
 
 

Claim’s Fax Number   (301) 977-5660         Questions?  Call:  1-800-787-FLEX   
                            The 125Company, Inc.       

   
 
PARKING REIMBURSEMENT CLAIM FORM 
 
Company Name: ____________________________________ 
 

Employee’s Last Name:    ___  First Name_________    MI  
 

Social Security:    _ Day Phone #: _______________________________________ 
 

Address:               
 

City:        State:___________ Zip Code:__________________ 
 

 Check here if this is an address change. 

REQUEST FOR REIMBURSEMENT 
 
You MUST attach a copy of the monthly parking receipt or bill, verifying the amount of parking, name of person 
receiving service, and the cost to the back of this form.  Use additional sheets if necessary. 
 
 
DATE (S) OF SERVICE 

 
NAME OF PARKING 

PROVIDER 

 
FOR WHOM 

 
COST 

 
TOTAL AMOUNT OF 
ATTACHED BILLS, 

RECEIPTS, ETC 
 
 

 
 

 
 

 
$ 

 
 

 
 

 
 

 
$ 

 
 

 
 

 
 

 
$ 

 
$_______________ 
Less amount(s) from 
other sources 
$_______________ 

 
 

 
 

 
 

 
$ 

 
 

 
 

 
 

 
$ 

 
 

 
 

 
 

 
$ 

 
 

 
 

 
 

 
$ 

 
 

 
   TOTAL PARKING FEE AMOUNT REQUESTED: 

 
$    

 
To the best of my knowledge and belief, my statements on this Request for Reimbursement are complete and true.  I 
understand that I am solely responsible for the validity of claims submitted to my Parking Reimbursement Account.  I 
am claiming reimbursements only for eligible expenses incurred by myself and certify that these expenses have not 
been reimbursed under this plan or by any other source and that they will not be reimbursed by any other source.  I 
hereby authorize my Parking Reimbursement Account to be reduced by the amount(s) shown above. 
 
Participants Signature: 

 
Date: 
 

 
KEEP A COPY FOR YOUR RECORDS 


