2025 OPEN ENROLLMENT
FLEXELECT REIMBURSEMENT
ACCOUNTS (STD. 701R)
EXAMPLES & COMMON ERRORS



Example of Correct & Completed Reimbursement Form (STD. 701R)

Clear Print
ATATE OF CALECEMIA, — DEPARTUENT OF HUAWN BESOURCES
REIMBURSEMENT ACCOUNT R
ENROLLMENT AUTHORIZATION FLEXELECT PROGRAM

TOL TOR (Rer. 10201

Flease type or use balipoint pen and print clearly. Quessons regarding completion of this form
shouid be directed to your personnedpayroll office. Retum completed form fo pour deparment’s personnedpayroll office.

SEE PRIVACY NOTICE ON REVERSE

[ =TT e ———

2. BT BECORETY MHONEER
Ao o [ cewones | [

B. U Mew Enrarment E |_ COBRA Continuatien
of MRA

c. u Change Due to Permitting Event

To establsh a Medical andior a Dependent Care Reimbursement Account énter the amount you want 1o have deducted EACH month from your paycheck
and deposited in your account(s) in em #5A andior B.

BEMEFIT ITEM Only |5 TOTAL MONTHLY AMOUNT €. For SCO Use Only
DEDORG CODE TO BE DEDUCTED Type of Changs
Medical Reimbursement Account (MRA) A
352 - ¢ 225.00
Dependent Care Reimbursement Account (DCRA]
PeRf 1353 8 ¢25.00

. IUNDERSTAND THAT MY ENROLLMENT INTO THE FLEXELECT REIMBURSEMENT ACCOUNT(S) |5 FOR THE CURRENT PLAN YEAR

ONLY AND IF | WISH TO HAVE A REIMBURSEMENT ACCOUNT FOR THE NEXT PLAN YEAR | MUST RE-ENROLL DURING THE ANNUAL
OFEN ENROLLMENT PERIOD,

| have reviewed e handbook detcribing the State of Calfomia’s optonal FlexElect Program, nduding the legal defntions and changs in beneft
election mitations authorized under Section 125 of the Intemal Rewenue Service (IRS) Code. | understand that my FlexElect benefit choices include
my existing health and/or dental benefits unless otherwise indicated by new health, dental, or FlexElect Cash Option Enrollment forms submitted
during the FlexElect Open Enroliment Period, | understand that regulations under the IRS Code require that my benefit choices authorzed by this

election form are imewocable during this Plan Year unless | hawve a "Change in Status Event” as defined in these reguiations or other permitting events
as described in the FlexBlect Handbook.

| heraby agres o have my monthly pay redused by the amount(s) specified above. Ths reduction in pay & eMactive with the December pay penod
paycheck and will continue for each succeeding pay penicd untl e end of e Plan Year. My agreement to have my pay reduced is mads on the
condition that the State of California contribute the amounts specified on my behalf to the FlexElect Plan, allocated to the vanous accounts X5
specified above. | also agree to pay the administrative fee through payroll deduction on a post-tax basis

| understand that requests for reimbursement must be for eligble senvices/supphes incumed between the efective date of my participation in this
Program through the end of my Plan Year. All reembursement requests for s Plan Year must be postmarked by June 30 of the followng Plan Year

in onder 1o be resmibursed. | further understand it any unclamed amount remaining n my Dependant Care and/or Medical Resmbursement Account
after that date will be forfeited

| HAVE READ AND AGREE TO THE TERMS AND CONDITIONS OF THE FLEXELECT PROGRAM AS QUTLINED ON THIS ENROLLMENT FORM
AND IN THE FLEXELECT HANDBOOK.

EMPLOYEE SSGMATURE DATE SadsaED

AGENCY USE ONLY
L EFFECTIVE DWTE OF ACTION b EALOYERE CBID 10 TAE BAJE TENLRE 11, ERRATTING EVENT DATE 12 FERATTING EVENT CODE
L nav YEAR
01/01/2026 RO1 FT/Permanent | |
1) AGENCY SO0E M UNIT SO0 15 ASENCY NALE
% REMARNE 17 AUTHORIED AGENCY RCRATLIRE

| hereby cerlify under penalty of perury 3s follows: That | am e duly Sppointed,
QUAISEd ana 3CTing oMo of Té Nenein Namad agency, that | 3m Juthorzed to
make this cerficaton, and Mal e empioyes named henein is elgibie for enroliment

in e State FiexElect Brogram

- I

18, EMAL ACORESS = :‘“‘! e
I ~ -

13 TELESHONE MUMBER (ndcate f CALNET or ghve 383 code 10/03/2025

DISTRIBUTION: Original - Statbe Controller's Office Pink - Agency Goldenrod - Employes




Common Errors on STD. 701R

2025 Minimum monthly Medical Reimbursement Account (MRA) amount
not in applicable range (Min $10.00 — Max $275.00)

Clear | " Print |
STATE OF CALIFORNIA — DEFARTLMENT OF HURWN RESDURCES |
REIMBURSEMENT ACCOUNT R
ENROLLMENT AUTHORIZATION FLEXELECT PROGRAM

ATD. ™R (Rey. 10201

Fiease rype or use balipoint pen and print clearly. Quesdons regarding complegon of this form
should be directed to your personnelpayroll office. Retum completed form o your department’s personnel payroll office.

SEE PRIVACY NOTICE ON REVERSE

2

1 ENROUIENT | Zrecx spovmeviaes oo

SOCIAL BECORITY RULEER
N o [ coovacer | [

B J New Ensoiment E |_ COBRA Continuation [ 5 we Bre s 5

- of MRA
c. oo srumsegms E—

To establish a Medical andlor a Dependent Care Reimbursement Account enter the amount you want 1o have deducted EACH month from your paycheck
and deposited in your account(s) in Rem 254 andlor B.

BENEETTITEM L For SCOUSeOnly | 5. TOTAL MONTHLY AMOUNT 6. For SCO Use Only
DEDVORG CODE TO BE DEDUCTED Type of Change
Medical Reimbursement Account [MRA) A
352 - § 7.50
Dependant Cars Redmburzement Account (DCAA) 353 . B. s

7. | UNDERSTAND THAT MY ENROLLMENT INTO THE FLEXELECT REIMBURSEMENT ACCOUNT(S) IS FOR THE CURRENT PLAN YEAR
OMLY AND IF | WISH TO HAVE A REIMBURSEMENT ACCOUNT FOR THE NEXT PLAN YEAR | MUST RE-ENROLL DURING THE ANNUAL
OPEN ENROLLMENT PERIKD.
| have reviewed $e handbook describng the State of Califomia’s optional FlexElect Program, induding the legal definsons and change in benefit
#lection mitatons. Juthonzed under Section 125 of the Intemal Revenue Service (IRS) Code. | understand that my FleaElect benefit chosses nclude
rry @xisting health andior dental benefits unbess otherwse indicated by new health, dental, or FlexElect Cash Opson Enrcliment forms: submitied
during the FlexElect Open Enroliment Penod. | understand that regulatons under the IRS Code requine that my benefit choices authorzed by this
election form ane imevocable during this Flan Year unkess | have a "Change in Status Event” as defined in these regulations or other permitting events
a5 described in the FlexElect Handbook

| hereby agree 1o have my monthly pay reduced by the amount(s) specified above. This reducton in pay i #fectve with the December pay period
paycheck and will continue for sach sucoseding pay period untl the end of the Plan Year. My agreement to have my pay reduced is made on the
condition that the State of Calfornia contribute the amounts specified on my behalf 1o the FlexElect Plan. allocated to the vanous accounts a5
specifed above. | also agree 10 pay the admnistratve fee through paymll deduction on a post-tax basis.

| understand that requests for resmbursement must be for eligible senices/suppbes incumed between the efactive date of my particpation in this
Program through the end of my Flan Year. All resmbursement reguests for this Flan Year must be postmarked by June 30 of the following Flan Year
in order to be reimbursed. | further understand $hat any unclamed amount remaining in my Dependent Care andior Medical Resnbursement Account
aftter that date will be forfeded

| HAVE READ AND AGREE TO THE TERMS AND CONDITIONS OF THE FLEXELECT PROGRAM AS QUTLINED ON THIS ENROLLMENT FORM
AND IN THE FLEXELECT HANDBOOK.

EMPLOYEE BIGNATURE —
10/03/2025
. I
AGENCY USE ONLY
b EFFECTIVE DATE OF ACTION 5 BPLOYEE CBD 18 TIVE BASETENURE 11, PERKMITTING EVENT DATE 12 FERAITTING EVENT CODE
01/01/2026 R10 FT/Permanent o | nav | Az
13, AGENCY CO0R P — pPape—
ke 17, AUTHORTED AGENCY SONATURE

| heneby Cifify UNoer penalty of penury 36 folows: That | m the duly appointed,
qualited and acting officer of Txt Merein named agency, that | am authorzed to
Make s CAITCATON, NG TIAE e SMDOYEE MM NHESn 1§ igitie 107 enroiment
In thé State FiexSiect Program

~ I

18 EMAL ACORESS =2 ?:LFFEE'-\.'FDH

i == )

13 TELEFHONE NUMBER (Ndcate ¥ CALNET of vt 1 Coot 10/03/2025

DISTRIBUTION: Original - State Controlier's Office Pink - Agency Goldenrod - Employee




Maximum monthly Medical Reimbursement Amount (MRA) amount
not in applicable range (Min $10.00 — Max $275.00)

ETATE OF CALIFOSNIA. — DEFARTUVENT OF HUMAN RESDURCES ch. | Frht |
REIMBURSEMENT ACCOUNT ' R
ENROLLMENT AUTHORIZATION FLEXELECT PROGRAM

ATD. TOIR (Rerv, 102018

Please type or use ballpoint pen and print clearly. Quesgons regarding complegion of this form
shouild be directed ro your personnelpayroll office. Retun completed form fo your department’s personnelpayroll office.

SEE PRIVACY NOTICE ON REVERSE

L EMROLLAENT /Cneck apsvapmane Bow)

= DLAAL BE ORI MONEER
A ] ot o [ cxwowacer | |

B. [ | New Enroment E. [ ] COBRA Continuation [~ v st ey o0
of MRA

e — E—

To establish a Medical andior a Dependent Care Reimbursement Account enter the amount you want to have deducted EACH month from your paycheck
and deposited in your account(s) in Rem #5A andior B

BENEFIT ITEM Only [5 TOTAL MONTHLY AMOUNT 6. For SCO Use Only
CODE TO BE DEDUCTED Type of Change
Medical Reimbursement Account (MRA)
352 - g 575.00

Dependent Cars Relmbursement Acoount [DCRA] 353 . 8. ;

7. | UNDERSTAND THAT MY ENROLLMENT INTO THE FLEXELECT REIMBURSEMENT ACCOUNT(S) IS FOR THE CURRENT PLAN YEAR
ONLY AND IF | WISH TO HAVE A REIMBURSEMENT ACCOUNT FOR THE NEXT PLAN YEAR | MUST RE-ENROLL DURING THE ANNUAL
OPEN ENROLLMENT PERIOD.
| have reviewed the handbook describng the State of Califoma’s optonal FlexElect Program, indluding the legal defintions and change in beneft
election limitations authorized under Section 125 of the Internal Revenue Service (IRS) Code. | understand that my FlexElect benefit choices mclude
my existing health andior dental benefits unless otherwse indicated by new health, dental, or FlexElect Cash Option Enrolliment forms submitied
during the FlexElect Open Enraliment Period. | understand that regulations under the IRS Code require that my benefit choices authorized by this
election form are imevocable during this Plan Year unkess | have a "Change in Status Event” as defined in these reguiations or other permifting events
as described in the FlexElect Handbook

| hereby agres to have my monthly pay reduced by the amount(s) specified above. This reduction in pay = efective with the December pay period
paycheck and will continue fior each succeeding pay period untl the end of the Plan Year. My agreement to have my pay reduced is made on the
conditon that the State of California contribute the amounts specified on my behalf to the FlexBlect Plan, allocated to the vanous accounts s
specified above. | also agree to pay the administrative fee through payroll deduction on a post-tax basis.

| understand that requests for resmibursement must be for eligible services'supplies incumed between the effectve date of my participation in this
Program through the end of my Plan Year. All remmbursement requests for this Plan Year must be postmarked by June 20 of the following F'Lm‘f'ea:1
in order to be reimbursed. | further understand hat any unclamed amount remaining in rmy Dependent Care andior Medical Rembursement 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 IN THE FLEXELECT HANDBOOK.

EMPLOTEE BIGMATURE OATE SOMNED
- 10/03/2025
AGEMNCY USE OMLY
B ESSECTIVE DATE OF ACTION 3 BWSLOVEE CED 12 TIVE BASETENUSE 11. BESMITTIMNG EVENT DATE 12 PESAATT NG EVENT COCE
[Tl oy YEAR
01/01/2026 RO1 FT/Permanent | |
13 AGEMNCY CODE W LUNIT CODE 15 ASENCY MALIE
of AFLAAEC 17, AUTHORTED AGEMNCY BIONATURE

I Peeraby cecmfy Under penaty of perury 35 Toiows: That | 37 he oy apocinted,
qualfed and 3CNg GMICRT O Té MENSN NAMEd 308Ncy, INat | M JUTNTed 1o
Faki S Senfeaden, 203 Il T erpiyee Pamed heten 1§ slgbie for enriment
It he Siate Feniect n.

- I

18, EMAL ADCRESS 0. DATE RRCED B

ELIFLOY NG OFFICE
I R

15, TELEPHONE NUMBER indcate It CALNET or gve ama oooe) 10/03/2025

DISTRIBUTION:  Original - State Controller's Cffice Pink - Agency Goldentod - Employee




Minimum monthly Dependent Care Reimbursement Account (DCRA) amount not in applicable
range (Min $20.00 — Max $625.00). Employee signature must be between 9/15 — 10/10/2025.

ETATE OF CALIFORNIA — DEFARTMENT OF HUAWAN RESCILRCES CI“ | [ m |
REIMBURSEMENT ACCOUNT R
ENROLLMENT AUTHORIZATION FLEXELECT PROGRAM

ATDL TOA (Rev. 10001

Flease type or use ballpoint pen and print clearly. Questons regarding completion of this form
should be direcoed 1o your personnelpayroll office. Retum completed form o your department’s personnelipayroll office.

SEE PRIVACY NOTICE ON REVERSE

T ENRCLLIENT [Check apprpta oo T BOCIAL SECRET Y HOREER
A [ o ren o, [l oo |
B. [ ] New Envotment E. [ ] coBRA Continuaton [~ v e e oo
of MRA

R ERER—— I

To establsh 3 Medcal andior 2 Dependent Care Reimbursement Acoount entes the amount you want to have deducted EACH month from your paycheck
and deposited in your account{s) in em #5A andior B.

BENEFIT ITEM A For SCOUse Only |5 TOTAL MONTHLY AMOUNT 6. For SCO Use Only
DEDVORG CODE TO BE DEDUCTED Type of Change
Medical Reimbursement Account (MRA) A
352 - s 100.00
Dependent Care Reimbursement Account (DCRA) 353 - B. s 12

7. IUNDERSTAND THAT MY ENROLLMENT INTO THE FLEXELECT REIMBURSEMENT ACCOUNT(S) IS FOR THE CURRENT PLAN YEAR
OMLY AND IF | WISH TO HAVE A REIMBURSEMENT ACCOUNT FOR THE NEXT PLAN YEAR | MUST RE-ENROLL DURING THE ANNUAL
OPEN ENROLLMENT PERIOD.
| hawe resewed the handbook describing the State of Calfomia’s optional FlexElect Program, including the legal defintions and change in benefit
election Emitations Juthorized under Section 125 of the Internal Revenue Service (IRS) Code. | understand that my FlexElect benefit choices include
my existing health and/or dental banefits unless otherwse indicated by new health, dental, or FlexElect Cash Option Enrciiment forms submitied
during the FlexElect Open Enrcliment Period. | understand that regulations under the IRS Code nequire that my benefit choioes authorzed by this
slection form are imevocable durng this Plan Year unless | have a "Changs in Status Event” 3z defined in these reguiations of other permithing events
as described in the FlexElect Handbook

| hereby agree o hawe my monthiy pay reduced by the amount(s) specified abowe_ This reduction in pay = effectve with the Decamber pay period
paycheck and will continue for each succeeding pay period unt the end of the Plan Year. My agreement to hawe my pay reduced s mace on the
condition that the State of Californsa contribute the amounts specified on my beha to the FlexSlect Plan, allocated to the vanous accounts a5
specified above. | also agres to pary the administratve fee through payroll deduction on a posit-tax basis.

| understand that requests for reimbursement must be for eligible senices‘supplies incumed between the effectve date of my participation in this
Program through the end of my Plan Year. All reimbursement requests for this Plan Year must be postmarked by June 30 of the following Plan Yead
in order to be reambursed. | further understand that any unclamed amount remaining in my Dependent Care and/or Medical Reimbursement Account
afver that clate wall be forfeited

| HAVE READ AND AGREE TO THE TERMS AND CONDITIONS OF THE FLEXELECT PROGRAM AS OUTLINED ON THIS ENROLLMENT FORM
AMD IN THE FLEXELECT HANDBOOK.

ERPLOYEE NGNATURE DATE BOMNED
. I 101292025

AGENCY USE ONLY

& EEFEATIVE AATE AR RTINS § EVPLOYEE CRID 18 TIVE BASETENURE | 11 PERMITTING EVENT DATE 12 PERAATTING EVENT COOE
(T Dav WEAR
01/01/2026 E-91 FT/Permanent ]
13 AGENCY CODE . UNIT CODE 15, AGENCY HNAME
uE AEMARRE 17, AUTHOERTED ASENCY BONATURE

| hiataty certfy Under panaly of panury 26 follows: That | am S duly appoinisd,
qualitied 3NG SCING OMGET of M NEAEin NAmed 3gency, Tt | 3m JUManNzed 1o
make T cerficaion, and T the empioyes named herwin i elgibie for enrolment

In the State FieaSiect Program,
-
1 ERAL ADDRESS -] m‘;ﬂ;&
] ~
B e B e e 10/03/2025

DISTRIBUTION: Original - State Controller's Ofice Pink - Agency Goldenrod - Employes




Maximum monthly Dependent Care Reimbursement Account (DCRA) amount
not in applicable range (Min $20.00 — Max $625.00)

Clear | Print |
STATE OF CALIFORNIA, — DEFARTMENT OF HUBWA RESOURCES
REIMBURSEMENT ACCOUNT R
ENROLLMENT AUTHORIZATION FLEXELECT PROGRAM

BTDL TOR (Rew. 10007H)

Fiease rype or use ballpoint pen and print clearly. Quesdons regarding completion of this form
should be directed 1o your personnelpayroll office. Retumn complered form 1o your department’s personnelpayroll office.

SEE PRIVACY NOTICE ON REVERSE

N T T ) e p———— o SR EECORT Y UREER
fgoene o [ oo |
B. '_]uewEnmen: E [_ COBRA Continuation |5 wews 7o Fes, L0

of MRA

To establsh a Medical andlor 3 Dependent Care Reimbursement Account enter the amount you want to have deducted EACH month from your paycheck
and deposited in your account(s) in lem 854 andior B.

EENEFIT ITEM 4 For SCOUse Only |5 TOTAL MONTHLY AMOUNT 6. For 5CO Use Only
DEDVORG CODE TO BE DEDUCTED Type of Change
Medical Reimbu t Account (M
i rSemen ount (MRA) 157 _ A s 0
ent Cars Reimburssmant Account [DCRA
e PERA 1353 . B ¢ 675.00

7. IUNDERSTAND THAT MY ENROLLMENT INTO THE FLEXELECT REIMBURSEMENT ACCOUNT(S) IS FOR THE CURRENT PLAN YEAR
ONLY AND IF | WISH TO HAVE A REIMBURSEMENT ACCOUNT FOR THE NEXT PLAN YEAR | MUST RE-ENROLL DURING THE ANNUAL
OFEN ENROLLMENT PERIOD.
| have reviewed the handbook describing the State of Califomia’s optional FlexElect Program, inchuding the legal definitions and change in benefit
election imitations authorzed under Section 125 of the Internal Revenue Service (IRS) Code. | understand that my FlexElect benefit choices indude
my existing health and/or dental benefits unless otherwise indicated by new health, dental, or FlexElect Cash Option Enroliment forms submitied
during the FlexElect Open Enroliment Period, | understand that regulations under the IRS Code require that my benefit choices authorzed by this

election form are imevocable during this Plan Year unless | have a "Change in Status Event” as defined in these reguiations or other permitting events
as described in the FlexBlect Handbook.

| hereby agree to have my monthly pay reduced by the amount|s) specified abowe. This reduction in pay is effectve with the December pay period
paycheck and will continue for each succeeding pay period untl the end of the Plan Year. My am-emehna have my pay reduced is made on the
condition that the State of Califomia contribute the amounts specified on my behalf to the FlexBlect Plan, allocated to the vanous accounts as
specified above. | also agree to pay the adminisirative fee through payroll deduction on a post-tax basis.

| understand that requests for reimbursement must be for eligible senices’supplies incurmed batween the effective date of my participaton in this
Program through the end of my Plan Year. All reimbursement requests. for this Plan Year must be postmarked by June 30 of the following Flan Yeaf]

in crder to be reimbursed. | further understand that any unclaimed amount remaining in my Dependent Care andior Madical Reimbursement Account
after that date will be forfeited

I HAVE READ AND AGREE TO THE TERMS AND CONDITIONS OF THE FLEXELECT PROGRAM AS OUTLINED ON THIS ENROLLMENT FORM
AND IN THE FLEXELECT HANDBOOK.

EMPLOYEE S00MATURE DWATE BIGMED
=
AGENCY USE ONLY
& EFFECTIVE DATE OF ACTION 3 EMFLOYES CEID 10 TIVE SASETENURE | 11, FERMITTING EVENT DATE 12 PERMITTING EVENT CODE
01/01/2026 s01 FT/Permanent . mvim
13 AGENCY CODE 14 UMITGODE 15 AGENCY MAME

15 REMARXE 17, AUTHORIED AGENCY SIGRATURE

| Pesraiy ctify Lmdes panaly of perury a8 folows: That | am ihe duly appointsd,
qualfied and acting ofMoir of T hersin named agency. inat | am authonzed to
make Mis certication, and Mal the employes named hengin ks eligibie Tor enndiment

Inthe Siale FlexSiect L

15 FMAL ADDRESS ‘ 20, DATE RECENVED IM

I e

e -5 e
15 TELEFHONE NUMBER (Indcaie [f CALMNET or give amsa code’

| .

DISTRIBUTION:  Onginal - State Controller’s Office Pink - Agency Goldenrod - Employee




