MONROE COUNTY
PARKING TRANSIT REIMBURSEMENT PROGRAM
CLAIM FORM

Part I: Employee Information (Please Print)

Employee Name: Employee Social Security Number:
Address: New Address?
O YES
0 NO
Daytime Phone Evening Phone

Part II: Parking Claims Information (Please Print)

Garage/Lot Covered Date of Service Amount Claimed

Total Amount Claimed $

Employee Statement:

I request payment from my Parking Transit Reimbursement Program for the expenses itemized on this claim ferm. 1 certify
that I have not received reimbursement under this Plan or from any other source for these expenses and that I will not seek
additional reimbursement for the amount(s) paid by this Plan. I further certify that I have met all requirements for eligible

expenses under this Plan. I understand that expenses for which I have been reimbursed cannot be claimed on my personal

income tax return.

Employee Signature: Date:

Send completed claim form to: Health Economics Group, Inc. (585) 241-9500, ext. 504
1050 University Avenue, Suite A (800) 666-6690, ext. 504
Rochester, NY 14607 FAX: (585) 241-9518

www.heginc.om



