EMPLOYER | - | PLANEFFECTIVE DATE |

EMPLOYEE'S NAME - BIRTHDATE |
OO SR | IR | | GROSSANNUAL SALARY |
~ MAILING ADDRESS |

CITY & STATE ] | ZIP CODE ‘

HOME PHONE | , WORK PHONE |

FLEXIBLE SPENDING ACCOUNT
WEBER STATE UNIVERSITY ENROLLMENT/CHANGE FORM

Educators Mutual Insurance Association ® (801) 262-7475 » (800) 662-5851 ¢ www.educatorsmutual.com

Please return completed form to your employer.

EMPLOYEE INFORMATION

E-MAILADDRESS |

NON-PARTICIPATION WAIVER .
| understand that | am eligible to participate in the Flexible Spending Account program, but elect not to do so at this time. | also
understand that | may participate in the Flexible Spending Account program during the next available enroliment period.

Employee Signature Date

CONTRIBUTIONS AGREEMENT
MY PAYROLL PERIOD IS D MONTHLY D BIWEEKLY D SEMI-MONTHLY D OTHER |

Amounts entered below reflect the deduction to be taken PER PAY PERIOD. Divide any annual fees* by the
number of pay periods per year.

HEALTH CARE (medical, dental, vision) ~ |$ | ngmrﬁs :;Vse:;;if;f_:n::ﬁ :'gfg
DEPENDENT CARE (child, elderly) |$ ‘ [ Jpre-tax [ ]post-tax basis. _ .

mitial
ADMINISTRATIVE FEE (select one) $

D WITH BENNY CARD
[ ] witHouT BENNY CARD

TOTAL DEDUCTION PER PAY PERIOD $

Automatic reimbursement is an option for employees who do not have coordination of benefits or the Benny Card. If
eligible, do you want your processed EMIA claims automatically reimbursed? D YES D NO

DEDUCTIONS AGREEMENT

[ hereby request enroliment in the Flexible Spending Plan. | authorize my employer, until this authorization is revoked in writing
due to a change in employment or family status, to reduce my gross salary by the amount shown above. | understand that
amounts contributed to the FSA are subject to forfeiture procedures under Section 125 of the Internal Revenue Code.

Employee Signature Date Employer Signature Date

Please return completed form to your employer.

EMIA.IP.FSA.1205.360




