State Of Maine – Flexible Spending Account
2013 Enrollment Form

	1.  Employee Information:

	Last Name


	First Name


	MI


	Date of Birth


	Social Security Number
 ________-_____-________

	Mailing Address


	City


	State


	Zip


	Home Phone:

Work Phone:


	Department: __________________________  
Are you a seasonal employee?  Yes _______  or  No _______
	Gender:
 FORMCHECKBOX 
 Male          FORMCHECKBOX 
  Female


2.  Payroll Election:  I elect to participate in the State of Maine’s Reimbursement Account program.  I agree to contribute the following amounts biweekly to fund my account(s):







MEDICAL Care Reimbursement Account:  (Please check one)


 FORMCHECKBOX 

$ __________________     +   $ 1.85   =      $ ____________ Total biweekly deduction   OR 



        (Biweekly funding; $10 min)        (Admin fee)

 

 FORMCHECKBOX 
   Maximum biweekly amount of $96.16 + $1.85 = $98.01 ($2,548.10 annual) *Note new maximum effective 01/01/13  
 



DEPENDENT/ELDER Care Reimbursement Account:  (Please check one)


 FORMCHECKBOX 

$ __________________     +   $ 1.85   =      $ ____________ Total biweekly deduction   OR


       (Biweekly funding; $0 min)        (Admin fee)



 FORMCHECKBOX 
    Maximum biweekly amount of $192.31 + $1.85 = $194.16 ($5,048.10 annual)

3.  Applicant signature:  I understand that….
·  my contribution amounts will be taken from my paycheck in equal amounts each pay period, allowing me to       fund my account(s) with pre-tax dollars;
·  I am not eligible to participate in my employer’s Medical Reimbursement Account if I have (or participate  in my spouse’s) Health Savings Account (HSA);
· $1.85 will be deducted each pay period for each account I elect to participate in to cover administrative fees for the plan year.  If I enroll in both the medical and dependent care reimbursement accounts, a $1.85 per pay period administrative fee will be deducted for each account;
·  this agreement cannot be changed or discontinued during the plan year unless my employment or family           status changes;
· only medical and/or dependent care expenses allowed by the IRS qualify for reimbursement; 
· funds in my account(s) must be used before the end of the Plan Year or be forfeited;
· the Plan Year is the 12-month period between January 1, 2013 - December 31, 2013;
· Plan documents are available at www.maine.gov/deh for me to review.

I have read and understand the above plan rules and guidelines.

              _______________________________________________   
   __________________________ 

              Employee Signature                                                                              Date   
Send completed forms to: 
· State of Maine, Office of Employee Health and Benefits, 114 State House Station, Augusta, ME 04333-0114 or
· Fax 287-6796  (please keep confirmation receipt for your records and do not mail original)
	4.  Employer Information:  To be completed by Employee Health & Benefits

	Employer

State of Maine
	Pay Cycle
A    B
	Dept. No:
	Effective Date

	Annual Goal – Medical
$
	Annual Goal – Dependent
$
	
	Initials


Revised 12/21/12

