
Not to exceed $2,500.  Include health care expenses for you and your eligible dependents.                                     

DO NOT INCLUDE INSURANCE PREMIUMS 

1. I hereby authorize my employer to make periodic salary reduc!ons from my paycheck, to be deposited in my account, for the Plan Year specified above in the 

amount equal to the specific dollar amounts elected fro my Health Care Account and Dependent Care Account. 

2. The salary reduc!ons shall be made in substan!ally equal amounts to the extent administra!vely feasible. 

3. I further authorize UMR (the UA Flexible Spending Account Administrator) to disburse funds from my account in accordance with the plan and my elec!ons. I 

understand that my elec!ons cannot be altered without a qualified “Change in Status” of “Excep!on”. 

4. I understand that changes in my Health Care Account elec!ons will only be permi9ed by reason of “Change in Status” as listed on FSA Change Form and that I 

must make my new elec!on within 31 days of the “Change in Status”. 

5. If my FSA debit card is not used, I understand that I must submit an FSA Claim Form to receive reimbursement from my Health Care Account. 

6. I understand that all requests for reimbursement must be received by UMR no later than March 31 of the following plan year. 

7. I verify that, if I have elected to make salary reduc!on contribu!ons for the Dependent Care benefit in an amount that will not exceed $5,000 in one calendar 

year, and if I am married, I will file a joint income tax return with my spouse. 

EMPLOYMENT STATUS (check one): 

REV OCT2012 


