
ELECTION FORM/COMPENSATION 
REDUCTION AGREEMENT 

FLEXIBLE SPENDING ACCOUNT  
 

EMPLOYEE INFORMATION  
  

PLEASE TYPE OR PRINT INFORMATION 
 

COMPANY/CLIENT NAME 
 
 

 

SOCIAL SECURITY NUMBER 

 

EMPLOYEE NAME 
 
 

DATE OF HIRE 

 

ADDRESS                                                                  CITY 
 

 

STATE                      ZIP 
 
 

 

PLAN YEAR:  
                      ____________________ through ___________________ 
 

 

FIRST PAYROLL DEDUCTION DATE 
_______________________ 

 

 
GROUP MEDICAL PREMIUMS:  By participating in your employer’s insurance plan(s), your premiums are deducted on a pretax basis.  Please 
notify your account manager if you want post-tax deductions.   
            ANNUAL 

$ PER PAY PERIOD # OF PAY PERIODS ELECTION  
UNREIMBURSED ELIGIBLE MEDICAL EXPENSES: 
  Maximum $           annually   $ _____________  _________________ _______________ 
 
CHILD CARE/DEPENDENT CARE EXPENSES: 
  Maximum $5000 annually  $ _____________  _________________ ________________ 
 
 
 TOTAL AUTHORIZED PER PAY PERIOD REDUCTION: $________________ 
In the event of a calculation discrepancy, the annual election will be the amount used, and the per pay  period amount will be recalculated. 
 
 

AUTHORIZATION: I certify the above information to be correct and true to the best of my knowledge and that the dependent(s) listed 
under “Dependent Coverage” either reside with me in a parent-child relationship or are legally dependent on me for their support.  I understand that 
any amounts remaining in my account(s) not used for eligible expenses incurred during the plan year will be forfeited in accordance with 
current plan provisions and tax laws.  Should participation in the program cease due to termination of employment, my period of coverage 
ends on the day of termination.  Any expenses incurred after that date are ineligible for reimbursement.  If I do not submit receipts for 
expenses, incurred while active in the plan, within 90 days of termination or have not incurred expenses equal to the amounts deposited in 
my account Before that date, I forfeit the unused amount.  I further understand that the Cafeteria Plan reduction(s) will be in affect for the 
plan year and cannot be revoked unless I experience a qualifying change status as set forth in the Summary Plan Description. 
 
Signature: _____________________________________________________________________ Date: ___________________ 
 
 

 
IF YOU DECLINE PARTICIPATION: The benefits of the plan have been thoroughly explained to me and I decline to participate. 
 
Signature: ______________________________________________________________________ Date: ___________________ 



  

 
 
 
 SECTION 125 CAFETERIA PLAN 
 EMPLOYEE WORKSHEET  
 
 
INSTRUCTIONS:  This worksheet will help you estimate your annual expenses for the Section 125 
(Cafeteria Plan). The expenses you estimate are for those items not reimbursed by insurance.  This list 
is just a memory jogger. Your expenses to be considered are for the plan year beginning January 1, 
2006 through December  31, 2006. 
 
(Check out our web site at www.ezflexplan.com/bkdcs and access the tax savings calculator. 
 You can also find a listing of over-the-counter medications and supplies and answers to other questions 
you might have.) 
 
List all costs not reimbursed by insurance incurred by you, your spouse or qualified dependents: 
   
NAME: _________________________________________________________ 
 
           EXPENSES                   ESTIMATED ANNUAL   
                                                  AMOUNT 
CHILD CARE:  
  How much do you spend on child care each year?  _______________ 
 ($5,000 per year family maximum, $2,500 single parent home)  
 
DIVIDE THIS AMOUNT BY NUMBER OF PAY PERIODS PER YEAR AND TRANSFER THIS 
AMOUNT TO ENROLLMENT FORM 
 
UNREIMBURSED MEDICAL EXPENSES: 
(Please check your plan document for the maximum amount your plan allows.) 
 
Health insurance deductibles     _______________ 
Co-Insurance or co-pays     _______________ 
Eye exams, glasses, contacts     _______________ 
Prescription drugs      _______________ 
Psychiatrists       _______________ 
Psychologists       _______________ 
Dental exams and cleaning     _______________ 
Braces and retainers      _______________ 
Fillings, crowns and bridges     _______________ 
Hearing aids and batteries     _______________ 
Chiropractors       _______________ 
       
TOTAL ESTIMATED ANNUAL EXPENSES   $______________ 
 
DIVIDE THIS AMOUNT BY NUMBER OF PAY PERIODS PER YEAR AND TRANSFER THIS 
AMOUNT TO ENROLLMENT FORM 
 
 

http://www.ezflexplan.com/bkdcs


 

 
111 So. Tejon, Suite 800 
Colorado Springs, CO  80903 

   

Tips for Dependent Care Claims 
 
All reimbursements must include a completed claim form and receipts.  You may mail your claim to the address at the top 
of this page or fax your claim to (719) 471-0907.  Please either mail or fax your claim.  Call (719) 471-4290 if you would 
like to know if your claim has been received. 
 
Please check our website www.ezflexplan.com/bkdcs for more information on Dependent Care claims. 
 
1. Reimbursements are made according to the date(s) of service, not according to the date(s) of payments. 
 

2. Receipts must show: The provider’s name and tax identification number, the provider’s signature, the child’s name, 
the dates of service (ex. 6/1/03—6/30/03), service provided, and the total charges.  This same information should also 
be on the claim form (except for the provider’s signature). 

 
3. Primary purpose of dependent care is to provide custodial care. 
 
4. Educational expenses are not reimbursable; therefore, tuition for Kindergarten and above is not reimbursable.  The 

cost for tuition must be segregated from the cost of after-school care. 
 
5. Overnight camps are not reimbursable.  Day camps are reimbursable. 
 
6. The cost of the actual care provided is reimbursable.  The costs of transportation, entertainment, food or clothing are 

not reimbursable unless such items cannot be separated from the cost of the care provided. 
 
7. Dependent care provided by dependents of either the taxpayer or the taxpayer’s spouse are not reimbursable.  Day 

care provider must be at least 19 years of age. 
 
Reminder:  When you prepare your personal income tax forms, you are required to fill out Form 2441 if you participate in a dependent 
care reimbursement program.   
 
We hope that these tips will be helpful to you when submitting your dependent care claims. 
 
Please do not hesitate to call if you have questions. 
 



 
 
111 SO. TEJON, SUITE 800                                 
COLORADO SPRINGS, CO  80903 

Tips for Unreimbursed Medical Claims 
 
All claims for reimbursement must include a signed and dated completed claim form and receipts.  You may mail your claim to BKD 
at the address at the top of this page or fax your claim to (719) 471-0907.  Please either mail or fax your claim.  Call (719) 471-4290 if 
you would like to know if your fax has been received.  You can also check the web site to see if your claim was processed. 
 
BKD Administration processes claims daily.  We now offer weekly reimbursement of claims. Example:  If your reimbursement day is 
Monday, then you must have your claims in to BKD by the previous workday by 3:00.  If your claim is not received by the deadline, it 
will be processed for the following Monday.  To find out what day your claims will be reimbursed, please contact the plan 
administrator. 
 
Please check out our web site www.ezflexplan.com/bkdcs for more information regarding claim filing and what expenses can be 
reimbursed. 

 
1. All expenses must be incurred in the plan year. 
2. All reimbursements are made according to the date(s) of service, not according to the date/amount of insurance or patient 

payments.  Make sure the full date is visible. 
3. Receipts must show the following information: The original date of service, the service provider, the patient’s name, the 

service(s) performed, and the total amount eligible for reimbursement.  If you have insurance, claims must go through the 
insurance company first.  If you submit the Explanation of Benefits from your insurance company, you must also submit the 
service provider billing.  Credit card slips and cancelled checks alone are not valid receipts.   

4. If you are submitting a superbill from the physician’s office, please make sure that the service provided and charges are noted on 
the superbill.  If you are paying a copay, please make sure that “copay” is noted on the receipt. 

5. Cash Receipts for copays for surgeries or out-patient surgeries must be detailed with date of service, service provider, patient's 
name, and "copay" must be noted on the receipt. 

6. The full cost of orthodontics (ex. Braces) cannot be claimed in one plan year.  The current monthly charge is reimbursable, if 
services are provided monthly. 

7. Prescriptions - The Rx number and the name of the person the prescription is for must be preprinted on the receipt.  A cash 
register receipt is not a valid receipt, even with the Rx number on it.  Pharmacies can print out a history of your prescriptions, 
with all the necessary information.  

8. General massage therapy is not reimbursable.  Therapeutic massage therapy must have a copy of the physician’s written 
prescription that states the diagnosis (the specific medical condition to be treated) and the prognosis, how long the treatment is to 
last.  (Ex. 2 times a month for 6 months).  Reminder:  prescriptions are only good for 1 year from the date the prescription is 
written. 

9. Cosmetic procedures (Ex. Teeth bleaching, electrolysis, etc.) are not reimbursable.  The IRS defines a cosmetic procedure as 
anything directed at improving the patient’s appearance that does not meaningfully promote the proper function of the body or 
prevent or treat an illness or disease. 

10. Over the counter medications (Ex. Ibuprofen, allergy medicines) and supplies are now reimbursable!  They must be medically 
necessary and quantities limited to personal use.  Cash register receipts must be detailed and description of the medicine should be 
on the claim form. 

11. Supplements & vitamins are not reimbursable if their use is for general good health.  However, if your doctor has recommended 
you take them for medical necessity then they are. 

12. Smoking cessation programs and/or any cessation products both prescription and over the counter are now reimbursable. 
13. Weight-loss programs and/or health club dues, when prescribed by a physician for the treatment of a specific medical condition, 

(Ex. Obesity, diabetes, high blood pressure) is reimbursable.  Prescription from physician must accompany receipts. 
 
We hope that these tips will be helpful to you when submitting your unreimbursed medical claims. 

Please do not hesitate to call if you have any questions. 



 

 
FSA:  Frequently Asked Questions 

What is a Flexible Spending Account Plan? 
A benefit provided by your employer that lets you set aside a certain amount of your paycheck into an account before 
paying income taxes. Then, during the year you can be directly reimbursed from your account for qualified healthcare 
and dependent care expenses. 

Why should I participate in the Healthcare Reimbursement Account when I already have health insurance?  
This account is used to pay for expenses that are not covered by insurance. For example, your insurance may not cover 
annual physicals, co-payments, eye exams, eye surgery, glasses, orthodontics, prescription drugs, or dental care, just 
to name a few. 

If I set aside part of my pay, won't I make less money?  
No. Your net take-home pay will increase by the amount of taxes you did not pay. 

Can I change my contributions during the year?  
Only if you have a change-in-status, such as: marriage, birth, adoption, or a change in your or your spouse's 
employment status. 

What if I currently take the dependent care credit on my annual tax return?  
Whether to participate in the daycare portion of this plan depends on your income, filing status, number of dependents 
and annual daycare expenses. 
The amount you deposit in your Dependent Care Reimbursement Account reduces the amount, dollar for dollar, that you 
can claim as a credit on your tax return. Contact your plan administrator for further information.  

How do I get reimbursed for my expenses?  
Simply complete the form, attach a copy of the healthcare or dependent care bill, and mail your form to BKD at: 111 
So. Tejon, Suite 800, Colorado Springs, CO  80903 or fax it to (719) 471-0907.   Within a short time, you will receive 
your reimbursement. 

Do I have to wait for the money to be deposited in my account in order to make a claim for reimbursement?  
The amount you set aside each year for the Healthcare Reimbursement Account is available to you at any time 
throughout the plan year. The amount available to you from your Dependent Care Account is the amount you have 
contributed to date. 

How do I know how much is available in my accounts?  
Each time you receive a reimbursement, a statement (attached to your reimbursement check) will show the dollar 
amount you have set aside as well as the amount you have been paid to date. Or you may check your account online @ 
www.ezflexplan.com/bkdcs.  

What happens to my accounts if I terminate my employment?  
You will be able to request reimbursement for healthcare and daycare expenses that you incurred prior to your 
termination. Any expenses incurred after that date are ineligible for reimbursement.  If you do not submit receipts for 
expenses, incurred while active in the plan, within 90 days of termination or have not incurred expenses equal to the 
amounts deposited in my account before that date, you forfeit the unused amount.   

What if I don't use all of the money I set aside in my account(s)?  
Carefully review your estimated expenses before making the decision to participate. Any contributions that are not used 
during the plan year may not be paid to you in cash or used in a later plan year. 

What if I am not covered under my company's health insurance plan?  
You and your family can still participate in the Healthcare, Dependent Care, and Adoption Reimbursement Accounts. 

How do I benefit by participating?  
Your biggest advantage is the tax savings. Every dollar you set aside in your account reduces how much you pay in 
income taxes. Plus, you can be reimbursed for qualified expenses that you are already paying for! 

Are there any negatives that I should know about?  
Yes. Because you are not paying any social security tax on that portion of your income that has been set aside, your 
social security benefits may be slightly reduced. Most tax advisors would tell you that the benefit of saving taxes now 
will be far greater than the potential loss of social security benefits when you retire. 



 

Flexible Benefit Plan 
Reimbursement Claim Form 
Send claim form and receipts to BKD at:   
Fax to (719) 471- 0907 or mail to 111 So. Tejon, Suite 800,  Colorado Springs, CO  80903 

Employer: ______________________________ 

Employee Name: _________________________ Social Security Number:________________________ 

Phone: _________________________________ Date Submitted:  _____________________________ 

Dependent Care Expense Claims 
Name of Dependents Period Covered 

From          To 
Name, Address, and Taxpayer Identification Number  

of Service Provider 
Amount 
Incurred 

     
     
     
     
     
     
     
     

 Attach a receipt from your daycare provider, or 
include the daycare provider's signature. 

Provider's Signature:  

 Total Dependent Care Expense Claim* $ 
*NOTE: The total amount claimed under the Plan for any coverage period must not exceed the lesser of your earned income for the Plan Year or the earned 
income of your spouse. (If your spouse is either a full-time student or is incapable of taking care of himself or herself, then he or she is deemed to have monthly 
earnings of $200 if there is one (1) child or dependent, or $400 if there are two (2) or more.) No payment may be made under the Plan; if the service provider is 
your dependent for federal income tax purposes; or is your child or stepchild and is under age 19. 

Unreimbursed Medical Expense Claims 
Date Expense 

Incurred 
(mm/dd/yy) 

Name of Service Provider Expense Description Person for Whom Expense 
Incurred 

Net Amount 

     
     
     
     
     
     
     
     
     
     

 Attach appropriate receipt(s) and submit with this 
claim form. 

Total Medical Care Expense Claim $ 

Read Carefully: The undersigned participant in the Plan certifies that all services for which reimbursement or payment is claimed by submission of this 
form were provided during a period while the undersigned was covered under the Company’s Cafeteria Plan with respect to such expenses and that the medical 
expenses have not been reimbursed or are not reimbursable under any other health plan coverage. The undersigned fully understands that he or she alone is 
fully responsible for the sufficiency, accuracy, and veracity of all information relating to this claim which is provided by the undersigned, and that unless an 
expense for which payment or reimbursement is claimed is a proper expense under the Plan, the undersigned may be liable for payment of all related taxes 
including federal, state, or city income tax on amounts paid from the Plan which relate to such expense.   

 
_________________________________________________________________                               _____________________________________________ 
Employee Signature                                                                                                                                    Date 
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