’\ EBS-RMSCQO,Inc. Flexible Spending Account Enrollment Form

- Employee Benefit Solutions

For: U Open Enrollment; Effective Date: or U New Hire; Hire Date:
Employer Name
PP PP PP PP PPl
Participant First Name Ml Last Name
HEEEEEEEEEeEEEEEEEE NN EE.
Address
errrrrrrrr PP
City State Zip Code
rrrrrrrr PPyl
Email Address
PP PP PP PP PPl
Social Security Number / Member ID Phone Number
HEEEEEEEEEE NS E.

FSA Benefit Type Per Pay Period Amount Total Annual Amount
Health Care Contribution $ : $
Dependent Care Contribution | $ . $
# of Pay Periods per Year: First Payroll Deduction Date: / /

Automatic Claims Transfer (ACT): If you are eligible for ACT, certain out of pocket expenses may automatically be reimbursed to
you (those that have been submitted through your insurance provider), unless you or any of your dependents have Coordination of Bene-
fits (COB) with other Plans. If you are eligible, but do not want ACT, check the box, and you must submit your claims manually for reim-
bursement. Note: ACT may be deactivated when your dependents attain a specified age (ie, age 19). Contact EBS-RMSCO Customer
Service to verify the terms of your eligibility for ACT. This feature is not applicable to Flex Card Holders.

0 1 do not want ACT—or—I have COB and am not eligible for ACT.

By submitting this form, I elect to participate in my Employer’s Flexible Spending Account (FSA) Plan and agree to have my compensa-
tion reduced by the contributions indicated above for the Plan year. Any previous FSA election relating to the same benefits is hereby
revoked. As a participant, | understand that:

e My Health Care and Dependent Care FSA contributions (indicated above) will be credited to my Health Care and Dependent Care FSA ac-
counts. These contributions will reduce the amount of my compensation and are in addition to any premiums | pay on a pre-tax basis for Em-
ployer sponsored Health Insurance.

e | may file claims for reimbursement from my FSA accounts for qualified expenses incurred during the Plan year and after | have become a
participant. | will forfeit amounts remaining in my FSA accounts after | am reimbursed for all expenses claimed through the period allowed
under the Plan to file claims for expenses for the Plan year.

e | will pay the Employer for any tax liability or penalties it incurs if I am reimbursed for an expense that is not a qualified expense.

e | cannot change the amount of my FSA contributions or pre-tax health insurance premiums, unless | have a qualifying “life change” event as
defined in the Plan and satisfy any other conditions for changes contained in the Plan and tax law.

® My FSA contributions will terminate when my employment terminates, unless | elect to continue my Health Care contributions on an after-tax
basis, as allowed under COBRA.

e My Employer may change the amount of my FSA elections if necessary to satisfy tax law requirements.
e | understand that | must provide acceptable documentation for every claim | submit, including Flex Card purchases upon request.

e  EBS-RMSCO, Inc. is not responsible for retaining copies of my receipts, beyond the current Plan year.

Participant Signature Date
Return signed form to your Employer.

To Be Completed by the Plan Sponsor

This Plan has employer funded money: U Yes; U No. If Yes, please complete:

e  Notify Payroll of deduction amount and date
ER Money: Payroll Based? Annual Amount
e  Keep copy of Enroliment Form for your records
e  Forward copy of Enrollment Form to EBS-RMSCO U Health Care U Yes U No $
e During Open Enrollment, consider reporting Employer funded 0 Dependent Care 0 Yes OQ No $

money in a file to EBS-RMSCO
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