FLEXIBLE SPENDING ACCOUNT
ENROLLMENT FORM - 2027
San Diego Community College District | Group Number: BB1055
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EMPLOYEE INFORMATION - FOR CONTRACT EMPLOYEES ONLY

Employee Name (Last, First, MI)

Employee ID #

Employee Address Phone Number
City, State, Zip Date of Birth
Email Address Marital Status

FSA ELECTIONS

Choose your annual election carefully. The amounts you elect will be deducted from your pay on a pre-tax basis and used for
eligible expenses under the Plan.

Account Elect? Monthly ' contract Months =~ Annual Maximum Annual
Deduction Election | Election

Health Care FSA Yes No| g fof 11| [12] g $3,400

Dependent Care FSA Yes No| o 10 11 12| ¢ $7,500

QUICK GUIDE — KNOW BEFORE YOU ENROLL

Health Care FSA Use for eligible health care expenses for you, your spouse, and eligible dependents.

Use only for eligible care that enables you (and your spouse, when applicable) to work or

Dependent Care FSA look for work. A qualifying child !s generally under age 13 (or the period of care). A spouse
or other dependent who is physically or mentally unable to care for themselves may qualify
regardless of age.

Unused Health Care FSA and/or Dependent Care FSA amounts may not be carried
forward unless specifically permitted by the Plan. Your elected amounts will be used for
eligible expenses incurred during the Plan Year, including the grace period; unused
amounts may be forfeited.

Use-it-or-lose-it

BENEFICIARY INFORMATION
Beneficiary (In the event of your death)

AUTHORIZATION AND CERTIFICATION

By signing this form, | certify the following:

1) I have read the information provided to me regarding Flexible Spending Account Benefits enroliment.

2) The above information is correct and | authorize the salary reductions as | have indicated.

3) The above election will expire at the end of the plan year and | must make a new election each year.

4) | understand that the elected salary reduction(s) will remain in effect for the Plan Year and can only be changed
if | experience a change in my status (e.g. birth, adoption, marriage, divorce, loss or gain of spouse’s
employment), according to the Summary Plan Document.

5) I must report any administrative errors to the Benefits Department within 30 days of my first payroll deduction
of the plan year.

6) | understand that any amounts remaining in my Health and/or Dependent Care Account(s) — not used for
eligible expenses incurred during the Plan Year, including the grace period, may not be carried forward,
according to Plan provisions and pre-tax laws.

Employee Signature: Date:

Please submit your completed form to: HRBenefits @sdccd.edu
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