Submitting your Health Care Claim

Review these instructions before submitting your claim...

@GO Green! Submit Claims online... FAX @ MAIL e

Visit:
WageWorks Spending Accounts,
https://myspendingaccount.wageworks.com 1'866'643'2219 ..
P.O. Box 34700, Louisville, KY 40232
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*Please note that your employer’s pursing rules determine which account your claim is paid from*

For Questions Callg Customer Service : 1-888-557-3156



Submitting your Dependent Care Flexible Spending Account Claims

Review these instructions before submitting your claims!

@ Go green! Submit claims online! FAX @ MAIL ©

Visit: WageWorks Spending Accounts,
https://myspendingaccount.wagewarks.com 1-866-643-2219 P.0. Box 34700, Louisville, KY 40232

IMPORTANT NOTE: Dependent Care FSA Expenses are generally considered eligible when incurred for expenses related to care of a dependent less than 13
years of age. Exceptions may be allowed if documentation verifies that dependent is incapable of self-care. The care must be provided in order to allow the
parent(s) or legal guardian(s) to work or seek employment on a full-time basis. Eligible dependents are also defined in your Summary Plan Description.
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For Questions Call QCustomer Service : 1-888-557-3156



