for Office Use Cnly

{1 New Enroliment d Change
Choice Trust SECTION 125 FSA PLAN O Effective
ENROLLMENT FORM =/ ER Funding 3
Employee Employer: _Lane Community College Emplovee #: L
m
Information Empioyee Name: Soc. $ec. No.;
CHECK BOX IF | Home Address: - . -
NEW ADDRESS ’ Strems Ciy State Zip
o Daytime Phone:
]
Job feheck one) T Faoulty [ Classifisg Tt Management T Other
* . . and
Classification {check one) T Full-Time O Pan-Time
Coverage | Plan Year in which you are enralling! From: 1 ;1 ;2010412 ;31 (2010
Period Effective daié for your elections under this form: _
Premium Wheo you enroll for Health Insurence Plan coverage, you arv sptomatically carolicd in the Premium Payments Program of the
Pavments Section 125 Plan, The premiums vou are required to pay are then deducted from your paycheck and paid on a pre-tax basis. This
¥ ; payment method is preferred by most people. However, if you wish, you can opt out of the Premium Payment Program. 1f you
(Optional Opt #o, the required presmiums will still be deducied from your paycheck, but on ap afler-tax basis. (Note the Premium Payment
Out Election) Progran: is the snly way to pay your required health insursnce premiums on a pre-tax basid, They cannotbe clzimed ass
reimbursable expense from your Heaithcare Expense Reimbursement Account.}
Opt Out Election {optional): By signing here ¥ N/A
Employ=e Signature Date
! elect 10 opt oui of the Premium Payment Program.
Number of
_ Per Pay Period Pay Periods Annual
F"X‘Pense Amount X In-Coverags Period* = Amount
| Reimbursement | Healthcare Expense
Accounts Reimbursement by X $
*Eill in the number af
payroll dates from the | Dependent Care Expense 5 X = §
effective date of your | Rmubumuleqt .
elections through the | S6€ back for maximans)
iust day of the Plan
Year. (Referio the
Coverage Period Total . _ 5
section altove. )
Salary Please enroll me for the benefits 1 have r:lscmd above. | authorize my smployer 0 reduce my pross paycheck to pay for the
Reduction coverage(s} | elected above. 1have received the explanation of nry options under the Section 125 Plan and 1 have read the
An ) coverage conditions {isted on the back of this form,
oreemen
X
Emplovee Signatre Trate
Waiver of
By signing here N/A
g;;’;e'r aile} Employee Signature Tare
(Option

1 acknowledge that the Section 125 Plan has been offered to me and ] slect not to panicipate.

SEE BACK OF ¥FORM FOR FURTHER INFORMATION




COVERAGE CONDITIONS

in Consideration of my employer allowing me to participate in the Flexible
Spending Account (FSA), | acknowledge and agree 1o the following:

ACCEPTABLE FSA PLAN TERMS:

1 agree to abide by the terms, conditions and
provisions of the FSA contained in my
Empioyer's Plan Document. 1 acknawiedge my
right 1o examine the Plan Document or obtain a
copy of it by giving reasonable advance notice
and paying a reasonable cost

RESPONSIBRITY. _

t acknowledge that the intermal Revanue Code
permits me 1o claim reimbursement onfy for my
tax deductible expenses inturred altet the
effective date of my FSA elections and |
assume hall responsibility for alf taxgs,
penalties, interast or other consequences
which may be assessed to me by any state,
federal or ather govemmental taxing authority
as a result of my requesting and receiving
reimbursement from the FSA for disaliowed

expenses

SOCIAL SECURITY:
. t choose to parficipate in the FSA despite my
i knowledge that my salary reduction eleclions
may reduce my FICA withholding (Social
Security) and that this may reduce ry Social
Secyrity benefits upon retiremernt,

IRREVOCABLE ELECTION:

| understand | cannot change or revoke my

1 glection uniil the cpen enroliment period for the
j new plan year. 1 wili be able to change my

{ oiection i | have a charge In'status as outlined
: in the Plan Document  The slaction change
must be requesied within 30 days of the event
and must be on account of and consistent with
the changa in status.

PLAN MODIFICATIONS:

| have been informad that the FSA offered by
my employer may be modified from time to
time and | agree that my employer may cancel
or amend the F3A acrording to their
independent judgment and discretion without
my consent.or prior notice to me.

FORFEITURE:

t understand that | must cleim reimbursement
for eligible expenses incurred during the pian
year within 80 days of the last day of the pian
year, Otherwise, | undersiand that | will forfelt
those reimbursesnents. | further acknowiedge
that | will forfelt all funds credited o my FSA
accouns which are rot reimbursed to me.

SEEK LEGAL ADVICE:

| have been informed that my parbcipation in
the FSA will have tax and economic
consequences 1o me and that before deciding
10 patticipate in the FSA, | should seek the
advice of an attormey or fax consultant
regarding the benefits, risks and limitations of
the FSA.

DEPENDENT CARE:

i understand that the Intemal Revenuse Code
prohibits me frem claiming the Federal Child
Cere Credit for depenient care assistance
expenses which are reimbursed to me by the
FSA., The maximum amourt 1 can claim

-gepends on how i file foy tax retuns, I | am

mammied Ghng jointly, or single, the maimum is
$5000. i | am marred filing separately. the
maximurm is $2,500.

/N
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