	Social Security Number 
	Flex Plan


Plan Year Enrollment Form

	Employee Last Name


	First Name
	M.I.

	Address



	City


	State, Zip Code



	Participant Effective Date (if not first date of Plan Year):
	Participant First Deduction Date (if not the first of the Plan Year):


	PREMIUM CONVERSION (monthly amounts)

	Medical Benefits 


	Employee
Only
	
Dual
	
Family

	Plan Name
	 FORMCHECKBOX 
  $
	 FORMCHECKBOX 
  $
	 FORMCHECKBOX 
  $

	Dental Benefits 


	Employee
Only
	
Dual
	
Family

	Plan Name
	 FORMCHECKBOX 
  $
	 FORMCHECKBOX 
  $
	 FORMCHECKBOX 
  $


	Signature Authorization

	My signature below authorizes deductions for the benefits stipulated by me as I have indicated, on a pre-tax basis.  I understand that pre-tax elections are effective throughout the coverage period and may not be changed unless I have a qualified change in status as defined by the Plan.  
















Signature









Date

