Contact Information:
888-577-2762 ~ 410-535-0754
410-414-8432 (Fax)

CAREFLEY

1. EMPLOYEE INFORMATION

Employee Election Form
Flexible Spending Accounts

Last Name First Name Employer

Address Date of Hire Hours Worked
Per Week:

City State Zip Code Social Security Number

Home Telephone #

Business Phone # and Extension

Date of Birth

Email Address

Marital Status
[] Married

[ Single

Gender
[] Female

[ Male

Effective Date:

Plan Year:

2. HEALTH REIMBURSEMENT ACCOUNT (HRA) BENEFIT ELECTION

[] Employee Only:  $ L] ]

[ 1 Employee/Spouse:  $_ L] Family: $__ Effective Date of Coverage: __

3. FLEXIBLE SPENDING ACCOUNT (FSA) BENEFIT ELECTION(S)

] Flexible Spending Account — Health

| elect to contribute $

Employee/Child: $ Waive Coverage

per pay, which is $ per year. Plan year maximum: $

[] Flexible Spending Account — Dependent

I elect to contribute $ per pay, which is $ per year. Plan year maximum: $

[] Waive Coverage Date payroll deductions begin:

4. DEPENDENT INFORMATION

Full Time

Last Name First Name M.I. Social Security # Date of Birth Gender Student
Spouse [ Male [ Yes
[ Female O No
Child [ Male [ Yes
[] Female O No
Child [ Male [ Yes
[ Female O No
Child [ Mmale [ Yes
[ Female O No
Child [ Male [ Yes
[] Female O No

5. CERTIFICATION

I am electing the benefit(s) as indicated above. | understand that:
1. FSA contributions will be deducted from my paycheck on a pre-tax basis.

2. The election | make will remain in effect until the end of the plan year. Changes will only be permitted if there is a change in family status (e.g.,
marriage, divorce, death of spouse or child, birth or adoption of child, or if you or your spouse experience a change in employment).

3.l understand that FSA salary reductions must be reimbursed for qualified expenses incurred during the plan year and may not be carried over into
future plan years. If at the end of the plan year, the total reduction in compensation exceeds the substantiated expenses, the difference in amount
reverts to the plan sponsor.

| authorize my employer to make the required pre-tax payroll deduction(s) for the FSA benefit(s) elected.

Signature Date
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Contact Information:

Employee Election Form 888-577-2762 ~ 410-535-0754
Flexible Spending Accounts 410-414-8432 (Fax)

Qualified Expense Worksheet

HEALTH CARE EXPENSE WORKSHEET

questions@careflex.com

(Includes Medical, Dental and Vision Expenses Not Covered by Insurance.)

Co-Payments / Co-Insurance / Deductibles

Routine Well Visits (annual physicals, check-ups, allergy shots)

Dental Expenses (braces, exams, preventative, crowns, bridges, etc.)

Vision Expenses (eye exams, glasses, prescription sunglasses, contacts and supplies, etc.)

Hearing Expenses (exams, hearing aids, batteries)

Annual Screenings (pap smear, mammogram, prostate screen, etc.)

Birth Control Pills, Maintenance / Prescription Drugs / Certain Over-The-Counter Drugs

Therapy / Treatments (physical therapy, chiropractic, psychiatric, speech, etc.)

Other Medically Necessary Un-reimbursed Expenses (IRS Publication 502 section 213)

Total anticipated health-related expenses for this Plan Year

h || PP | B PP PR B

Divide total anticipated expenses by # of pay periods in this Plan Year

Deduction Amount Per Pay Period

DEPENDENT CARE EXPENSE WORKSHEET

Total Day Care Expenses for:

First Quarter (January — March)

Second Quarter (April — June)

Third Quarter (July — September)

Fourth Quarter (October — December)

Total Expenses for Dependent Care Services Provided Inside Your Home

Other Qualified Dependent Care Expenses (IRS Publication 503)

Total planned dependent care expenses for this Plan Year

h|H | P BB BB

Divide total planned expenses by # of pay periods in this Plan Year

Deduction Amount Per Pay Period
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