

	EMPLOYEENAME: 
	undefined: 
	ADDRESS: 
	CITY: 
	ZIP: 
	EMPLOYER: 
	DAYTIME PHONE: 
	MEDICAL: 
	VISION: 
	DENTAL: 
	TOTAL HEALTH CARE EXPENSE: 
	TO: 
	TO_2: 
	Oate: 
	state: 
	other: 
	from: 
	name of dependent: 
	amt of expense: 
	from2: 


