McLean County Unit District 5 
Flexible Benefits Election Form

Effective January 1, 2008
____________________________________________________________________________
Social Security #
Date of Birth
Name

Gender
Address
Phone
City, State, Zip Code




Homebase​​​____________               ______
SALARY REDUCTION AGREEMENT
I elect to receive the following coverage under the Flexible Benefit Plan.

1. Blue Cross Blue Shield Health Insurance Monthly Premiums

	 
	$300 Deductible Plan
	$500 Deductible Plan
	H.S.A.
	Monthly Amount to be flexed

	Employee Rate 
(Board Paid per FTE)
	$440.00
	$429.00
	$363.00
	

	To add Family
	$581.00
	$562.00
	$475.00
	

	To add Spouse Only
	$303.00
	$293.00
	$248.00
	

	To add Children Only
	$278.00
	$269.00
	$228.00
	

	Dual Spouse
	$208.00
	$189.00
	$102.00
	 

	Total 
	
	
	
	$


2. Blue Cross Blue Shield Dependent Dental Premium
$_________________

To Add Family Dental - $62.00 per month
3. Day Care (Dependent Care) Flexible Spending Account:

$_________________

Annual Maximum $___________ divided by 12 =




$5,000 maximum contribution per year

4. Medical Care Flexible Spending Account:


Annual Maximum $___________ divided by 12 =

$_______________

$4,000 maximum/$60.00 minimum contribution per year

Total Monthly Pre-Tax Salary Reduction:  
$_________________
My Employer and I agree that my monthly salary will be reduced by the amount above effective 1/1/2008 through 12/31/2008.  Except for a Change in Status, I understand that I cannot elect pre-benefits until the next anniversary date, and any after-tax coverages shall be outside the Plan.  I have read the instructions and conditions on Page 2 of the Election Form and agree to them.  

Failure to complete this form will be construed as no desire to participate in the Flexible Benefit Plan.
Signature ____________________________________
Date ______________________
Flexible Benefit Election Form Instructions
(Page 2 of Election Form)


· Complete your personal data directly on your election form.

· Select the coverages you wish to purchase through salary deduction from those listed on the form.  Write the appropriate dollar amount in the corresponding space in the salary reduction column.

· Fill in your total monthly cost in the blank marked “TOTAL MONTHLY PRE-TAX SALARY REDUCTION”.

· If you elect to pay for the dependent care and/or medical care spending accounts through salary reduction, enter the amount by which you want to reduce your salary each month in the appropriate column.

· You may contribute up to $5,000 ($2,500 if you are married and file a separate income tax return) in a dependent care spending account, and up to $4,000 in a medical spending account.  Please be certain to budget carefully since any funds that are left in your spending account at the end of the plan year will revert back to the plan.

· Enter your total monthly cost in the blank marked total monthly pre-tax salary reduction.

· Sign and date your election form.

Salary reduction agreement

I agree that my compensation will be reduced by the amount of my required contributions for the benefit plans or policies I have elected under the Flexible Benefits Plan, continuing for each pay period until this agreement is amended or terminated.  The amount of my required contribution for each benefit plan or policy selected is set forth on a schedule that has been provided to me.  I understand that:

· I cannot change or revoke this agreement with respect to pre-tax premiums as of any date prior to the next anniversary date unless a change in status occurs (i.e., marriage, divorce, death of a spouse or child, birth or adoption of a child, termination or commencement of employment of a spouse or such other events as will permit a change or revocation of an election under the Internal Revenue Code, as amended) and the change is caused by and consistent with the change in status.

· Execution of this agreement does not initiate coverage under the component benefit plans or policies.  Coverage will be determined under the separate benefit plans or policies.

· Pre-tax premiums paid pursuant to this agreement reduce my compensation for Social Security tax purposes.  This means my Social Security benefits could be decreased because of the decreased amount of compensation which is considered for Social Security purposes (if applicable).

· If my cost for benefit plans or policies I elect is increased or decreased while this agreement is in effect, my salary reduction will be automatically adjusted to reflect the increase or decrease.  

· Prior to the anniversary date each year, I will be offered the opportunity to add or drop coverages for the following plan year.

· Amounts remaining in my Health and Dependent Care Flexible Spending Account (FSA) after the end of the plan year will be forfeited.

6
2

