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[insert year] Plan Year

[insert name of Employer] Code Section 125 - Cafeteria Plan

ENROLLMENT/ELECTION FORM AND PAYROLL DEDUCTION AGREEMENT

Name:





  Last Four Digits of Social Security Number: 


Home Address:
 

Position/Job Title: 

I elect coverage under the Benefit Plans selected below and authorize the [insert name of Employer] (the “Employer”) to reduce my salary for each pay period during the Plan Year (or during such portion of the year as remains after the date of this agreement) by an amount determined as the cost for coverage under such Benefit Plans that I have elected below.

[Drafting Note: Employer should include election boxes for each Qualified Benefit available to Employees (as selected in the Adoption Agreement).  Below are sample elections, but the Employer must change this form to accurately reflect the Qualified Benefits indicated in the Adoption Agreement]

A. Medical, Dental and Vision Coverage.  Please indicate whether you would like to participate in the Medical Plan (which includes medical and prescription benefits) and/or the Dental Plan and/or Vision Plan by placing an X in the applicable box next to the name of the Plan in the first column below.  Then you must indicate the type of coverage (e.g. single; single plus one or family coverage) that you would like for such plans by placing an X in the applicable box in the second column.  Your cost for each payroll period and for each type of coverage is specified below.  If you do not place an X in the first column with respect to a particular Plan, you will be deemed to have elected NO coverage under that particular Plan.  Also, if you do not place an X in the second column indicating the type of coverage, you will be deemed to have elected single coverage only.
	          ( Medical Plan
	(     Single Coverage:                  $[insert amount]
(     Single Plus One Coverage:    $[insert amount]
(     Family Coverage                  $[insert amount]

	          ( Dental Plan
	(     Single Coverage:                  $[insert amount]
(     Single Plus One Coverage:    $[insert amount]
(     Family Coverage                  $[insert amount]

	          ( Vision Plan
	(     Single Coverage:                  $[insert amount]
(     Single Plus One Coverage:    $[insert amount]
(     Family Coverage                  $[insert amount]


B. Opt-Out Cash Payment.  If you would like to decline Medical Plan coverage and receive a taxable cash payment in lieu of coverage, please check the box below and complete the attached “Waiver of Coverage Form.”  Note that you should not complete this Section B if you have elected Medical Plan coverage in Section A above. 

	( Opt-Out Cash Payment for the Group Health Plan
	I decline coverage under the Medical Plan and elect to be paid taxable cash compensation in the amount of $_________ each pay period in lieu thereof.  


C. HSA Coverage.  If you would like to make pre-tax contributions through the Employer’s Cafeteria Plan to your Health Savings Account (HSA), please check the box in the first column below and then in the second column, please indicate the annual amount you would like to contribute to such HSA for the Plan Year.  You must be an “eligible individual” covered under a High Deductible Health Plan and satisfy other requirements under Code Section 223 to be eligible to contribute to a HSA (please consult your own tax advisor to determine if you are an eligible individual).
	( Health Savings Account Pre-Tax Contribution
	Annual Contribution Amount:   $[insert amount]


Please note that in accordance with the Employer’s Cafeteria Plan and treasury regulations, you generally may elect, on a prospective basis only, to increase, decrease or completely revoke your salary reduction election to make pre-tax contributions to your HSA at any time throughout the Plan Year.
D. Disability Coverage.  Please indicate whether you would like to purchase disability insurance coverage on a pre-tax basis or on an after-tax basis from the Employer by placing an X in the box in the first column and then placing an X in the second column to select the amount.  The tax consequences related to your disability benefits depends on whether you elect to pay for them on a pre-tax basis or an after-tax basis.  If you elect to pay for your disability coverage on a pre-tax basis and you later become disabled and entitled to receive such benefits from the insurer, those benefit payments will be included in your taxable gross income.  In other words, you receive a tax advantage up front by paying for the cost of your disability coverage on a pre-tax basis, but you would be subject to taxes if and when any disability benefits are actually paid to you by the insurer.  If you instead elect to pay for your disability coverage on an after-tax basis, and you later become disabled and entitled to receive disability benefits from the insurer, those benefit payments generally will not be taxable to you.

	( Pre-Tax Disability Benefits
	(     [insert option available]:       $[insert amount]
(     [insert option available]:       $[insert amount]

	( After-Tax Disability Benefits
	(     [insert option available]:       $[insert amount]
(     [insert option available]:       $[insert amount]


E. Life Insurance Coverage.  Please indicate whether you would like to purchase group life insurance coverage on a pre-tax basis from the Employer by placing an X in the box in the first column and then placing an X in the second column to select the amount.

	( Life Insurance Benefits
	(     [insert option available]:       $[insert amount]
(     [insert option available]:       $[insert amount]


F.
ACKNOWLEGEMENTS
· I understand that I cannot change this election and/or salary reduction agreement during the Plan Year, unless otherwise permitted under the terms of the Employer’s Cafeteria Plan (e.g. the Employer approves my request to change my elections under this Agreement due to me experiencing a change in status event (e.g., marriage, divorce, death of a spouse or child, birth or adoption of a child, termination of employment)).  
· I understand that the amount of my compensation reduction for any future pay period will be automatically increased or decreased during any year if the cost of any coverage I have elected is increased or decreased, as appropriate.

· If you fail to return this form by the date specified below, you will be considered to have elected the same benefits you elected during the previous year, if those benefits are available.  
· This Agreement is subject to the terms of the Employer’s Cafeteria Plan, and shall be governed by and construed in accordance with applicable laws.  
· You may request a copy of such Cafeteria Plan by contacting the person named below.  
· This election form and salary reduction agreement revokes any prior election form and salary reduction agreement relating to the Employer’s Cafeteria Plan.

· This election form and salary reduction agreement will automatically terminate if the Employer’s Cafeteria Plan is terminated or discontinued, or if I cease to receive compensation from the Employer which, before reduction hereunder, is at least equat to the amount of the reduction with respect to any benefit plan. 

· I will immediately notify the Employer if any information submitted in this election form and salary reduction agreement changes. 
Employee’s Signature                                                                                             Date

You must complete and return this form to the Plan Administrator, Attention [complete contact person name and address], no later than [insert due date].  

Accepted and agreed to by Employer’s authorized representative:

By:  



Date: 
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© Proprietary information to be used in conjunction with Cafeteria Plan Description prepared for MBPA/MFBA members only.  586-393-8800 • www.michbusiness.org.
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