is for the purpose of enablíng me to work' This

expense has actu6lly been incurred by me snd has not been rêtmburs€d ln any way' nor will I cfaim thls amount as a Tax credit'

SocIALSEcxJBITYNUMBERoBTAXINoE¡{T¡FlcÀTIoNNUMBERoFSERV¡cEPRoVIDER;

For Admln¡stôtíve Use OnlY

Approved Amt 

--Plan 

Yesn 

-
D6crÍption:
Adm¡n, Codes'--/-

Ernployee Slgnalurol


