
DEPOSIT REPORT

COMPANY NAME:_______________________

FOR PAY PERIOD ENDING:_______________

This form should be completed and returned with each deposit.  Please attach additional
changes as necessary to reconcile differences from last deposit.

LAST DEPOSIT WAS: $                                         

CURRENT DEP OSIT: A. DEPENDENT CARE                       $                                         

B. UNREIMBURSED MEDICAL $                                          

C. OTHER $                                          

TOTAL FLEX DEPOSIT: ADD (A - C)            D $                                          

YOUR LAST DEPOSIT:            E  $                                          

DIFFERENCE: (D MINUS E)            F  $                                          
                (IF DIFFERENT, PLEASE INDICATE CHANGES BELOW

PLEASE COMPLETE CHANGES BELOW

Employee Name                                                                           SS#                                                              

CIRCLE APPROPRIATE ACCOUNT: DC URM OTHER PLUS OR MINUS $                                          

REASON:                                                                                                                           

Employee Name                                                                           SS#                                                              

CIRCLE APPROPRIATE ACCOUNT: DC URM OTHER PLUS OR MINUS $                                          

REASON:                                                                                                                           

Employee Name                                                                           SS#                                                              

CIRCLE APPROPRIATE ACCOUNT: DC URM OTHER PLUS OR MINUS $                                          

REASON:                                                                                                                           

ADD ALL CHANGES, THIS AMOUNT SHOULD EQUAL TO COLUMN (F).  USE MORE THAN ONE FORM IF 
NECESSARY

SOUTHERN ADMINISTRATORS AND BENEFIT CONSULTANTS, INC
601-856-9933
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