[. Personal Information {Please print clearly and provide complete and accurate information. )

]

oliment Form

and Dependent Care
spending Accounts

Employer Use Only
Re-enrodiment _ New _ Change __

Lifective Date

1st Deduction Date
Payroll Mode W B S M @

Division Code

Your Employer:

iiember #
{This may be your SSN or emp!oya assigned number)

Address

Your Name

City

{Lash)

. State

{Firsl) (1A%

O Check i this address is new wilhin fzst year.  Date of Birth

o

Hire Date

. Election Information {Please check the apprapriate box fo indicate if you wish to enroll, or do not wish to enroil, and sign belew.|

(7 Yes, ! wish to participate in the fiexibie spending account plan and authorize payroll reduction from my salary on a pre-tax basis in the amounl(s) {ndicated

below, and coniinuing urtil this election is amended or terminaled or unti} the Plan Year ends.
aulomalically reduced from my compensation on a pre-1ax basis.

Employer-sponsored benefil coverage contsbutions are

[ I have been offeret the spportunity to enroll in the fiexible spending account plan and do not wish o enrcll al this ime. However, my employar-spensored
benefil coverage confribulions are automalically reduced from my compensaticn on a pre-lax basis,

BENEFIT CHOICES

:ealthcare Flexible Spending Account

The minimum andlor maximum contrbution amounls are
Jetermined by your employer.

'ependent Day Care Flexible Spending Account

“he minimum contribulion amount Is detesmined by your employer;

Jowever the maximum contiibution amount of $5,000 is sei by the

RS,

" martied, and your spouse is disabled, a full-time student or earns
=ss than you, lower limils may apply. Please refer {o the RS
-uidedines for further informalion.

nderstand that:

PER PAY.PERIOD
AMOUNT

$ .

NUMBER OF
PAY PERIODS

PLAN YEAR
AMOUNT

$ .

This election can only be changed or revoked during the Plan Year If | have & change in sialus as defined in the Plan or if | am no lenger eligible (o
padicipale. The new election must be consisten! with my change in slalus, must be applied fer within 30 days of the change, and is subject 1o final approval

by my employer.

This election will be automalically changed or cancelled, If necassary, to comply wilh provisions of the Inlernal Revenue Code or if reguired employer
sponsored benefil conlribulions increase or decrease. ,

The maximum exclusion under a Dependent Care Reimbursement Account for married individuals filing a joint refurn is $5,000 per calendar year. Married
individuals filing separately will gel a lower exclusion ($2,500 per calendar year). RS Form 2441 must be filed with my pérsonal income tax return.

Any amounts remaining in my reimbursement accounls at lhe end of the Pian Year will be forfeiled.

Satary conlribuied into one reimbursement account cannot be transferred and used for expenses In any other accotnl
A new Earoliment Form must be completed sach Plan Year. If | do not complele and refurn an Enrellimenl Form during Open Enrollmen, | forfeil th

apportunity o parlicipale in {he Benefil Choices cullined above.
Soclal Security and Medicare taxes are nol belng withheld on the amounl of my salary reduction under this election.

The amoun! of salary reduclions may not be claimed on my or my spouse's income lax refurns,
if my employmenl terminates, enly medical expenses incurred lnrough my perod of coverage as defined in the Plan can be considered for reimbursement

{ understand all claims submilted for relmbursement are subjeel {o substanbiation requirements and | am required to, and agree {o, provide documentation as

requesied.
Hf-using the PayFlex Debit Card, [ agree to use the card for eligible expenses onfy and retain all lemized receipts/statements. | agree fo read ang adhere (0
the cardhalder statement | receive with the card and t undersland the card is subjecl to inactivation if | do not comply with the provisions or ugon ferminatien

of employment
Any expenses | pay for with the PayFlex Cebil Care or for which 1 claim reimbursemant will not hava been nor will | seek 1o have reimbursed elsewhere.

. Pre-Authorization for Direct Deposit {If you are already enrolied in direct deposit or do not wish to, ignore this section.
| authorize PayFlex Systems USA, Inc, to inifiate & credit and/or debit eniry to my account for my PayFlex reimbursements
s agreement is to remain in full effect until written notification is supplied by me to Payliex terminaiing this agreement

JOIDED” CHECK MUST ACCOMPANY DIRECT DEPOSIT APPLICATICN

Rev.1/2012

=mployee Signature




