Clear Print

STATE OF CALIFORNIA — DEPARTMENT OF HUMAMN RESOURCES

REIMBURSEMENT ACCOUNT
ENROLLMENT AUTHORIZATION FLEXELECT PROGRAM

ST TR (R, 1053018)

Please type or use ballpoint pen and print clearly. Questions regarding completion of this form
should be direcied fo your personnelipayroll office. Refurn compiefed form fo your department’s personnelpayroll office.

SEE PRIVACY NOTICE ON REVERSE

1, ENROLLMENT [Check appropnale hox) 2, BOCIAL EECURTY NUMBER
A. [v] Open Enraliment D. [ ] cancel Dedustion |1 11-22-3333
B. New Enrcliment E |:| COBRA Continuation [ 3, RAME fFet, infial Lasg

of MRA

., I:' Change Due to Permitting Event EmpID‘g..f E. Example

To establish a Medical andfor a Dependant Care Reimbursemeant Account enter the amount you want to have deducted EACH month from your paycheck
and deposited i your accountis) in [tem #54 and'or B,

EEMEF|T [TEM 4, For SCO Usa Only 5 TOTAL MONTHLY AMOUNT 6, For 3CO Use Only
DEDORG CODE TO BE DEDUCTED Type of Change
Madical Reimbursement Account (MRA) 352 A,
- $
Dependent Care Reimbursemant Account (DCRA) B
353 - '$ 83333

7. IUNDERSTAND THAT MY ENROLLMENT INTO THE FLEXELECT REIMBURSEMENT ACCOUNT(S) 1S FOR THE CURRENT PLAN YEAR
OHLY AND IF | WISH TO HAVE A REIMBURSEMENT ACCOUNT FOR THE NEXT PLAN YEAR | MUST RE=ENROLL DURING THE ANMUAL
OPEN ENROLLMENT PER|OD,
| hava raviewad the handbook describing the State of Calfornia's optional FlexElect Program, including the legal definitions and changa in banefit
election limitations authorized under Section 125 of the Internal Revenuse Service (IRS) Code. | understand that my FlexElect benefit cholces include
iy exigling health andior dental benefite unless otherwizse indicaled by new health, demtal, or FlexE|ect Cagh Oplion Enroliment farma submitted
during the FlexElect Open Enrollment Period. | understand that regulations under the |RS Code require thal my benefil choices authorized by this

glaction form are irrevocable during this Plan Year unless | hawe a "Change in Stabes Event” as defined in these regulations or other parmitting events
as deserived in the FlexE|ect Handbook.

| hereby agree to have my monthly pay reduced by the amount{s) specifbed above, This reduction in pay is effective with the December pay period
paycheck and will continue for each succeeding pay period until the end of the Plan Year, My agreement 1o have my pay reduced is made on the
condition that the State of California contribuie the amounts specified on my behalf to the FlexElect Plan, allocated to the various accounis as
specified above. | alao agree to pay the administratve fee through payrodl deduction on & posiiax basis.

| understand thal reguests for reimbursement must be for eligible services/supplies incurred between the effective date of my particapation in thes
Pragram through the end of my Plan Year, All reimbursement requesis for this Plan Year must be postmarked by June 30 of the following Plan Year

in order to ba reimbursad. | further understand that any unclaimed amount remaining in my Dependant Care andfor Medical Reimbursament Account
after that date will be forfeited.

| HAVE READ AND AGREE TO THE TERMS AND CONDITIONS OF THE FLEXELECT PROGRAM AS OUTLINED ON THIS ENROLLMENT FORM
AND [N THE FLEXELECT HANDBOOHK,

EMPLOYEE SlIGHATURE DATE SIGNED

8 Employ E. Example Siguature 05012025
AGENCY USE ONLY

#, EFFECTIVE DATE OF ACTION #, EMPLOYEE CHID il TIME BASETENURE 11, PERMITTING EVENT DATE 12, PERMITTING EVENT CODE

M oAy YEAR
7 | - | 2025

RO1

P/FT

MO DAY

YEAR

13, AGQEMCY CODE

123

14, UN|T CODE

456

15, AGEMCY MAME

Dept of Agency

16, REMBRKE
2025 Special Open Enrollment

EE enrolling at mianx

17, AUTHORIZED AGENCY SIGHATURE
| hevaby cerdly tnder penalty of perjury a8 follows: That | am the duly appoirted,
qualifiad and acting officer of the heraln namead agency, that | am suthorzed o
maka this cerification, and that e employes named heredn is eligible for enrclimaent
in tha Staia FlaxElact Program,

= Q&mﬂ.w

DRESS 20, DATE RECEIVED |N
. EMPLOYIMNG OFFIGE
transactions@agy.ca.gov fmo day o

18, TELEFHONE MUMBER (ndizaie ¥ CALNET or ghia ana code)

916~ 123- 4567 05 ‘ 01 ‘EDEE




