
Employer Name:

Employee Full Name:

Member ID (which may be your SSN):

I (Name):                                                                       the (Title): 

of (Company Name):                                                                                       (”Company”), hereby exercise the

authority of the plan sponsor and plan administrator of the (Plan Name): 

Plan (”Plan”) with regard to the payment of claims under the Plan, and hereby direct Ameriflex to reverse the 

below transaction:

Transaction to Reverse:

Date of Card Transaction: 

Plan Type (Check One):  FSA          HRA          Other

Description of Expense: 

Amount of Expense:

Please indicate the correct plan year and account type the transaction should be moved to, as well as the 
amount to be moved: 

Plan Type (Check One):  FSA          HRA          Other

Signature Date

Send completed form to: Ameriflex Claims Department
Email: claims@myameriflex.com   Fax: 888.631.1038   Mail: P.O. Box 269009, Plano, TX 75026

Transaction Reversal Request Form

844.423.4636 (INFO) myameriflex.com

Plan Year:

Amount to be moved:
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