
F/ CHA/) RDSNYDER
Lane ESD
2018-19 FSA Enrollment Form

You will be making elections for the October 01, 2018 through September 30, 2019 Plan Year. After completing this form, please sign, date, and

return it to your Human Resources Department on or before the end of your enrollment period.

SECTIOIS A: PARTICIPANT PROFILE - Flease Print Legihly

First Name Home Phone (

Middle lnitial Work Phone (

Last Name Date of Birth (mm/dd/yyyy) I I

Social Security Number : Gender E Female E Male

: Email Address Marital Status E Married E Single E] Domestic Partner

Address Line 2Address Line 1

City 1 Date of Hire (mm/dd/yyyy) I I

State , Z¡p CoO" Division (if applicable)

Are you enrolling a Domestic Partner? ! No E Yes (Name: / SSN:

Healthcare - Flexible Spending Account (FSA)
Out-of-pocket medical, dental, and vision expenses.
Contribute up to $2,650 for the plan year (Min $0).

Imþortant Note Reaard¡ns Req¡stered Domestic Paftnerships (RDP): The total amount that may be
contr¡buted by an employee who has a same-sex RDP to the Federal FSA plus State FSA must be
no greater than the amount that could be contributed to a Federal FSA.

Employee (Fed + State): $ _
+

EYes ENo RDP (state only):

Total: $_

Employee (Fed + State): $ _i
+Limited Healthcare - Flexible Spending Account (LMT)

For HSA Enrollees - Used for dental and vision expenses only
Contribute up to $2,650 for the plan year (Min $0).

D Yes ! No RDP (state onry):

Total: $

: Dependent Dayca
Child (covered up to

lf married filing jointly or single - Contribute up to $5,000 for the plan year.
lf married filing separately - Contribute up to $2,500 for the plan year (Min $0).
*lRS regulafions sfa te that a pañicipant may only elect a maximum of $5,000 per calendar year (January thru Decenber).

tf your plan runs off-calendar or if you are enrollíng in a shotf plan year, keep this in nind when making your election(s).

DEPENDENT INFORMATION

My Dependents

, Spouse Name DOB

Employee (Fed + State): $
+

! Yes fl No RDP (state only) $

Total: $

My Domestic Partner's Dependents (if applicable)

Child Name

re - Flexible Spending Account (DCAI
1 3th birthday) and/or adult daycare expenses

, Child Name . DOB
lDoB

Child Name

Child NameI Child Name

Child Name DOB Child Name

Child Name , DOB ; Child Name

SECTION G: PARTTCTPANT AUTHORIZAT¡ON

Signature Date I I

ÞÍR Us'E CINLY (FOR MID-YEAR NEW ÞtlRES) - ffiust þe HR ta se*ding to Chard Snyder

Employee Effective Date I I l"tContribution Date I I lnitials
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PARTICIPANT ACKNOIIVLEÞGEIIÍEN:f.S & ÂUTI'|ORIZÂTÌON,S (SEE EELOW)

FLEXIBLE SFE'I¡T}II\¡G ACCOUNT - ACKNOWT-EÐGEIT¡'ENT & AUTHORIZATIOIII

All sections may not apply. Each section ¡s only app!¡cabte if you are electing to part¡c¡pate ¡n the plan/opt¡on.

I understand that:

can¡ed over into the new plan year up to my plan's allowed carryover maximum. Funds remaining above my plan's allowed carryover maximum will be forfeited.

or death) or in employment status.

during the Plan Year).

' I cannot itemize and deduct my out-of-pocket expenses âgain on my IRS Form '1040 for any accounts in which I am enrolled (premiums, health and/or daycare).
' I am required to save all receipts for benefit card purchases in case I should be audited by the lRS.

I understandthat:
. I have received, reviewed and understand the procedures ofthis beneftcard.

' Benefìt card funds are authorized only for the payment ofqualified expenses as outlined in my employer,s plan document.

' I cannot item¡ze and deduct my oulof-pocket expenses again on my IRS Form 1040 for any accounts in which I am enrolled.. I am rcquircd to sovc ell receipts for benefit card purchåses in casc I should be auditerl by thc lRS.

' lf I use my benefit card for ineligible expenses, I will be required to pay back the amount that was not covered by my plan.

' lf I do not repay amounts used for ineligible expenses, my employer and/or Chard Snyder has the right to cancel my benefil card and deduct this amountfrom my salary.. These funds have not or will not t¡e reimbursed under any other plan coverage.

' Chard Snvder will not be held responsible for processinq duolicate claims that I have submitted in enor.

' The benefit card may not be accepted at all merchants that accept VISA or Mâstercard.. I must check with my employer to verify the monthly fee, if any, to add to the benefit card.
I understand and agree to the terms and conditions specified on this form and author¡ze Chard Snyder to complete my request as indicated.

I understand lhat:

' My financial institution can receive transactions via electronic transfer and the bank information prov¡ded can serve this purpose.

and/or debit the same to such account.

ó1 my linancral ìnsütutton ln depostttng lunds to my account.

incuned and charged to me by my fnancial inst¡tution.

' Dhect deposit of my reìmbursements shall commence within 4 (four) weeks ofreceipt of this form.

information, cancellation of direct deposit by my employer or in the event that processing fees are ¡ncured and are unpaid for a period of-60 óays.'
hereby agree to and understand the information on this form and authorize Chard Snyder to complete my request.

BENEFIT CARD - ACKNOWLEDGEMENT & AUTHORIZATION.:

DEPOSTT . ACKNOWLEDGEMENT & AUTþIORIZATION
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