Flexible Spending Account
Enrollment Form

EmployerName:

LI Lifetime

BENEFIT SOLUTIONS

Participant Name (First, Ml, Last):

Social Security Number: - - Phone Number ( )
Address:

City, ST, ZIP:

Date of Birth: / / Date of Hire: / /

Email Address:

FSA Benefit Election Per Pay Period Amount | Total Annual Amount # Pays Per Year | Maximums

O Heaith Care Election—Standard $ $ $ 3,050.00*
O Dependent Care Election $ $ $ 5,000.00*
O Parking Election $ $ $ 3,600.00*
O Transit Election $ $ $ 3,600.00*

*Subject to change per IRS guidelines

Spouse/Dependent Information (Attach additional pages if necessary)

[ 1 do not have a spouse or dependents

Name Social Security Number

Date of Birth

Gender

Relationship

Enroll in Direct Deposit

To sign up for direct deposit, please log into the LBS consumer portal at https;//www.lifetimebenefitsolutions.com/start. Your
personalized consumer portal will be available to access on or after your effective date. Upon entering your bank account
information, there will be a verification process to complete activation of your direct deposit. Your direct deposit will not be

active until the micro-deposit is verified.

Participant Authorization—Returnsigned form to your Employer.

By signing below | agree to participate in my employer’s pre-tax program and certify that | understand and will comply
with the regulations governing such Plan. | understand the basic provisions provided on page 2 of this form are guide-

lines only and that my Plan’s Summary Plan Descriptions prevails.

Participant Signature:

Date:

To Be Completed by the Employer

This Plan has employer funded money: U Yes U No. If Yes,

PayrollBased?

Annual Amount

U New Hire 1 Open Enroliment Effective Date:
First Payroll Deduction Date: ER Money:
®  Notify Payroll of deduction amount and date O HealthCare

4 Yesd No $

° Keep copy of Enroliment Form for your records

° Forward copy of Enroliment Form or provide data on a file to

O Dependent Care

O Yesd No $

Lifetime Benefit Solutions
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Flexible Spending Account BENEFIT SOLUTIONS
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Direct Deposit:

Direct Deposit sends claim reimbursement payments directly to your personal bank account. Direct deposit
notification statements will be emailed to you with the details of the reimbursement. If you provide incorrect
information and corrective transactions are required, your account may be charged a $25 processing fee. Di-
rect deposit transactions are not subject to the typically imposed $30 check minimum.

Things to Consider Upon Enrollment:

e Your FSA accountrefers to the combined health care and dependent care components.

e Byenrolling in the FSA program, you agree to have your compensation reduced by the amount elected.
e Your election applies to this Plan year only. To continue in the Plan, you must re-enroll each year.

e Annual health care elections are available for reimbursement in full on the first day of the Plan year.

e Dependent care elections are available for reimbursement based on current balance.

e FSA accounts are tracked separately and cannot be combined. These elections are in addition to any pre-
miums you pay on a pre-tax basis for employer sponsored health insurance.

e Thedependent care account pays for daycare services needed for a qualifying dependent while you work.
A qualifying dependent is a child under age 13 who is claimed as a dependent on your federal income tax
return (special rules apply for divorced parents), a disabled spouse, and any other dependent on your tax
return who resides in your home and is physically or mentally disabled.

e You may file claims for reimbursement from your FSA accounts for qualified expenses incurred during the
Plan year and after becoming a participant. Depending on the provisions in your Plan, some or all of the
funds remaining in your FSA account after the end of the Plan’s run-out period may be forfeited.

e You will pay the Employer for any tax liability or penalties it incurs if you are reimbursed for an expense
thatis not a qualified expense, unless you repay the amount or off-set that amount with additional eligible
claims within the same Plan year.

¢ You cannot change the amount of your FSA contributions or pre-tax health insurance premiums, unless
you have a qualifying “life change” event as defined in the Plan and satisfy any other conditions for
changes contained in the Plan and tax law.

e Your FSA contributions will terminate when your employment terminates. You must check with your Em-
ployer to determine if you can elect to continue your health care contributions on an after-tax basis, as
allowed under COBRA.

¢ Your employer may change the amount of your FSA elections if necessary to satisfy tax law requirements.

¢ Youunderstand that you must provide acceptable documentation for every claim you submit, including
Health Spending Card purchases upon request.

e You will keep copies of all documents submitted to Lifetime Benefit Solutions for your own personal re-
cords; Lifetime Benefit Solutions is not responsible for retaining copies of your receipts beyond the current
Planyear.

e Flexible Spending Accounts and Health Reimbursement Accounts are subject to Federal Law which gen-
erally supersedes state law.

e Onlyspouses and dependents for Federal Tax purposes are eligible for tax-free Flexible Spending Ac-
counts and Health Reimbursement Accounts benefits.
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	Provider Name: ____________________________________________________________________________________

	Address: __________________________________________________________________________________________

	City, ST, ZIP: _______________________________________________________________________________________

	Tax Payer ID/SSN: _______________________________   

	Dependent Care for (Name and Age):_________________________________________________________________

	Dates of Care (within a single Plan Year)  Start Date: _____________________  End Date: _____________________

	Amount Charged: $______________________________________

	Provider Signature: _______________________________________________________	Date: _________________

	I authorize the above expenses to be reimbursed from my dependent care account.

	I certify the expenses qualify as valid dependent care expenses under the terms of the Plan.

	I understand that the copy of my receipt will include Provider name, address, tax ID/SSN, child’s name and age, dates of care, and amount charged.

	I will keep copies of all documents submitted to Lifetime Benefit Solutions, for my own personal records; Lifetime Benefit Solutions, is not responsible for retaining copies of my receipts beyond the current Plan year.

	I understand a qualifying dependent is a child under age 13, who is claimed as a dependent on my federal income tax return (special rules apply for divorced parents), a disabled spouse, and any other dependent on my tax return who resides in my home and is physically or mentally disabled.

	I certify these expenses have not previously been reimbursed and I understand the expenses reimbursed may not be used to claim any federal income tax deduction or credit.

	I agree to file IRS Form 2441 with my tax return and provide any required taxpayer identification number.

	Mail to: Lifetime Benefit Solutions, Claims Dept, PO Box 6509, Syracuse, NY 13217 or 

	Fax to:  877-256-7228.

	Call Customer Service with questions at 800-327-7130.

	Employer Name: ____________________________________________________________________________________

	Participant Name (First, MI, Last): ______________________________________________________________________

	Social Security Number: ______ -  ______ -  ____________

	Address: ___________________________________________________________________________________________

	City, ST, ZIP: ________________________________________________________________________________________

	Date of Birth: _________/__________/__________      Phone Number (________) _____________________

	Please notify your employer of any address change. Lifetime Benefit Solutions will not make address changes from this form.


	Reimbursement Form.pdf
	Employer Name: ____________________________________________________________________________________

	Participant Name (First, MI, Last): ______________________________________________________________________

	Social Security Number: ______ -  ______ -  ____________

	Address: ___________________________________________________________________________________________

	City, ST, ZIP: ________________________________________________________________________________________

	Date of Birth: _________/__________/__________      Phone Number (________) _____________________

	Please notify your employer of any address change. Lifetime Benefit Solutions will not make address changes from this form.

	Use one of the Plan Code’s below to indicate the account from which payment should be made.  Your employer may not offer all the benefit types listed below and certain restrictions may apply.  If your employer offers multiple benefit types, Lifetime Benefit Solutions will process the reimbursement based on the rules established by your employer.  For example, if you have both an FSA and HRA account, and your employer has identified the FSA as the “pay first” account, your expenses will be applied to your FSA until the balance is depleted with any additional expenses applied to your HRA.	

	By submitting this form to Lifetime Benefit Solutions, I certify the information is accurate, the expenses incurred were for myself, spouse or qualified dependents, and these expenses are not reimbursable under any other plan coverage.  In addition, I have read the Reimbursement Request Instructions on the following page and agree to adhere to all terms specified.  I understand if I do not follow the instructions my reimbursement may be delayed or denied.          

	Mail to: Lifetime Benefit Solutions, Claims Dept, PO Box 680, Liverpool, NY 13088 or 

	Fax to:  877-256-7228.

	Call Customer Service with questions at 800-327-7130.

	Reimbursement Request Instructions

	For All Account Types (FSA, HRA, Parking/Transit, RRA, Insurance Premium)

	For faster reimbursement processing you may be able to submit your claims online at www.lifetimebenefitsolutions.com.

	Complete the top section, including Social Security Number or Employee ID.

	Submit one expense (either a product or service) per row, even if items are contained on the same receipt.

	Label the receipts to correspond to the Claim Ref #.

	If you have more items than the form can accept, use additional forms.

	Do not “lump” or group items together or write See Attached.

	All claims are subject to deadlines, as defined in your Summary Plan Description (SPD).

	The expenses you submit must qualify as valid expenses under the terms of the Plan, and the claimant receiving the services must be a qualifying individual as defined in the Plan.

	Lifetime Benefit Solutions can only process claims that are properly submitted.  Claims that are not properly submitted may be delayed or denied.

	Retain a copy of the Reimbursement Request Form and receipts for your own personal records; Lifetime Benefit Solutions is not responsible for retaining copies of your receipts beyond the current Plan year.

	Call Lifetime Benefit Solutions Customer Service with questions at (800) 327-7130 during standard week-day business hours.

	Mail OR fax (but not both!) completed form with required documentation to:

		Lifetime Benefit Solutions Claims Dept.

		PO Box 680

		Liverpool NY 13088

		Fax # (877) 256-7228

	Reporting Medical Mileage

	Medical mileage rates are set by the IRS and can be applied to transportation primarily for and essential to medical care.

	Indicate the total number of miles incurred with each service provided (i.e. round trip miles to visit the doctor).

	Lifetime Benefit Solutions will apply the current mileage rate and include the mileage amount in your total reimbursement. 

	You may be required to produce additional documentation for each mileage expense you claim.

	Medical Claims for FSA, HRA and RRA

	For each medical claim covered by your insurance carrier, submit an Explanation of Benefits (EOB).  If your claims are not submitted to your insurance carrier, provide an itemized bill showing: date of service, provider name, patient name, charged amount, and description of services rendered. 

	Do not send credit card receipts, original receipts or cancelled checks.

	The IRS states that Over-the-Counter (OTC) items classified as drugs and medicine are only eligible if they are accompanied by a doctor’s prescription. 

	Use Plan Code M to report medical mileage associated with a Debit Card transaction.  For example, if you drove 20 miles to a doctor’s appointment, and paid your copayment amount with the Debit Card, you should use Plan Code M to be reimbursed for the 20 miles you drove.  You should still complete the full line of information, but you will only be reimbursed for the mileage, not the copayment amount.

	Dependent Care Claims

	Please use the separate form titled Dependent Care Account Reimbursement Request Form.

	Parking/Transit Claims

	Receipts are not required as long as page one of this form is properly completed and separate claims are itemized on separate claim lines.

	The only type of parking that is eligible for tax-free reimbursement is qualified parking on (or near) the employer’s facility, or on (or near) a location from which the employee commutes to work by public transportation.  If the parking is on (or near) the employee’s residence, it is not eligible for tax-free reimbursement.

	Individual Insurance Premium

	The bill from the insurance carrier must identify participant, premium amount, coverage period, and policy number.





