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SUBMITTING FSA CLAIMS

All claims for dates of service in 2023 must be submitted by 03/31/2024 for
reimbursement. Only $550 of unused funds from 2023 will be rolled into your
2024 account and available on 04/01/2024.

HOW DO | SUBMIT A CLAIM?

Follow 3 easy steps to file an FSA Claim!

1. Login to your Tax Saver Plan account.
2. Select the "Claim Center" dropdown option on the left menu.
3. Select the "Submit a Claim" option and fill in the blanks.

IMPORTANT INFORMATION

Make sure to attach ALL All receipts MUST BE ITEMIZED.

supporting documents such If the receipts are not itemized,

as itemized receipts and they will not be accepted. Click

EOB's BEFORE submitting here to view a list of items that

your claim. are typically covered under
FSA.

For any questions regarding your balance or navigating the Tax Saver portal, please contact
a customer care representative at 1-800-328-4337 or email csr(@taxsaverplan.com.

For additional information regarding Tax Saver or Flexible Spending Accounts, please visit
Benefits.Jones.com or contact your HR Liaison.

RECEIPT e

BAND-AID +



https://www.taxsaverplan.com/
https://jones2022.mybenefitsapp.com/wp-content/uploads/sites/2798/2020/11/TaxSaver-FSA-Eligible-Expenses.pdf
https://jones2023.mybenefitsapp.com/flexible-spending-accounts/
https://jones2022.mybenefitsapp.com/hr-contacts/

TaxSaver Plan

Your Satisfaction Is Our Success
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WEBSITE PORTAL CLAIM SUBMISSION

STEP 1: Log into your account at TaxSaverPlan.com

STEP 2: Select the "CLAIM CENTER" dropdown on the left screen menu
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STEP 3: Select the "SUBMIT A CLAIM" option and fill in the blanks.
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Please review and acknowledge the following claim requirements:

have read the terms of claim submission, and am aware that my documentation of the claims must acourately

repréedent the expenditures that constitute the ope of ¢lam,
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TIP: Be sure to attach your supporting documents [itemized receipts /Explanation of Benefits] to ensure
faster processing. Receipts MUST BE itemized. Most claims will be processed within 2 business days.


https://www.taxsaverplan.com/

TaxSaver Plan7 W

MOBILE APP CLAIM SUBMISSION

STEP 1: Select the "CLAIMS" option. STEP 2: Fill in the blanks.
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L. CALL SUPPORT

STEP 3: Be sure to select the proper claim STEP 4: Complete the attestation.
type, claim amount, and attachment(s).
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