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ELECTION FORM and SALARY REDUCTION AGREEMENT
FLEXIBLE BENEFITS PLAN, CONTINUED

You may be provided with a Benefits Card, as allowed by the IRS under
applicable Sections of the Tax Codes.  You may use the Card only at
qualified locations for eligible products and services under your
specific Plan.

Using your Benefits Card:
1. Sign the back of your Card before using it.
2. Retain all receipts and documentation from your Benefits card

transactions to prove expenses are eligible under your Plan Guidelines and applicable
regulations established by the IRS.  If requested by the administrator, Innovative Employee
Benefits, Inc. (IEB), you are obligated to submit your Benefits card transaction receipts and/or
any other related claim information and documentation as deemed necessary to substantiate the
eligibility status for the service/purchase.  Failure to submit such documentation may result in:
1) the expense being deemed ineligible in which case you would be obligated to repay the amount
to the Plan and/or 2) immediate suspension or revocation of the Card; and/or 3) taxable, payroll
deductions by your Employer of the ineligible expenses.

3. Visit www.better.benefits.com to obtain up-to-date account balance information; to view or print
your statement of activity, and/or to report your Card lost or stolen.

I would like to have an extra Benefits Card for my spouse and/or my dependents I have listed below:

1. I understand that I cannot change or revoke this Agreement as of any date prior to the next Plan
year effective date, unless a Change in Election Event occurs and all conditions to changing my
election are satisfied, as provided in the Plan.  I understand my benefit elections may not be
reduced below the amount that has been taken pre-tax as of the date of the eligible Election
Event.

2. Any funds remaining in my reimbursement accounts at the end of the plan year will be forfeited
by IRS regulations to my Employer’s Plan.

3. If my employment terminates for any reason, I understand expenses must be incurred and
submitted within the time frames set out in the Plan. 

4. I understand the procedures for requesting reimbursement and any reimbursement must be for an
eligible expense incurred during the applicable Plan Year.

5. Before the first day of each Plan Year, I will be offered the opportunity to modify my elections
for the following Plan Year. 

6. My Employer may reduce or cancel the election of any non-taxable benefit or otherwise modify my
election in accordance with the Plan if my Employer in its discretion, deems that action advisable
to satisfy the requirements of the Internal Revenue code or the regulations thereunder.

___________________________________________________________ ________________________
Employee’s Signature* Date*

*Your signature and the date (which must be prior to the Plan year effective date) are required to process your enrollment.

To be completed by Employer

Indicate applicable Pay Cycle:

(   ) W = Weekly (   ) B = Bi-Weekly (   ) S = Semi-Monthly (   ) M = Monthly

Name Social Security Number Name Social Security Number

NON-REIMBURSED MEDICAL FSA EXPENSES

The following list, while not intended to be complete, illustrates medical-related expenses which may
be reimbursed under a Non-Reimbursed Medical Flexible Spending Account, when incurred during the
Flex Plan year.  For a more extensive list, see Qualifying Medical Care Expenses, under information
forms, at www.better-benefits.com. Expenses under this Plan are treated as being “incurred” when you
are provided with the care that gives rise to the expense, not when you are billed, charged, or pay for
the medical care.  Qualifying medical expenses include only those expenses incurred by you, your
spouse, and/or dependents.

1. Medicine, drugs, birth control pills and vaccines.
2. Medical doctors, dentist (includes x-rays, fillings, crowns, implants, bridges, dentures,

periodontal services), orthodontists, eye doctors (includes eye exam, glasses, contact lenses and
supplies, corrective surgery, RX sunglasses), chiropractors, osteopaths, podiatrists, psychiatrists,
psychologists, physical therapists, acupuncturists, and psychoanalysts (medical care only).

3. Medical examination, X-ray and laboratory service, insulin treatment (includes test strips, lancets,
etc.) and whirlpool baths the doctor prescribed.

4. Nursing help.  If you pay someone to do both nursing and housework, you can only be reimbursed
for the cost of the nursing help.

5. Hospital care (includes meals and lodging), clinic costs and lab fees.
6. Medical treatment at a center for substance abuse.
7. Medical aids such as hearing aids (and batteries), dentures, eyeglasses, contact lenses, braces,

orthopedic shoes, crutches, wheelchairs, oxygen equipment and supplies, blood pressure monitor,
glucose monitor.

8. Assistance for disabled persons including special education for the blind, tuition at special
school for handicapped, guide dogs (purchase and care).

9. Ambulance service and other travel costs to get medical care.  If you used your own car, you can
claim what you spent for gas and oil to go to and from the place you received the care; or you can
claim per cent a mile (varies depending on the year).  Add parking and tolls to the amount you claim
under either method.

10. Over-the-counter medicines, drugs and supplies.  Must be more than merely beneficial to general
health and must not involve unreasonable stockpiling.  Must be for (a) diagnosis of disease, (b) the
cure, mitigation, treatment or prevention of disease, or (c) for the purpose of affecting any
structure or function of the body.*

You cannot claim reimbursement for:
1. Insurance premiums.
2. Nursing care for a healthy baby.
3. Illegal operations or drugs, including the purchase of drugs from Canada.
4. Expenses incurred that are generally cosmetic in nature:  spider vein treatment, teeth bleaching,

chemical peels.
5. Over-the-counter items merely beneficial to general health such as toiletries, toothbrushes and

toothpaste, lip balms, suntan lotion, vitamins and dietary supplements, cotton balls and Q-tips.*

*See OTC Guidelines, under Informational forms, at www.better-benefits.com for specifics.



How nice would it be to pay for out-of-pocket medical costs while increasing your spendable income?
Your Employer is offering a benefit plan that will allow you to do just that. If you participate, you
will elect to have a specified amount of pre-taxed money deducted from each paycheck during the Plan
year. These dollars are set aside in an account and deducted from your gross earnings before taxes
being taken out. When you submit a receipt for qualifying expenses, for you and/or dependent(s), you
will be reimbursed from this account.

What are Flexible Spending Accounts (FSAs)?
FSAs are a way for you to pick up the tab for medical expenses not covered by insurance (such as
copays, coinsurance, and deductibles) as well as day care expenses, with money you earn but didn’t pay
federal, state, or Social Security taxes on. (subject to applicable state regulations)

Why should I participate?
You can save 25% to 45% (depending on your tax bracket) on every dollar you have deducted from your
paycheck pre-tax. Participation is how you increase your spendable income (More take-home pay!)

How do I decide the appropriate amount to pledge to the two separate spending accounts?
Be conservative – consider only those expenses you know you and or your dependent(s) will incur
during the Plan year. If you contribute dollars and do not use all you contribute, you will lose any
remaining balance in your account(s) at the end of the Plan year.

Can I make changes to my contribution during the Plan year?
You may only increase your annual contribution if your Employer’s Plan allows for election changes.
Additionally, the election change requested must be made within a specified period of time and must be
on account of or consistent with the event.

What happens if my employment terminates during the Plan year?
You can submit eligible receipts for expenses incurred prior to your benefit termination, up to the
date as established by your Employer’s specific plan. You may also be eligible to continue participation
through COBRA.

Will my participation in the Flexible Spending Accounts affect my Social Security benefits?
Yes, you will not pay Social Security tax on the dollars you contribute; therefore, your Social
Security benefits may be slightly reduced.

How much can I save?
The below savings example is for illustration only

How can I find out how much I have available in my account(s)?
1. Go to www.better-benefits.com and click on Employee Log-in
2. Create an account with username and password
3. You may then enter your login and password to sign onto the account screen
4. From here you can check your account balance, account history, print a statement of your account, etc.

Tax credits vs. dependent care FSAs
If you participate in the Plan, you cannot claim credits on your income tax return for the same expenses.
Also, amounts reimbursed under this Plan will reduce the amount of other dependent care expenses
you can claim for purposes of tax credits.

Please refer to your Employer’s Summary Plan Description (SPD) for specifics.

W/O Flex With Flex
Annual Income $30,000 $30,000
Out-of-Pocket Costs $0 $3,000
Taxable Income $30,000 $27,000
Estimated Taxes (30%) $9,000 $8,100
Out-of-Pocket Costs $3,000 $0
Take Home Pay $18,000 $18,900
Your Annual Tax Savings $0 $900

ELECTION FORM and SALARY REDUCTION AGREEMENT
Non-Reimbursed Medical Flexible Spending Account

Please print clearly

Plan Year: _____/_____/____ - _____/_____/_____

Employer: _____________________________________________________ Location: ______________________________

Name: ___________________________________________________________________________________________________
First Last

Mailing Address: ________________________________________________________________________________________
Address City State Zip

SSN: ______ /______/______ Email Address: ________________________@___________________________________

Date of Birth: ______/______/______ Date of Hire: ______/______/______ Effective Date: ______/______/______

Pursuant to my Employer’s Flexible Benefits Plan (“Plan”), I understand I may elect to have my salary
reduced by the total pre-tax specified below. I authorize my Employer to apply that amount toward
any or all of the following Plan Components:
• Premium Payment Component, under which I can pay for my share of eligible Insurance premiums

with pre-tax dollars;
• Non-Reimbursed Medical Spending Account, under which I can elect coverage that will reimburse me

for my eligible medical care expenses, up to a Plan year limit as designated by the Plan, and
• Dependent Daycare Spending Account, under which I may elect coverage that will reimburse me for

my eligible dependent daycare expenses, up to a calendar year limit of $5,000 ($2,500 if married and
filing separate tax returns)

ELECTION OF PRE-TAX BENEFITS UNDER THE SALARY REDUCTION PLAN

I elect to receive the following coverages under the Plan. I understand an amount equal to the
annual premiums, divided by the number of pay periods in the Plan Year, will be deducted from each of
my paychecks to pay for the coverages that I elect.

� PRE-TAX PREMIUM PAYMENT BENEFITS: On a separate benefit enrollment form(s), I have
enrolled for certain insurance coverages and I have been provided with a schedule showing my
share of the premiums for such coverage.

� NON-REIMBURSED MEDICAL - you must fill in all 3 blanks in the line below

$_________________ per pay period X _______ # of pay periods = $_________________ annual pledge

� DEPENDENT DAYCARE - you must fill in all 3 blanks in the line below

$_________________ per pay period X _______ # of pay periods = $_________________ annual pledge

� I do not wish to participate in my Employer sponsored Flexible Benefit Plan. I understand I will
not be eligible to participate as of any date prior to the next Plan Year effective date, unless a
Change in Election Event occurs and all conditions to changing my election are satisfied, as
provided in the Plan.

NON-REIMBURSED MEDICAL EXPENSES
EMPLOYEE TAX SAVINGS WORKSHEET

Estimated Family annual medical/dental/vision expenses – not covered by insurance:

Deductibles, coinsurance, copays . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Hearing Expenses . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Medical Equipment/Repair . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Physical Exams . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Prescription drugs . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Chiropractic Care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Dental, including orthodontia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Vision, exams and hardware . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Diabetic Supplies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Other Expenses . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Total Annual Out-of-Pocket . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Multiply by estimated
Tax savings of 30% . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .x30%

Your estimated Annual Tax Savings . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

DEPENDENT DAY CARE FSA EXPENSES

Eligible expenses must be necessary for you and your spouse (if married) to be gainfully employed,
look for work, or attend school.

Eligible expenses include care for a dependent under age 13 and/or care of a dependent physically or
mentally incapable of self care. Also eligible is custodial or elder care (dependent must live in your
home a minimum of 8 hours per day).

Eligible daycare providers include state licensed daycare centers, friends (must submit social
security number or tax identification number), relatives (can not be a dependent you are claiming in
the current tax year), au pair services, Montessori Schools, Nanny (FICA and FUTA), after
school/before school.

Ineligible expenses include: kindergarten, field trips, registration fees, late payment fees, lunches,
supplies, overnight camps, transportation fees, care of a dependent who lives outside the employee’s
home.

Exclusion from income for payments under a Dependent Day Care Plan in a calendar year are limited
to the smallest of the following amounts:
• $5,000 if the employee is married and filing a joint return or if the employee is a single parent

($2,500 if the employee is married, but filing separately);
• The employee’s earned income; or
• If the employee is married at the end of the taxable year, the spouse’s earned income.
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$_________________ per pay period X _______ # of pay periods = $_________________ annual pledge

� I do not wish to participate in my Employer sponsored Flexible Benefit Plan. I understand I will
not be eligible to participate as of any date prior to the next Plan Year effective date, unless a
Change in Election Event occurs and all conditions to changing my election are satisfied, as
provided in the Plan.

NON-REIMBURSED MEDICAL EXPENSES
EMPLOYEE TAX SAVINGS WORKSHEET

Estimated Family annual medical/dental/vision expenses – not covered by insurance:

Deductibles, coinsurance, copays . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Hearing Expenses . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Medical Equipment/Repair . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Physical Exams . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Prescription drugs . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Chiropractic Care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Dental, including orthodontia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Vision, exams and hardware . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Diabetic Supplies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Other Expenses . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Total Annual Out-of-Pocket . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

Multiply by estimated
Tax savings of 30% . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .x30%

Your estimated Annual Tax Savings . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$_________________

DEPENDENT DAY CARE FSA EXPENSES

Eligible expenses must be necessary for you and your spouse (if married) to be gainfully employed,
look for work, or attend school.

Eligible expenses include care for a dependent under age 13 and/or care of a dependent physically or
mentally incapable of self care. Also eligible is custodial or elder care (dependent must live in your
home a minimum of 8 hours per day).

Eligible daycare providers include state licensed daycare centers, friends (must submit social
security number or tax identification number), relatives (can not be a dependent you are claiming in
the current tax year), au pair services, Montessori Schools, Nanny (FICA and FUTA), after
school/before school.

Ineligible expenses include: kindergarten, field trips, registration fees, late payment fees, lunches,
supplies, overnight camps, transportation fees, care of a dependent who lives outside the employee’s
home.

Exclusion from income for payments under a Dependent Day Care Plan in a calendar year are limited
to the smallest of the following amounts:
• $5,000 if the employee is married and filing a joint return or if the employee is a single parent

($2,500 if the employee is married, but filing separately);
• The employee’s earned income; or
• If the employee is married at the end of the taxable year, the spouse’s earned income.
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ELECTION FORM and SALARY REDUCTION AGREEMENT
FLEXIBLE BENEFITS PLAN, CONTINUED

You may be provided with a Benefits Card, as allowed by the IRS under
applicable Sections of the Tax Codes.  You may use the Card only at
qualified locations for eligible products and services under your
specific Plan.

Using your Benefits Card:
1. Sign the back of your Card before using it.
2. Retain all receipts and documentation from your Benefits card

transactions to prove expenses are eligible under your Plan Guidelines and applicable
regulations established by the IRS.  If requested by the administrator, Innovative Employee
Benefits, Inc. (IEB), you are obligated to submit your Benefits card transaction receipts and/or
any other related claim information and documentation as deemed necessary to substantiate the
eligibility status for the service/purchase.  Failure to submit such documentation may result in:
1) the expense being deemed ineligible in which case you would be obligated to repay the amount
to the Plan and/or 2) immediate suspension or revocation of the Card; and/or 3) taxable, payroll
deductions by your Employer of the ineligible expenses.

3. Visit www.better.benefits.com to obtain up-to-date account balance information; to view or print
your statement of activity, and/or to report your Card lost or stolen.

I would like to have an extra Benefits Card for my spouse and/or my dependents I have listed below:

1. I understand that I cannot change or revoke this Agreement as of any date prior to the next Plan
year effective date, unless a Change in Election Event occurs and all conditions to changing my
election are satisfied, as provided in the Plan.  I understand my benefit elections may not be
reduced below the amount that has been taken pre-tax as of the date of the eligible Election
Event.

2. Any funds remaining in my reimbursement accounts at the end of the plan year will be forfeited
by IRS regulations to my Employer’s Plan.

3. If my employment terminates for any reason, I understand expenses must be incurred and
submitted within the time frames set out in the Plan. 

4. I understand the procedures for requesting reimbursement and any reimbursement must be for an
eligible expense incurred during the applicable Plan Year.

5. Before the first day of each Plan Year, I will be offered the opportunity to modify my elections
for the following Plan Year. 

6. My Employer may reduce or cancel the election of any non-taxable benefit or otherwise modify my
election in accordance with the Plan if my Employer in its discretion, deems that action advisable
to satisfy the requirements of the Internal Revenue code or the regulations thereunder.

___________________________________________________________ ________________________
Employee’s Signature* Date*

*Your signature and the date (which must be prior to the Plan year effective date) are required to process your enrollment.

To be completed by Employer

Indicate applicable Pay Cycle:

(   ) W = Weekly (   ) B = Bi-Weekly (   ) S = Semi-Monthly (   ) M = Monthly

Name Social Security Number Name Social Security Number

NON-REIMBURSED MEDICAL FSA EXPENSES

The following list, while not intended to be complete, illustrates medical-related expenses which may
be reimbursed under a Non-Reimbursed Medical Flexible Spending Account, when incurred during the
Flex Plan year.  For a more extensive list, see Qualifying Medical Care Expenses, under information
forms, at www.better-benefits.com. Expenses under this Plan are treated as being “incurred” when you
are provided with the care that gives rise to the expense, not when you are billed, charged, or pay for
the medical care.  Qualifying medical expenses include only those expenses incurred by you, your
spouse, and/or dependents.

1. Medicine, drugs, birth control pills and vaccines.
2. Medical doctors, dentist (includes x-rays, fillings, crowns, implants, bridges, dentures,

periodontal services), orthodontists, eye doctors (includes eye exam, glasses, contact lenses and
supplies, corrective surgery, RX sunglasses), chiropractors, osteopaths, podiatrists, psychiatrists,
psychologists, physical therapists, acupuncturists, and psychoanalysts (medical care only).

3. Medical examination, X-ray and laboratory service, insulin treatment (includes test strips, lancets,
etc.) and whirlpool baths the doctor prescribed.

4. Nursing help.  If you pay someone to do both nursing and housework, you can only be reimbursed
for the cost of the nursing help.

5. Hospital care (includes meals and lodging), clinic costs and lab fees.
6. Medical treatment at a center for substance abuse.
7. Medical aids such as hearing aids (and batteries), dentures, eyeglasses, contact lenses, braces,

orthopedic shoes, crutches, wheelchairs, oxygen equipment and supplies, blood pressure monitor,
glucose monitor.

8. Assistance for disabled persons including special education for the blind, tuition at special
school for handicapped, guide dogs (purchase and care).

9. Ambulance service and other travel costs to get medical care.  If you used your own car, you can
claim what you spent for gas and oil to go to and from the place you received the care; or you can
claim per cent a mile (varies depending on the year).  Add parking and tolls to the amount you claim
under either method.

10. Over-the-counter medicines, drugs and supplies.  Must be more than merely beneficial to general
health and must not involve unreasonable stockpiling.  Must be for (a) diagnosis of disease, (b) the
cure, mitigation, treatment or prevention of disease, or (c) for the purpose of affecting any
structure or function of the body.*

You cannot claim reimbursement for:
1. Insurance premiums.
2. Nursing care for a healthy baby.
3. Illegal operations or drugs, including the purchase of drugs from Canada.
4. Expenses incurred that are generally cosmetic in nature:  spider vein treatment, teeth bleaching,

chemical peels.
5. Over-the-counter items merely beneficial to general health such as toiletries, toothbrushes and

toothpaste, lip balms, suntan lotion, vitamins and dietary supplements, cotton balls and Q-tips.*

*See OTC Guidelines, under Informational forms, at www.better-benefits.com for specifics.
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applicable Sections of the Tax Codes.  You may use the Card only at
qualified locations for eligible products and services under your
specific Plan.

Using your Benefits Card:
1. Sign the back of your Card before using it.
2. Retain all receipts and documentation from your Benefits card

transactions to prove expenses are eligible under your Plan Guidelines and applicable
regulations established by the IRS.  If requested by the administrator, Innovative Employee
Benefits, Inc. (IEB), you are obligated to submit your Benefits card transaction receipts and/or
any other related claim information and documentation as deemed necessary to substantiate the
eligibility status for the service/purchase.  Failure to submit such documentation may result in:
1) the expense being deemed ineligible in which case you would be obligated to repay the amount
to the Plan and/or 2) immediate suspension or revocation of the Card; and/or 3) taxable, payroll
deductions by your Employer of the ineligible expenses.

3. Visit www.better.benefits.com to obtain up-to-date account balance information; to view or print
your statement of activity, and/or to report your Card lost or stolen.

I would like to have an extra Benefits Card for my spouse and/or my dependents I have listed below:

1. I understand that I cannot change or revoke this Agreement as of any date prior to the next Plan
year effective date, unless a Change in Election Event occurs and all conditions to changing my
election are satisfied, as provided in the Plan.  I understand my benefit elections may not be
reduced below the amount that has been taken pre-tax as of the date of the eligible Election
Event.

2. Any funds remaining in my reimbursement accounts at the end of the plan year will be forfeited
by IRS regulations to my Employer’s Plan.

3. If my employment terminates for any reason, I understand expenses must be incurred and
submitted within the time frames set out in the Plan. 

4. I understand the procedures for requesting reimbursement and any reimbursement must be for an
eligible expense incurred during the applicable Plan Year.

5. Before the first day of each Plan Year, I will be offered the opportunity to modify my elections
for the following Plan Year. 

6. My Employer may reduce or cancel the election of any non-taxable benefit or otherwise modify my
election in accordance with the Plan if my Employer in its discretion, deems that action advisable
to satisfy the requirements of the Internal Revenue code or the regulations thereunder.

___________________________________________________________ ________________________
Employee’s Signature* Date*

*Your signature and the date (which must be prior to the Plan year effective date) are required to process your enrollment.

To be completed by Employer

Indicate applicable Pay Cycle:

(   ) W = Weekly (   ) B = Bi-Weekly (   ) S = Semi-Monthly (   ) M = Monthly

Name Social Security Number Name Social Security Number

NON-REIMBURSED MEDICAL FSA EXPENSES

The following list, while not intended to be complete, illustrates medical-related expenses which may
be reimbursed under a Non-Reimbursed Medical Flexible Spending Account, when incurred during the
Flex Plan year.  For a more extensive list, see Qualifying Medical Care Expenses, under information
forms, at www.better-benefits.com. Expenses under this Plan are treated as being “incurred” when you
are provided with the care that gives rise to the expense, not when you are billed, charged, or pay for
the medical care.  Qualifying medical expenses include only those expenses incurred by you, your
spouse, and/or dependents.

1. Medicine, drugs, birth control pills and vaccines.
2. Medical doctors, dentist (includes x-rays, fillings, crowns, implants, bridges, dentures,

periodontal services), orthodontists, eye doctors (includes eye exam, glasses, contact lenses and
supplies, corrective surgery, RX sunglasses), chiropractors, osteopaths, podiatrists, psychiatrists,
psychologists, physical therapists, acupuncturists, and psychoanalysts (medical care only).

3. Medical examination, X-ray and laboratory service, insulin treatment (includes test strips, lancets,
etc.) and whirlpool baths the doctor prescribed.

4. Nursing help.  If you pay someone to do both nursing and housework, you can only be reimbursed
for the cost of the nursing help.

5. Hospital care (includes meals and lodging), clinic costs and lab fees.
6. Medical treatment at a center for substance abuse.
7. Medical aids such as hearing aids (and batteries), dentures, eyeglasses, contact lenses, braces,

orthopedic shoes, crutches, wheelchairs, oxygen equipment and supplies, blood pressure monitor,
glucose monitor.

8. Assistance for disabled persons including special education for the blind, tuition at special
school for handicapped, guide dogs (purchase and care).

9. Ambulance service and other travel costs to get medical care.  If you used your own car, you can
claim what you spent for gas and oil to go to and from the place you received the care; or you can
claim per cent a mile (varies depending on the year).  Add parking and tolls to the amount you claim
under either method.

10. Over-the-counter medicines, drugs and supplies.  Must be more than merely beneficial to general
health and must not involve unreasonable stockpiling.  Must be for (a) diagnosis of disease, (b) the
cure, mitigation, treatment or prevention of disease, or (c) for the purpose of affecting any
structure or function of the body.*

You cannot claim reimbursement for:
1. Insurance premiums.
2. Nursing care for a healthy baby.
3. Illegal operations or drugs, including the purchase of drugs from Canada.
4. Expenses incurred that are generally cosmetic in nature:  spider vein treatment, teeth bleaching,

chemical peels.
5. Over-the-counter items merely beneficial to general health such as toiletries, toothbrushes and

toothpaste, lip balms, suntan lotion, vitamins and dietary supplements, cotton balls and Q-tips.*

*See OTC Guidelines, under Informational forms, at www.better-benefits.com for specifics.


