
Participant Information

Flexible Spending Account Election Agreement

Coverage Information

E-mail: Claims@Div125.com
Phone: 954-983-9970

Mail: 6161 Washington Street
Hollywood, FL 33023

To view a short video showing how to complete the election form, click here.

Employer Name:______________________________________________________________________________

SSN:_____-____-_______First Name:_________________________ Last Name:_________________________

Address Line 1:_______________________________________________________________________________

Unit/Apartment  Number:________City:_____________________________________State______ZIP_________

Home Phone:________________   Work Phone:________________ Ext_____  E-mail:_______________________

Effective Date (Date first covered by FSA benefit in the current plan year): ____/____/______

My ANNUAL ELECTION for this benefit is: $________, and will be made over the course of ______ pay periods.

 Reimbursements will be available only for “qualifying medical care expenses.” I agree to notify the company if I have  
reason to believe that any expense for which I have obtained reimbursement is not a qualifying expense. I also agree to  
indemnify and reimburse the company on demand for any liability it may occur for failure to withhold federal, state, or local income tax 
or social security tax from any reimbursement I receive of a non-qualifying expense, up to the additional amount of tax actually owed by me.

THE AGREEMENT IS SUBJECT TO THE TERMS OF THE COMPANY’S CAFETERIA PLAN, MEDICAL REIMBURSEMENT PLAN, AND/OR DEPENDENT CARE 
ASSISTANCE PLAN AS AMENDED FROM TIME TO TIME IN EFFECT, SHALL BE GOVERNED BY AND CONSTRUED IN ACCORDANCE WITH APPLICABLE 
LAWS, AND REVOKES ANY PRIOR ELECTION AND COMPENSATION REDUCTION AGREEMENT RELATING TO SUCH PLAN(S). I CANNOT CHANGE OR 
REVOKE THIS COMPENSATION REDUCTION AGREEMENT AT ANY TIME DURING THE PLAN YEAR UNLESS I HAVE A QUALIFYING CHANGE OF STATUS.

 I understand that: Should I choose to participate in the HSA, my participation in the FSA will in turn, be limited.  
Reimbursements for the FSA will consist solely of dental, vision and preventative care. In addition, once I have met the  
statutory deductible under my HSA compatible health insurance plan, I understand that I can use my FSA for any IRS allowable  
medical expense. For 2014, the statutory deductible amounts are $1250 for employee only coverage and $2500 for family coverage.

 I agree to provide the Plan Administrator with the name, address, and the tax payer identification number of the 
service provider. I am responsible for providing this information on Form 2441 of my federal income tax return.

 Reimbursement will be available only for “qualifying dependent care expenses.”

My ANNUAL ELECTION for this benefit is: $________, and will be made over the course of ______ pay periods.

This means that my per payroll deduction will be : $________

This means that my per payroll deduction will be : $________

  

I elect to receive MEDICAL REIMBURSEMENTS for the plan year. (Limit $2,500.00)  Yes       No

I elect to receive DEPENDENT CARE REIMBURSEMENTS for the plan year. (Limit $5,000.00)  Yes       No

I am participating in a HEALTH SAVINGS ACCOUNT this plan year.  Yes       No

Employee Signature:__________________________________________________________
The Signature Field will appear once the rest of the form has been completed.  To see what fields need 

to be completed for the signature field to appear, click the “Submit via E-mail” button to the right.

Reset the Form

Submit via E-Mail

$0.00

$0.00

Submit via E-Mail

reason to believe that any expense for which I have obtained reimbursement is not a qualifying expense. I also agree to
indemnify and reimburse the company on demand for any liability it may incur for failure to withhold federal, state, or local income tax
or social security tax from any reimbursement I receive of a non-qualifying expense, up to the additional amount of tax actually owed by me.

Reimbursements will be available only for “qualifying medical care expenses.” I agree to notify the company if I have

 I understand that: Should I choose to participate in the HSA, my participation in the FSA will in turn, be limited.
Reimbursements for the FSA will consist solely of dental, vision and preventative care. In addition, once I have met the
statutory deductible under my HSA compatible health insurance plan, I understand that I can use my FSA for any IRS allowable
medical expense. For 2015, the statutory deductible amounts are $1300 for employee only coverage and $2600 for family coverage.

(Limit $2,550.00)

reason to believe that any expense for which I have obtained reimbursement is not a qualifying expense. I also agree to
indemnify and reimburse the company on demand for any liability it may incur for failure to withhold federal, state, or local income tax
or social security tax from any reimbursement I receive of a non-qualifying expense, up to the additional amount of tax actually owed by me.

Reimbursements will be available only for “qualifying medical care expenses.” I agree to notify the company if I have

 I understand that: Should I choose to participate in the HSA, my participation in the FSA will in turn, be limited.
Reimbursements for the FSA will consist solely of dental, vision and preventative care. In addition, once I have met the
statutory deductible under my HSA compatible health insurance plan, I understand that I can use my FSA for any IRS allowable
medical expense. For 2015, the statutory deductible amounts are $1300 for employee only coverage and $2600 for family coverage.

(Limit $2,550.00)

(Limit $3,333.28)

E-mail: Claims@Div125.com
Fax: 954-983-9695

Mail: 6600 Taft Street, Suite 304 
Hollywood, FL 33024
Phone: 954-983-9970

MySourceCard® Enrollment Agreement

Participant Information

As a participant in one or more of your Employer Plans or as an account holder under the HSAtoday™ program, you
will receive a mySourceCard® MasterCard® Debit Card issued by Benefit Bank, and agree to use it according to this

Agreement and the Cardholder Agreement that will be provided to you with the Card.

You understand that the Card is restricted to certain merchant categories and is not accepted at all MasterCard®
acceptance locations. You understand that you may not obtain a cash advance with the Card at any merchant, bank or
ATM. You understand that the Card is to be used exclusively for Qualified Expenses as defined by the plan(s) in which

you participate. If the Card is issued pursuant to Employer Plans and you use the Card for an expense that is not a
Qualified Expense, you are indebted to your employer and must repay the full amount of the non-qualified expense.

You agree to save all invoices and receipts related to any expense paid with the Card; upon request you must submit these
documents for review by the Plan Service Provider. Failure to submit the receipt(s) will cause the expense to be treated as
a non-qualified expense and you will be required to remit payment to your employer. Payment may be in the form of an
offsetting claim, a personal check, electronic draft from your personal checking or savings account, a post-tax deduction

from your paycheck, or other options established by your employer.

Please Note: Additional terms and conditions would apply if you use the Card to access your
funds in your HSA under the HSAtoday™ program. In such event, these additional terms and conditions

would be set forth in an HSA Addendum to your HSA custodial account agreement.

For proper Cardholder Identification, please complete the following information.
Your Card will not be issued until this form is received by Diversified Administration, Inc.

This is the first time I am ordering a MySource Card            	 This is to order a replacement card
This is to obtain original cards for my family members	 This is to update my information

Employer name:____________________________________________________________________________

Name on Primary Card (21 chars max, including spaces)____________________________________________

Name on 2nd Card (21 chars max, including spaces)______________________________________________

Address Line 1_____________________________________________________________________________

E-mail Address:_____________________________________________________________________________

Card Holder’s Signature:_______________________________________

Social Security Number:______-_____-_________        Mother’s Maiden Name: ___________________________

Unit/Apartment Number:__________  City:_______________________________  State:_____  ZIP:_________
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