Manley Services

Claims Address:  P.O. Box 2797, Portland, OR 97208-2797
Claims Fax:  1-866-446-6090
Phone 541-485-7488 or 1-800-422-7038
Flexible Spending Account

Flexible Compensation Benefit Analysis Worksheet
Name: 

Social Security #: 


Date of Birth 

Sex 

Employer 



Un-reimbursed Health-related expense(s)


Estimated un-reimbursed medical costs per year for you and your family:
Health Insurance Deductibles
$ 


Co-Insurance or HMO co-pay
$ 


Vision Care (eye exams, contacts, eye glasses)
$ 


Routine Exams (Ob-Gyn, physicals, etc.)
$ 


Travel Costs Related to Medical Care
$ 


Prescription Drugs (including birth control)
$ 


Wheelchairs, Crutches, Medical Appliances
$ 


Dental Expenses (i.e. Examinations, Orthodontia, etc.)
$ 



TOTAL:
$ 


·   12*  (months)


=
$ 
(1)
(Per Month Average Health Related Expenses)

Dependent Care Expense(s)


How much do you or your spouse pay monthly for 


dependent childcare either to sitters or a childcare facility?

$ 
(2)

Grand Total: ( 1 + 2 )
  =
$
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