
Flexible Spending Account (FSA) Tax-Free 
Transportation/Parking Reimbursement Claim Form 

 
(This claim from is used for the intent of Transportation/Parking Reimbursement ONLY) 

 
 

Employee Name: ________________________________ Employer Name: _________________________ 
 

Address: ______________________________________ SSN: __________________________________ 
 

City/State/Zip: __________________________________ Phone: _________________________________ 
 
 

Qualified Parking Expense 
Name of Parking Facility Monthly Service 

Incurred 
Address of Parking Facility Amount 

Incurred* 
    
    
    
    
    
    
 Total Amount:  

    *Attach a receipt/statement from the parking facility or transit provider showing amount and dates of service. 
 
 

Qualified Transit Pass/Commuter Highway Vehicle Expense 
Name of Parking Facility Monthly Service 

Incurred 
Expense Description Amount 

Incurred* 
    
    
    
    
    
    
 Total Amount:  

     *Attach a receipt/statement from the parking facility or transit provider showing amount and dates of service. 
 
 
The undersigned participant in the Program certifies that all expenses for which reimbursement is claimed by submission of this form were incurred during a 
period while the undersigned was covered under the Employer’s Tax-Free Transportation Program with respect to such expenses and that all expenses for 
which reimbursement is claimed by submission of this form were incurred for any parking on or near the business premises of the Employer, on or near a 
location from which participant commutes to work, and/or for regular daily direct commute from home to work and return. The undersigned understands that 
he or she alone is fully responsible for the sufficiency, accuracy, and veracity of all information relating to this claim which is provided by the undersigned, 
and that unless an expense for which payment or reimbursement is claimed is a proper expense under this Program, the undersigned may be liable for 
payment of all related taxes including federal, state, or local income tax on amounts paid from the Program which relate to such expense. 
 
 
Signature: ______________________________________________ Date: _____________________ 
 

 
 

P.O. Box 1748 / Cordova, TN / 38088 
1-800-737-0125 Toll Free / 901-756-8244 Local / 901-756-8322 Fax / claims@cpnflex.com E-mail 
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