LAKE ZURICH COMMUNITY UNIT SCHOOL DISTRICT 95
FLEXIBLE SPENDING ACCOUNT – SEPTEMBER 1, 2011 through AUGUST 31, 2012
Administered by Employee Benefits Corporation

I. GENERAL INFORMATION – PLEASE PRINT

EMPLOYEE NAME:	____________________________________________________________________________________

MAILING ADDRESS: 	____________________________________________________________________________________
(STREET)
			____________________________________________________________________________________
(CITY)				(STATE)				(ZIP)

SOCIAL SECURITY #:	________________________________

*********************************************************************************************************************************************************
II.	INSURANCE PREMIUMS
I understand that deductions will be automatically withheld from my paycheck for eligible employer sponsored medical and dental insurance premiums on a pretax (before tax) basis unless I return this form rejecting enrollment in the pretax plan as indicated in Section IV.
**********************************************************************************************************************************************************
III.	FLEXIBLE SPENDING ACCOUNT – $4.50 monthly service fee
Choose carefully as your election is binding for the entire Plan Year.  Any unused dollars remaining in your Flexible Spending Account at the end of the Plan Year will be forfeited.  Expenses/claims must be incurred during the Plan Year in order to be eligible for reimbursement.

______	I hereby elect to participate in the Flexible Spending Accounts

SPENDING ACCOUNTS – I understand that deductions will be withheld from my paycheck for eligible employer-sponsored insurance premiums on a pretax (before tax) basis.  I understand this election must be re-authorized each year.
 PER PAY		# PAY 		    ANNUAL 	  MAXIMUM
	 PERIOD		PERIODS	    ELECTION	  ELECTION
	
HEALTH CARE REIMBURSEMENT		 $___________	    x	_______   =	$___________	  $208.33 per pay period

DEPENDENT CARE *(Day care expenses	 $___________	    x	_______   =	$___________	  $208.33 per pay period
incurred during employment hours)

* Internal Revenue Service (IRS) limits apply based on your federal tax filing status.  Please contact your financial advisor for more information.

Effective date of coverage:   9/1/2011		First payroll deduction will be on 9/15/2011
********************************************************************************************************************************************
IV.	DECLINE PRE-TAX PLAN
I hereby decline participation in the pretax premium plan and authorize insurance premium deductions to be taken as a taxable deduction.	

Date:   _____________________		Employee Signature   _____________________________________________
**********************************************************************************************************************************************************
V.	AUTHORIZATION AND ACKNOWLEDGMENT
I understand that I cannot revoke or change this election during the Plan Year unless there is a qualifying "Change in Status" event that affects my or my dependents’ eligibility under this Plan or another employer plan. The rules regarding election changes and deduction maximums are described in more detail in the Summary Plan Description and governed by the Internal Revenue Service (IRS). I also understand that if I or my spouse participates in a Health Savings Account (HSA), eligible medical expenses under the Health Care Reimbursement Account may be limited.
I understand that I must submit a claim and appropriate documentation (e.g. explanation of benefits, itemized bill) for out-of-pocket Medical, Dental, Vision and/or Dependent Care expenses before I can be reimbursed. I certify that I will only submit claims for reimbursement under the Flexible Spending Accounts for eligible expenses incurred by myself or my eligible dependents, in accordance with the terms of the respective Flexible spending Account Plan. I certify that I will not submit claims for reimbursement under the Flexible Spending Accounts for amounts that have already been reimbursed by another source nor will I seek reimbursement for such amounts from any other source.
I agree, when necessary, to provide substantiation that any particular expense is eligible for reimbursement under the Plan, and to reimburse the Plan in cases where I have been erroneously or wrongfully reimbursed for an expense that is not eligible for reimbursement under the Plan. I also understand that, to provide services to my employer in connection with one or more employee benefit plans maintained by my employer, Employee Benefits Corporation may need ‘protected health information’ regarding coverage or benefits to me or my dependents under the Plan By signing this enrollment form, I hereby acknowledge that Employee Benefits Corporation will obtain ‘protected health information’ for purposes of the Plan and only for as long as Employee Benefits Corporation is providing services regarding the Plan. Any information disclosed pursuant to this enrollment form will not be subject to redisclosure by the Plan. 
I understand that our plan provisions will require that all medical reimbursement participants who have a positive balance (taking into account all claims submitted prior to termination) at the time of terminating employment will be provided with information regarding their COBRA options. If the continuation for the Health Care Reimbursement Account is not elected, I realize that I will not be reimbursed for any expenses incurred after the date employment terminates.

I also understand if I terminate employment prior to the end of the Plan year, I will be responsible to pay the 3-month service fee for run out claim processing.

Date   _____________________ 		Employee Signature   _____________________________________________

PLEASE NOTE THIS FORM SHOULD ONLY BE SUBMITTED IF YOU ARE ENROLLING IN THE FLEXIBLE SPENDING ACCOUNT OR IF YOU DO NOT WANT HEALTH PREMIUM DEDUCTIONS TAKEN ON A PRE-TAX BASIS.  
