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Completion Guide

Step 1: Participant Information

Step 2: Recurring Dependent Care Flexible Spending Account (Dependent Care FSA) Information

Step 3: Dependent Care Provider Information and Signature

Step 4: Participant Certi�cation

• Complete the required �elds (*).

• Changes to your pro�le can be made by logging in to your account at www.DiscoveryBene�ts.com.

• Please note that missing information may delay the processing of your claim.

Read the certi�cation and submit the completed Recurring Dependent Care Form to Discovery Bene�ts. Send your claim to:

              Mail: PO Box 2926; Fargo, ND 58108-2926

              Fax: 1-866-451-3245

Select one option:

• Start Recurring Dependent Care FSA: Select this box if you are starting a new recurring reimbursement for dependent care 
expenses. 

• Change Recurring Dependent FSA Information: Select this box if you need to change information on a current recurring 
reimbursement. 

• Stop Recurring Dependent Care FSA: Select this box to stop receiving recurring reimbursement.

This section needs to be completed by your dependent care provider.

• Dependent Name:
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This form is to be completed each plan year and as changes occur when the participant wants to receive recurring 


