[image: image1.png]


Complete and Return to your Benefits Department 
2018 FSA Enrollment/Change Form
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EMPLOYEE BENEFITS
HR SUPPORT SERVICES

Jaeger & Flynn Associates, Inc.



  Tell us about yourself:

	Name (First Name + MI + Last Name) 

	Social Security #


	Gender

 Male    

 Female 
	Date of Birth (MM/DD/YY)



	Mailing Address (Street, Apt No.)


	City


	State


	Zip Code


	Telephone



	Email Address (required if you elect Direct Deposit)



	    

	 COMPANY (PLEASE CIRCLE)     
                                           AHRC         BCCS          ADV. CARE         CITIZENS         FOUNDATION         
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  Information about Family Members you want enrolled under your plan:

	Name (First Name + MI + Last Name)
	Social Security Number
	Date of Birth
	Gender
	

	Spouse 
	
	
	 M 
 F
	

	Dependent             Child     Other
	
	
	 M
 F 
	

	Dependent             Child     Other
	
	
	 M
 F 
	

	Dependent             Child     Other
	
	
	 M
 F 
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  Which Plan Type(s) & Coverage Amount(s) are you Enrolling In?

	MFSA:       General-Purpose 
                    $__________ per pay x _____ deductions in Plan Year  = $___________ MFSA Election     (Max Of $2,650) 
DCAP:  Dependent Care Assistance:  $______per pay x _____ deductions in Plan Year = $_____Election (Max of $5,000)
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  How do you want to be reimbursed?

	  Check—mailed to your home address  

  Direct Deposit—to a personal bank account (complete Direct Deposit Authorization Form if not already on file)
 Debit Card—to a debit card (complete Debit Card Authorization Form if not already on file)
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  Employee CERTIFICATION:

	I hereby certify that the above information is correct.  I further certify that I have read and agree to the Terms and Conditions outlined on the reverse.
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             _______________________________                          ___________                              

                        Employee Signature                                                             Date Signed                               

	TO BE COMPleted by employer:

	Benefit Effective date:  ________________      
Employer Signature: _______________________      Date Signed:  __________     
  


Terms & Conditions:
If I have elected to participate in a Medical Flexible Spending Account (MFSA) or Dependent Care Assistance Program (DCAP), I understand that an amount equal to the annual contributions for the coverages I have elected, divided by the number of pay periods in the Plan Year, will be deducted on a pre-tax basis from each of my paychecks (unless another method is prescribed by the Plan Administrator) to pay for the coverages that I have elected. 

Important Information for MFSA Participants: If you are separately electing to participate in a Health Savings Account (HSA), HSA benefits cannot be elected unless the Limited-Purpose Medical Flexible Spending Account option is selected. In addition, if the MFSA includes a Grace Period, and if you have an election for the MFSA benefit (other than the Limited-Purpose MFSA option that is in effect on the last day of a Plan Year, you cannot elect HSA benefits for any of the first three calendar months following the close of that Plan Year, unless the balance in your MFSA (determined on a cash basis) is zero as of the last day of the Plan Year. For more information about how MFSA benefits can affect your eligibility to make HSA contributions (and your spouse’s eligibility to do so, if you are married), please see your employer’s Plan Summary.

Income Exclusion for DCAP Benefits: I understand that the amount of DCAP benefits that I am able to exclude from my income may be less than the $5,000 maximum permitted under the Plan. I have no reason to believe that the amount of DCAP benefits that I am electing will exceed my applicable statutory limit (Note: Your applicable statutory limit is the amount you can exclude from income for DCAP benefits and will depend on your marital status, tax filing status, and your own and your spouse’s earned income. For example, certain individuals who are married and file a separate tax return can only exclude $2,500 of DCAP benefits from their income.)
For the MFSA and DCAP, I understand that I cannot change or revoke this election (“Agreement”) as of any date prior to the next Plan renewal date, unless a Change in Election Event occurs as defined in the Plan (e.g., termination of employment, divorce, marriage, etc.), and the election change is on account of and is consistent with the Change in Election Event, as described in the Plan. 

For the MFSA and DCAP, I agree that my compensation will be reduced by the amount of my required contribution for the benefits that I have elected under the Plan, and that such Salary Reductions will continue for each pay period until this Agreement is amended or terminated. Salary reductions under this Agreement reduce my Compensation for Social Security tax purposes. This means that my Social Security benefits could be decreased because of the decreased amount of compensation that is considered for Social Security purposes. If any unused amounts remain in my MFSA or DCAP accounts after reimbursing my eligible expenses incurred during the Plan Year or Grace Period (if applicable), these amounts will be forfeited. Prior to the end of each Plan Year, I will be offered the opportunity again to elect coverage for the following Plan Year. If I do not complete and return a new Agreement at that time, then I will be treated as having elected to waive all pretax benefits under the Plan and my pretax coverage will cease at the end of the Plan Year, subject to any rights I may have to be reimbursed for medical care expenses incurred during any applicable 2 1/2 –month Grace Period following the Plan Year from unused amounts in my accounts.

For All Plans:

I consent to receive electronic communications at the email address specified in this Form, for any and all matters permitted by law regarding the Reimbursement Plan which is sent by, or on behalf of, the Plan or my employer. I certify that I have access to the above email address and am able to receive electronic messages with attachments at that email address. Should I subsequently provide the Plan Administrator with a different email address to use for these communications, this consent shall apply to that email address also. I understand that I may request a paper copy of any correspondence provided electronically at no charge by contacting the Plan Administrator in writing. Neither the Plan, nor the Employer, nor any agent of the Plan or Employer, shall be held liable for my not having received any communication by virtue of my inability to receive the communication at the email address I have provided. Any electronic communication sent shall be deemed to have been received by me. I may revoke this consent at any time by notifying the Plan Administrator in writing. If I should no longer have access to the email address last provided to the Plan Administrator, I shall immediately provide a new email address or revoke this consent.  

I agree to notify the Plan Administrator in writing of any changes to my personal information that may affect the administration of my reimbursement benefits. This includes but is not limited to: changes in my mailing address; change of first or last name; change in email address (if provided); change of election amount (in the event of a qualifying event); and change of direct deposit banking information (if provided). I understand that neither my employer nor the Plan Administrator will be held liable for any delays or problems in the administration of my Plan or issue of my reimbursements, in the event that I fail to provide them with this information in an accurate and timely manner.

I agree to be responsible for paying any fees associated with having the Plan Administrator reissue reimbursement checks to me, in the event that initial payments issued to me are lost, stolen, misplaced, or otherwise not received by me in a timely manner. I agree to notify the Plan Administrator in writing, in the event that I wish a check to be reissued.
If the Plan Administrator determines that an expense I submitted for reimbursement was not a qualified expense under the Plan, I shall immediately reimburse the Plan for the entire amount of the unqualified expense. If I fail to timely reimburse the Plan, I understand that amounts may be withheld from wages or from otherwise valid expenses under the Plan in order to reimburse the unqualified expense.
If I am enrolled in a benefit for which a JFA Flex Debit Card is issued to me or my eligible dependents, I certify that I will only use the JFA Flex Debit Card to purchase eligible healthcare and/or dependent care products and services, as defined by the Plan. I certify that I will not seek reimbursement from any other source for the expenses paid for with the JFA Flex Debit Card. If I receive reimbursement erroneously, or do not provide timely substantiation when requested, I agree to repay the Plan, and have my JFA Flex Debit Card deactivated until such repayment is made. I agree to allow my employer to deduct ineligible debit card expenses/purchases from my wages, in the event that I do not provide timely substantiation of my transactions to the Plan Administrator, or if I otherwise utilize the JFA Flex Debit Card in a non-compliant manner.  
†Employer “rounding rules” may apply, which may result in a slightly lower annual withholding than elected

‡Employees enrolling in both the FSA and HRA need complete this Form only one time

* HICN is the Medicare eligibility number. In accordance with Section 111 of the Medicare, Medicaid, and SCHIP Extension Act of 2007 (MMSEA), Jaeger & Flynn Associates, Inc. is required to report HRA eligibility to the federal government. Note: If the Medicare-enrolled individual is under age 65, please indicate if the individual is entitled to Medicare due to End-Stage Renal Disease (ESRD).
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