
Flexible Spending Account (FSA) and 
Dependent Care Account (DCA) 
Enrollment or change form 
Benefits Card and Autopay 
29139894 (12/18) 

Benefit Help 
SOLUTIONS 

! __ 

• Effective date

Section 1 Application reason 

PLEASE PRINT CLEARLY 

• This information is mandatory. Enrollment may be delayed if 
fields with an asterisk are not filled out. 

Please refer to your plan's summary plan documents for a complete list of qualifying status changes. Election changes cannot be retroactive and must be consistent with the event. 

D New enrollee -OR- □ Update election due to a qualifying life event. Please describe qualifying life event below: 

Section 2 Account holder information 

• First name I Ml 1 • Last name 1 • Date of birth 

__ / __ / 

• Mailing address 'City 

• Physical address 'City 

• Email address • Contact phone number 

1 • Social Security number 

• State • ZIP 

• State • ZIP 

• Employer IDivision • Hire date 1 • Group identification number (if known) 
Central Peninsula Hospital

__ / __

I 

Section 3 Payroll (check one) 

□ Weekly (52 pay periods/yr) □ Bi-weekly (24 pay periods/yr) 

D Other _____________ _ 

Section 4 Benefit election (check all that apply) 

□ Bi-weekly (26 pay periods/yr) □ Semi-monthly D Monthly 

D 
Waive You will not be eligible to participate in the healthcare or dependent care account until the next open enrollment period unless an applicable 
participation change of status occurs. Please notify your employer of any change in status within 30 days of the applicable change. 

D Enroll me in the healthcare flexible spending account (FSA) 
• Annual election (up to $2,850) 

D 
Enroll me in the dependent care assistance program (DCAP) 

If married and filing seperately, DCAP election should not exceed $2,500 
• Annual election (up to $5,000) 

Section 5 Reimbursement (for additional information, please review page 2) 

Autopay D Enroll me in autopay Autopay is not available to you if you or one of your dependents are covered by more than one insurance plan. 
You may enroll in the autopay or the benefits card, but not both. 

Benefits card D I would like a Benefits Card' D I already have a Benefits Card 

Enroll me in 
1
□ Checking Bank name 

D 
direct deposit3 o Savings 

Direct deposit2 

Routing number Account number 

1 BHS will issue two benefit cards in your name. 
2 If you do not opt in for Direct Deposit manual claim submissions will be reimbursed by check. If you do request direct deposit, your bank account will be credited and debited (called 

a micro-deposit) in a random amount ranging between $0.01 and $0.99. You will receive an email notification with further instructions for activating direct deposit. 
3 Please include a voided check with your enrollment form. 

Section 6 Authorization 

I have read and agree to the terms and conditions on pages 1 and 2 and authorize my employer to reduce my salary on a per-pay-period basis. 

• Employee signature • Signature date 

Please return to your human resources or benefits department upon completion. 
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