Flexinle Spending Account

FSA/BENNY CARD

Available Programs:

Flexible Spending Account Info

* Funds available after 1% payroll date of new election effective date

for unreimbursed medical expenses

| benefits opted by employee are withheld pre-tax to provide
substantial tax savings to participants

* Complete 125 Cafeteria Plan form/Online enroliment










The dependent care FSA limit is $5,000
Annually.

Benefits of a Dependent Care FSA. The
IRS limits the total amount of money you
can contribute to a dependent care to
$5,000 each year for married couples
filing jointly, unmarried couples, and
single individuals, and $2,500 if you are
married and filing separately.

Dependent Care Flexible Spending
Accounts have a use it or lose it rule. You
may be able to be reimbursed for
expenses incurred up until December 31.

Dependent Day Care Reimbursement
Request Form must be completed along
with Affidavit by provider

Expenses will be reimbursed only after
the care has been provided, and not
when you, the participant, are formally
billed, charged for, or pay for the
dependent care.

The expenses must be incurred b(}/ you during
a period when you have a dependent or
spcr)]use who is a qualifying individual which is
either:

* A dependent under age 13 for which
) itit 1in - ne tax
ueudction; u

*A degendent or spouse, regardless of
age, who is incapable of caring for
him/herself, sFends 8 hoursaday in
your household.

* The expense must be for the care of the
‘qualifying individual’, which you incur to
enable you (and, if applicable, your
spouse) to be gainfully employed.

* If the expenses are for services provided
outside your household, at a Dependent Day
Care Center that provides care for at least 6
non-residents, it must:

* Comply with ail state and local laws;

* Charee a fee for providing the
\"

Enroll online or Cafeteria Plan form.












S BOON-CHAPMAN
~ P.O.Box 9201/ Austin, TX. 78766
512-454-2681 / Fax 512-459-1552

125 CAFETERIA PLAN CHANGE IN STATUS FORM

Section I — Participant Data

Employer Name: Victoria County

Participant Name:

SSN:

Participant Address:
City:

State:

Zip:

Section II — Payroll Changes

Please change my deduction (per pay period) as follows:

Medical Premium:

Voluntary Dental:

Voluntary Vision:

Unreimbursed Medical:

Dependent Care:

Administrative Fees (if applicable):
Other

TOTAL

Py effective date:

Current Revised
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YTD Deduction
Before Change

$
$
$
§
$
$
$
$

Section III - Change in Status

The participant has incurred a status change during the current plan year due to the following reason: (circle one)

Marriage Divorce Birth or Adoption of Dependent

Death Leave of Absence Return from Leave of Absence

Retirement Dependent Begins Working Dependent Ends Working

Change from Part Time to Full-time ~ Change from Full Time to Part Time Lay Off or Termination

Change in Insurance Coverage Eligibility for Medicare/Medicaid Dependent ceases to satisfy Dependent eligibility

Change in dependent Care Provider ~ Child is 13 and not eligible for Dependent Care

Other:

Date the above status change took place

. A participant making a new election under this Section must do so

within 30 days of the event. Only changes that are made on account of and consistent with the event are allowable.

. tion IV - ite 0~

The first Pay Date the new election amount will be deducted

Section V — Verification Statement

I verify that I have read and understand the information on this page and that it is true and correct to the best of my knowledge. 1

understand that this information will be submitted to Boon Chapman.

Participant’s Signature & Date

Accepted by Plan Administrator

& Date






