Flexible Spending Program Election Form


(Including Premium Payment Plan)








Employer�
�
Employee Name�
�
Plan Year�
�
Social Security #�
�
# Pay Periods in the Plan Year�
�
Employee Home Address�
�
Division (as applicable)�
�
City	State	Zip Code�
�
Daytime Telephone�
�
Date of Birth�
�



Health Care Spending Account





The Health Care Spending Account allows you to use pre-tax dollars to pay for expenses which are not 100% covered or are ineligible for payment through any group health care plan(s) under which you or your spouse are covered. Please check your selection:





[ ] Yes, I elect to participate:	$ _____________________	(	_________________________	=	__________________________


	    Plan Year Contribution		# Pay Periods In the Plan Year		Pay Period Pre-Tax Contribution





[ ] No, I do not elect to participate.








Dependent Care Spending Account





The Dependent Care Spending Account allows you to use pre-tax dollars to pay for eligible dependent care expenses, which enable you and your spouse (if applicable) to work or attend school on a full-time basis. Please check your selection:





[ ] Yes, I elect to participate:	$ _____________________	(	_________________________	=	__________________________


	    Plan Year Contribution		# Pay Periods In the Plan Year		Pay Period Pre-Tax Contribution





[ ] No, I do not elect to participate.








Premium Payment Plan





The Premium Payment Plan allows you to pay for your portion of employer-provided benefits on a pre-tax basis. Please refer to the program literature for details on allowable pre-tax premium contributions. Please check your selection:





[ ] Yes, I elect to participate and have my premium contributions deducted from my paycheck on a pre-tax basis.








[ ] No, I do not elect to participate. I will pay for premium contributions on an after-tax basis.








I authorize the above elections and the subsequent adjustments to my base annual salary. I am aware that I have a grace period in which to submit reimbursement requests for expenses incurred during the plan year. Upon expiration of the grace period, any unused funds will be forfeited. I understand that my elections are binding for the entire plan year and cannot be altered unless I experience a qualified family status change and that I may experience future reductions in life, disability and Social Security benefits by participating in this Flexible Spending Program.











	


Participant Signature	Date





Please sign, date and return this form to your Benefits Representative on or before the enrollment deadline.








To be completed by Employer:








							


Date of Hire		Effective Date		Annual Salary		Payroll Number	





