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ELECTION FORM AND COMPENSATION REDUCTION AGREEMENT

Employer Name:  ___________________________________________________________________

Employee Name:  ___________________________________________________________________

Employee Address:  _________________________________________________________________

Employee Social Security Number:  _____________________________________________________

Plan Year  _____________________ through ___________________

As an eligible employee in the above plan, I acknowledge that I have received the Summary Plan Description.  I have read the Summary Plan Description and understand the benefits available to me as well as the other rights and obligations which I have under the Plan.

OTHER TERMS AND CONDITIONS

I understand that:

· I cannot change or revoke any of my elections or this compensation reduction agreement at any time during the Plan Year unless I have a change in status and my election is consistent with such change.

· The Plan Administrator may reduce or cancel my compensation reduction or otherwise modify this agreement in the event he believes it advisable in order to satisfy certain provisions of the Internal Revenue Code.

· The reduction in my cash compensation under this agreement shall be in addition to any reductions under other agreements or benefit programs maintained by my Employer.

· Any amounts that are not used during a Plan Year to provide benefits will be forfeited and may not be paid time in cash or used to provide benefits specifically for me in a later Plan Year.

THIS AGREEMENT IS SUBJECT TO THE TERMS OF THE EMPLOYER’S CAFETERIA PLAN, AS AMENDED FROM TIME TO TIME IN EFFECT, SHALL BE GOVERNED BY AND CONSTRUED IN ACCORDANCE WITH APPLICABLE LAWS, SHALL TAKE EFFECT AS A SEALED INSTRUMENT UNDER APPLICABLE LAWS, AND REVOKES ANY PRIOR ELECTION AND COMPENSATION REDUCTION AGREEMENT RELATING TO SUCH PLAN.









By:







Employee’s signature





Accepted and agreed to by the Employer’s









Authorized Representative

Date







Date

Information Systems Services Group 

Flexible Benefits Plan

Information Systems Services Group 

Election Of Outside Coverage
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( )  I elect to receive reimbursements for outside health insurance coverage for the plan year.

Salary Redirection:  The amount of compensation redirection will be $_____________________for the plan year.

I understand that I must furnish adequate proof of this coverage and that the Administrator must authorize this payment.

OTHER TERMS AND CONDITIONS

I understand that:

I cannot change or revoke any of my elections or this compensation reduction agreement at any time during the plan year unless I have a change in family status, (including marriage, divorce, death of a spouse or child, birth or adoption of a child, termination or commencement of employment of a spouse, change in my or my spouse’s employment status from full-time to part-time or from part-time to full-time, my spouse or I taking an unpaid leave of absence, a substantial change in my family’s health coverage due to a change in my spouse’s employer-sponsored health coverage, or such other events as the Plan Administrator determines will permit a change or revocation of an election).

The Plan Administrator may reduce or cancel my compensation reduction or otherwise modify this agreement in the event he believes it advisable in order to satisfy certain provisions of the Internal Revenue Code.

The reduction in my cash compensation under this agreement shall be in addition to any reductions under other agreements or benefit programs maintained by my Employer.

Any amounts that are not used during a plan year to provide benefits will be forfeited and may not be paid to me in cash or used to provide benefits specifically for me in a later plan year.

Prior to the first day of each plan year I will be offered the opportunity to change my benefit elections for the following plan year.  If I do not complete and return a new election form at that time, I will be treated as having elected not to participate for the following plan year.

THIS AGREEMENT IS SUBJECT TO THE TERMS OF THE EMPLOYER’S CAFETERIA PLAN, AS AMENDED FROM TIME TO TIME IN EFFECT, SHALL BE GOVERNED BY AND CONSTRUED IN ACCORDANCE WITH APPLICABLE LAWS, SHALL TAKE EFFECT AS A SEALED INSTRUMENT UNDER APPLICABLE LAWS, AND REVOKES ANY PRIOR ELECTION AND COMPENSATION REDUCTION AGREEMENT RELATING TO SUCH PLAN.

_____________________________________________________

Date__________________

Employee’s signature

Accepted and agreed to by the Employer’s Authorized Representative:

By: __________________________________________________

Date__________________
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Information Systems Services Group 

Flexible Benefits Plan

Change In Status Election Form

Employer Name:  _____________________________________________________________________

Employee Name:  _____________________________________________________________________

Employee Address:  ___________________________________________________________________

Employee Social Security Number:  ______________________________________________________

Plan Year ___________________through ____________________

As a participant in the cafeteria plan, I am entitled to revoke my prior benefit election and enter into a new election in the event of certain changes in status.

I understand that the change in my benefit election must be necessitated by and consistent with the change in status and that the change must be acceptable under the Regulations issued by the Department of Treasury.


I certify that I have incurred the following change in family status:

_____  Marriage

_____  Divorce, Legal Separation or Annulment

_____  Birth, adoption or placement for adoption of a child

_____  Death of my spouse and/or dependent

_____  Termination or commencement of employment by my spouse or dependent

_____  Switching from part-time to full-time (or vice-versa) employment on the part of me or

 my spouse, or dependent or reduction or increase in hours, strike or lockout

_____  My spouse, my dependent or I have taken an unpaid leave of absence

_____  A change in the residence or worksite of myself, my spouse or dependent

_____  My dependent satisfies or ceases to satisfy the requirements for coverage

_____  Other:

The Administrator may require you to provide evidence to document the event which requires the change of election.

________________________________________

Date_____________________

Employee’s signature

________________________________________

Date______________________

Administrator
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Flexible Benefits Plan

Election Not To Participate

Social Security No.: __________________________

Name: ________________________________________________________________________

                           Last                                               First                                    Middle

Address: ______________________________________________________________________

                           Street                                             City                          State                  Zip


I understand all the benefit options available under the Plan.


I elect to reject the following insurance coverage offered by my employer through the Information Systems Services Group Flexible Benefits Plan:



________  health insurance coverage



________  dental insurance coverage

I understand that:

I cannot change or revoke this election to receive full compensation in cash at any time during the plan year, unless I have a change in status (such as marriage, divorce, death of a spouse or child, birth or adoption of a child, termination or commencement of employment of a spouse, change in my or my spouse’s employment status from full-time to part-time or part-time to full-time, my spouse or I taking an unpaid leave of absence, and such other events as the Plan Administrator determines will permit a change or revocation of an election).

Prior to each plan year I will be offered the opportunity to change my benefit election for the following plan year.  If I do not complete and return a new election form at that time, I will be treated as having elected to continue my election to reject the payment of insurance payments through this Plan.

________________________________________________________
Date____________________

Employee’s signature

________________________________________________________
Date____________________

Administrator
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