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FLEXIBLE BENEFIT PLAN -- PARTICIPATION ELECTION FORM
January 1, 2010 through December 31, 2010

Employee:










(Please print)
I understand I will automatically be enrolled in the Premium Redirection portion of the Plan, which will continue each year without re-enrollment.  I understand that if I do not want to have my insurance premiums taken on a pre-tax basis a separate waiver form must be completed in Human Resources.
[    ]
Yes, I will participate.  I hereby elect to enroll in the following benefit plans:


     [   ]
Cash in Lieu of Insurance
I hereby certify that I have coverage elsewhere and elect cash in lieu of benefits, split between the first two pay periods of the month. Taxable dollars I elect to receive instead of the following insurance coverage(s) are: (indicate with your initials)





Medical
$200 per month





Dental

$15 per month





Vision

$10 per month



 [   ]  DEPENDENT CARE ASSISTANCE



 $

 per year.

You may set aside up to $5,000 (or $2,500 if married, filing separately) per year to pay for employment related Dependent Care expenses.


     
[   ]
 FLEXIBLE SPENDING ACCOUNT



 $

 per year.



Tax-free dollars set aside to pay for eligible expenses not covered by your Health Insurance Plan. 

(Maximum annual limit is $2,500).

·  I understand that:
· I cannot change the above elections during the Plan Year unless I experience a change in family status.

· My Social Security benefits may be reduced by the election.


· Insurance benefits under certain coverages may be subject to taxation when premiums are paid by salary reduction or employer contributions.

· This election replaces any previous elections and will terminate on the earlier of:  (1) the end of the plan year, (2) when I am no longer being paid compensation in an amount at least equal to my total salary reduction, (3) termination of my employment, or (4) termination of the plan.
· My employer may reduce or cancel this election, if necessary, to comply with provisions of the Internal Revenue Code.

· I understand that any unused balance in the reimbursement accounts at the end of the Plan Year will be subject to forfeiture.

[   ]
No, I will not participate.

Signature of Employee:_________________________________________________Date:_______________________
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