COREFLEX
Flexible Benefits Election Form

EMPLOYEE NAME T (Print SSN:
STREET ADDRESS ' ' o DAYTIME PHONE NO: -
oy - TsTAIE ar DATE OF HIRE

EMPLOYER NAME:_ Huron City Schooi District PLAN YEAR. 2012

i

You must choose to elect or decline for each program,

' HEALTHCARE FLEXIBLE SPENDING PROGRAM

f _r:- 1 elect to participate in the Healthcare Flexible Spending Program, I direct anc authorize my employer

to reduce my annual salary for the above plan year oy $__ _ and deposit this amount into my
l Haalthcare Flexible Spending Account. (Annuaf Maximum: $5,000)
1

~ Annual Amount Mot of Pay Periods ~ hayroll Deduction

[ 1 elect not to participate in the Healthcare Flexible Spending Program.

' DEPENDENT CARE PROGRAM
D I elect to participate in the Dependent Care Program, [ direct and authorize my employer to reduce my annual
salary for the above planyearby ¢ and deposit this amount into my Dependent Care Account,

{Annual maximum: 35,200 o $2,500 tor marned filing separately)

“Annual Amount No: of Pay Periods “Payroli Deduction

| [:] | alect not to participate in the Dependent, Care Program,

AUTHORIZATION

I have read all the enrolfment literature axplaining these benefits. 1 understand that any contributions Lo the account car
anly be used to reimburse eligible expenses under the account and that I forfeit any funds remaining in my account at
the end of the plan year after all claims have been filed. [ further understand that [ may not change my contributions
during the pian year unless T have a Qualifying Event. Furthermere, my Social Security benefits may be reduced since
Social Security taxes are not paid on my contributions, 1 authorize payroll deductions as contributions to my Healthcare
Flexible Spending Program and/or Dependent Care Program as indicated above.

Employee's Signature; - Uate:

CoreSource, im:
P.0. Box §215
Littie Rock, AR 72221
Ghone. |-877-267-3359 or 5(}1 201 9605
Fax: 501-221-807¢




