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Account Plan Template
ELECTION FORM
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Sponsor:
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Plan Year[image: image5.png]




mployee Information

	Name:
	LAST Four of Social Security Number:
	
	

	
	
	
	
	
	
	
	

	Address:
	
	
	
	
	

	
	
	
	
	
	

	
	
	S t r e e t
	C i t y
	S t a t e
	Z i p C o d e

	*Email:
	
	Phone:
	
	


*We use this to send notices and monthly statements to you.

[image: image6.png]


lection Information
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I hereby elect to participate in my employer’s Flexible Benefits Plan as indicated below:

	PREMIUM CONVERSION ACCOUNT
	
	AUTOMATIC
	
	No election required. Your portion of any premium charged for

	
	
	
	
	group insurance you select will be deducted on a pre-tax basis.

	
	
	
	
	

	
	
	
	
	


CHECK ELECTIONS OPTION(S) AND FILL IN AMOUNTS (IF APPLICABLE)
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Benefit Election Options Election DeductMEDICAL
A c c o u n t



	
	Yes
	$
	
	Per Pay Period

	
	
	x
	
	Number of Pay Periods

	
	
	
	
	

	
	No
	
	
	

	
	
	=
	
	Total Annual Contribution

	
	
	
	
	


        DEPENDENT CARE

	               A c c o u n t
	
	
	
	
	
	  Yes
	$
	
	Per Pay Period

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	x
	
	Number of Pay Periods

	
	
	
	
	
	
	No
	
	
	

	
	
	
	
	
	
	
	=
	
	Total Annual Contribution

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Participant Election Authorization
	An additional card should be issued to the following person authorized to use the above FSA accounts:

	
	
	
	
	
	
	
	
	

	Name:
	
	Social Security #:
	
	Relationship:
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You are responsible for notifying TEA if the above card privileges should be revoked at any time during the Plan Year.

Cards issued are valid for a period of 3 years from the date issued. If you already have cards, you do not need to request new cards.

	Participant’s signature:
	
	Date:

	
	
	
	
	
	

	
	
	
	
	

	See Terms and Conditions on reverse
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For HR Use Only

	Participant’s Effective Date:
	
	
	Payroll Cycle:
	
	Date of First Deduction:

	HR Rep Initials:
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Terms And Conditions

Qualifying Medical Care and Dependent Care Expenses: 

Authorization

I authorize the use and disclosure of my protected health information as described below.

I understand that this authorization expires upon termination of my employer’s plan.

