Benefits Enrollment Febco Benefits
Form 2017 Administration

H/R Information

Employer Name: Department:

Benefit Start Date: Date of hire: First Payroll Deduction:

Paycheck Frequency (Circle one): Weekly Bi-weekly Semi-Monthly Monthly Other:
Participant Information

First Name: Middle Initial: Last Name:

Social Security Number: Birthday:

Street Address:

City: State: Zip Code:

Work Phone: Mobile/Cell Phone:

E-Mail Address: Gender: M / F

Spouse Information

Spouse Name (Additional Card):

Social Security Number: Birthday:

Dependent Information

Name: Relationship:

Social Security Number: Birthday:

Name: Relationship:

Social Security Number: Birthday:

Name: Relationship:

Social Security Number: Birthday:

Name: Relationship:

Social Security Number: Birthday:

Customer Service: 1-800-489-1539 Form: BENENROLLMENT05162017




Benefits (Check the box of all accounts that apply)

Option 1: (DCA) Dependent Care Reimbursement Account (Circle one)
Single - $2500.00 MAX Family - $5000.00 MAX
| elect to contribute $ before tax, to fund my DCA account. PerPay / Monthly / Annual

Option 2: (FSA) Flexible Spending Account
$2600.00 — Employee MAX

| elect to contribute $ before tax, to fund my FSA account. PerPay / Monthly / Annual
$500.00 — Employer MAX

My Employer will contribute $ to fund my FSA account.

Option 3: (HC2) Limited Flexible Spending Account
$2600.00 — Employee MAX

| elect to contribute $ before tax to fund my HC2 account. PerPay / Monthly / Annual
$500.00 — Employer MAX

My Employer will contribute $ to fund my HC2 account.

***Note: If you have a Health Savings Account and elect a Flexible Spending Account it must be limited. It is up to the
participant to notify FEBCO if they have an HSA plan outside of FEBCO. ***

Option 4: (HRA) Integrated Health Reimbursement Account

My Employer will contribute $ to fund my HRA account. PerPay / Monthly [/ Annual

Option 5: (HRA) Waiver Health Reimbursement Account

My Employer will contribute $ to fund my HRA account. PerPay / Monthly [/ Annual

***Note: If you are waiving your employer provided Health Insurance, you must provide proof of insurance Coverage***

Option 6: (HR2) Limited Purpose Health Reimbursement Account

Employer will contribute $ to fund my HRA account. PerPay / Monthly [/ Annual

***Note: If you do not have Group Health Insurance, you must elect the LIMITED PURPOSE HRA. Examples of Health
Insurance that require Limited HRA: Tricare, Medicare, Individual plans, etc.
If you have a Health Savings Account and elect a Health Reimbursement Account it must be limited. It is up to the participant
to notify FEBCO if they have an HSA plan outside of FEBCO. ***

Signatu e (Incomplete applications will not be processed)

I have enrolled in certain employer-sponsored insurance benefits. | understand that my share of the premium for these insurance benefits will automatically
be paid with pre-tax dollars. | also understand that if my required contributions for the elected benefits are increased or decreased while this agreement remains in
effect, my taxable income will automatically be adjusted to reflect that increase or decrease. My employer and | agree that my taxable income will be reduced each pay
period by the amount set forth in this Agreement. | understand that | may change my election in the event of certain changes in my status. Prior to the first day of each
plan year, | will be offered the opportunity to change my benefit election for the upcoming plan year. Any qualified expenses that are submitted by me will be
reimbursed to me on a tax-free basis. Any contributions that are not used during the plan year may not be paid to me in cash.

Should I as an employee be required to return my Debit Card for any reason before the end of the Plan Year or find at any time that charges on the debit card
cannot be substantiated or the account has been overpaid, | will reimburse the employer for any amounts advanced by the employer from my account, which are not
Qualified Expenditures. My employer may also pursue any and all legal means available to it to receive some or all of the amounts advanced that | am not entitled to,
including but not limited to, deducting such owed amounts from subsequent payroll amounts owed by me. This card is the property of Febco and the employer and must
be returned to the employer immediately upon termination, and/or lay off.

Employee Signature: Date:

Fax this form to: (502) 695-9692 Febco Benefits Administration

PO Box 5010
www.febco.com Frankfort, KYY 40602




