
SUPPLEMENTAL CLAIM FORM FOR OVER-THE-COUNTER DRUGS 
AS ALLOWED UNDER SECTION 125 OF THE INTERNAL REVENUE CODE 

 
 

       PRODUCT  NAME                             DATE PURCHASED                              COST                
 

 

 

 

 

 

 

 

 

 

 

 

 
THIS FORM MUST BE SIGNED AND ATTACHED TO A MEDIFLEX CLAIM FORM 
ALONG WITH SUPPORTING DOCUMENTATION THAT SHOWS THE NAME OF 
THE DRUG, THE DATE PURCHASED, AND THE COST (SUCH AS A CASH 
REGISTER  RECEIPT THAT SHOWS THE NAME OF THE PRODUCT.  IF THE 
RECEIPT DOES NOT CLEARLY SHOW THE IDENTITY OF THE PRODUCT YOU 
MUST INCLUDE A PHOTOCOPY OF THE PACKAGE.  VITAMINS AND MINERALS 
ARE NOT ALLOWED BY THE I.R.S.   CLAIMS WITHOUT THE REQUIRED 
INFORMATION WILL NOT BE PAID!   ***ADD THE ABOVE TOTAL TO THE 
REIMBURSEMENT REQUEST FORM TO WHICH IT IS ATTACHED!*** 
 
 
I certify that the above listed over-the-counter drugs were purchased for use only by myself 
and/or my dependent family members and that they were purchased while I was a 
participant in my employer’s Cafeteria Plan and they have not and will not be reimbursed 
under any other benefit plan. 
 
 
________________________________________               _____________________ 
                EMPLOYEE                                                                  DATE                                       


