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Transportation Statement

NAME OF EMPLOYEE

Calendar Year 2009

PLAN SPONSOR

FSA - Mileage to Medical Provider (please complete this section)
Date of Medical Mileage
Member ) . - Total Miles Rate / Mile Total Claimed
Services Beginning Ending
$0.24 |$

FSA - Parking Fees and Bus, Taxi, Train Fares to Medical Provider (attach receipts)
Date of Medical . . Amount
Member Services Name of vendor Type (parking, bus, taxi) Claimed

$

Commuter — Transit & Parking at Work (attach receipts)

Date of . . Type (parking, bus, Amount
Member Expenses Name of Service Provider vanpool) Claimed

$

Total Claimed | $

The undersigned participant in the Plan certifies that all expenses for which reimbursement or payment is claimed by
submission of this form were incurred while the undersigned was covered by the plan with respect to such expenses.

EMPLOYEE'S SIGNATURE DATE




