FLEXIBLE SPENDING ACCOUNT

 PARTICIPANT CHANGE FORM

Employer: _________________________________________________________________________________

Employee: ______________________________________________________ SSN _______/_______/_______
Change Address to: ____________________________________________________________________



Change Name to: ______________________________________________________________________


Change Email address to: _______________________________________________________________
LEAVE OF ABSENCE – you need to complete and submit this form ONLY if Flex participation will terminate while the employee is on leave of absence.  If the employee will be making contributions on a post-tax basis while they are on leave of absence, or if they will make up missed contributions when they return to work, Flex participation will continue; therefore, you do not need to complete and submit this form.


Leave of Absence began ____/____/____






Last reduction made ____/____/____


Amount of last reduction $_________

If the employee elects to re-enroll in the Flex plan upon returning from leave of absence, please submit a new election form.



NOTIFICATION OF TERMINATION – Flex benefits terminate on last day worked.  
Last day worked ____/____/____

Last reduction made ____/____/____

Amount of last reduction $____________________

Year-to-date amount of deductions:

Unreimbursed Medical   $____________________          Dependent (Day) Care
  $____________________

ELIGIBLE ELECTION CHANGE

(Change must be submitted within timeframe established by Employer and specified in the SPD and  must be  consistent with the  event.  The change will be effective as of the next payroll reduction, on or after the date this change request form is signed)

Reason for Change









Date of Event

_____  Change in Status (life event)








____/____/____

_____  Small Cost Changes (Not applicable for Nonreimbursed Medical)




____/____/____

_____  Significant Cost Changes (Not applicable for Nonreimbursed Medical)



____/____/____

_____  Significant Curtailment of Coverage (Not applicable for Nonreimbursed Medical)


____/____/____

_____  Addition or Elimination of Benefit Package Option





____/____/____

_____  Change in Coverage Under another Plan






___/____/____

_____  FMLA Leave 









____/____/____

_____  Other










____/____/____

Please provide details of the election event that warrants the change requested:  

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Please change my benefit election as follows:

FROM:



TO:

Non-reimbursed Medical
$___________ per pay period

$___________ per pay period

Dependent Daycare

$___________ per pay period

$___________ per pay period

Per Pay Period election change will take effect on __________________________________________________.

All changes must be submitted promptly in order for accurate record keeping to be maintained.  Your cooperation is greatly appreciated in expediting notification of changes in employee’s status.

______________________________________________________

______________________________

Employee Signature
(not required)






Date

_______________________________________________________

______________________________

Employer Representative Signature    (required)





Date



Innovative Employee Benefits, Inc.  
PO Box 470257, Charlotte, NC 28247
Fax:  704-341-5984   
Phone:  704-341-5981
