[image: ]
Flexible Benefits Plan Election Form   	Coverage Effective Date  01/01/2015
Name Last, First, Middle Initial______________________________________
Social Security #___________________Hire Date________________________
Street Address_____________________________________________________
City  Zip Code____________________________ Birth Date_______________
Email Address____________________________
City of Menasha  Bi-weekly Payroll 26 payrolls per year
Health Care Election-Coverage to reimburse general-purpose medical, dental, and vision expenses for myself and my qualified individuals
Each Payroll Election Amount $ ____________ / Payroll deductions will be taken from each of the City’s 26 pay periods.  Annual Election will total the bi-weekly election multiplied by 26 to equal $__________________
Dependent Care Election-Coverage to be reimburse work related day care expenses for qualified individuals
Each Payroll Election Amount $ ____________ / Payroll deductions will be taken from each of the City’s 26 pay periods.  Annual Election will total the bi-weekly election multiplied by 26 to equal $__________________
Signature ____________________________________________DATE__________________
□Yes, I elect to participate as indicated and have read, understand, and agree to the authorization and agreement conditions listed above and on the back of this form. This agreement allows the employee to redirect taxable compensation under IRS Section 125 to non-taxable Flexible Spending Account benefits. I hereby authorize my employer to make pre-tax payroll deductions in order to meet my annual election. 
□No, I decline to participate at this time. 

-Read the authorization agreement  • Review your election for accuracy prior to submission 
·  Retain a copy for your records 
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