Associated Students, Inc
FLEXPAY ENROLLMENT AUTHORIZATION
2008
Please type or use ballpoint pen, print clearly - send completed form to A.S. personnel, MD 8260.

1. Name (first, initial, last) 4. CIRCLE APPROPRIATE LETTER

A. Annual or Newly Eligible Enrollment
2. Social Security Number 3. Marital Status B. Change Due to Permitting Event

C. Cancellation

5. Refer to the Flexpay policy for cash option election information.
Cash Option Source Monthly Payment Instructions for Completing Cash Option Elections

A. Cashin lieu of medical insurance  $ If you are electing the medical cash option in lieu of medical

insurance, enter the monthly cash amount ($133) in item A,
otherwise enter “none”

B. Cash in lieu of dental insurance $ If you are electing the dental cash option in lieu of dental
insurance, enter the monthly cash amount ($7) in item B,
otherwise enter “none”

C. Monthly Total S In item C, enter the total monthly cash option amount (sum of
the amounts entered in items A and B).

b. Statement of Other Medical and/or Dental Coverage

This section must be completed if you choose cash instead of your own A.S. medical and/or dental insurance plans. | certify that |
am covered by another non-Associated Students medical and/or dental insurance plan(s). | certify that | will maintain coverage in
this medical and/or dental insurance plans on an ongoing basis and | agree to notify the A.S. Benefits Coordinator within 60 days if
I lose coverage under this other medical and/or dental insurance plans.

Complete this section ONLY if your A. Medical Insurance carrier’'s name Policy Number
“other” medical and/or dental
insurance coverage is through your
spouse’s plan(s).

B. Dental Insurance carrier's name Policy Number
Spouse’s Social Security Number

| understand that regulations under the IRS Code require that my benefit choices authorized by this election form are irrevocable
during this plan year unless | have a ‘Change of Family Status’ as defined in these regulations or other permitting events. |

understand that my Flexpay enrollment in lieu of medical and/or dental coverage will continue from year to year until | complete &
new Flexpay Enrollment form. | have attached photocopy(ies) of my Medical and Dental Insurance proof of coverage card.

| have read and agree to the terms and conditions of the Flexpay Program as outlined on this enrollment form and in the A.S.
Personnel Manual

Employee’s Signature Date Signed

FOR OFFICE USE ONLY

7. Effective Date of Action (M/D/Y) 8. Permitting E.C. 9. Permitting Event Date
10. Medical Card Photocopy Attached 13. Authorized Agency Signature
[OYes [J No | hereby certify under penalty of perjury as follows: That | am the duty
11. Dental Card Photocopy Attached appointed, qualified and acting officer of the herein named agency and that |
[dYes [J No am authorized to make this certification, that the employee named herein is
12. Remarks: eligible for enrollment in the A.S. Flexpay
Signature:
Human Resources Coordinator
14. Telephone Number (818) 677-2477
15. Date received in employing office (M/D/Y)

11/N7





