

SALARY REDUCTION AGREEMENT



           FLEXIBLE SPENDING ACCOUNT
Wishing to maintain a Flexible Spending Account for medical expenses with the ______________________________________________ the participant agrees to accept a reduction in compensation in the amount indicated below.  Said amount will be held in the participant’s name until March 31 of the ensuing year in order to provide time within which to submit qualifying medical claims for payment.

FORFEITURE - The participant understands that, once funds have been contributed to the Account, they can be withdrawn for the following purposes:



1.  
Payment or reimbursement of hospital, medical, 




dental, and optical insurance premiums.



2.
Reimbursement of deductible payments made by 




participant and/or dependents.



3.
Reimbursement of co-payments made by




participant and/or dependents.

DEPENDENT SALARY REDUCTION AGREEMENTS -  It is understood that dependents that have similar salary reduction agreements cannot submit claims for reimbursement o the same medical costs regardless of place of employment.

TERMS OF AGREEMENT – Having read and accepted the provisions of this Salary Reduction Agreement, I agree to a salary reduction of:  

$_________ for the period beginning ___________, 20___, through

__________, 20 _____.

This agreement signed on ____________, 20 ______.

Participant Signature:  ____________________________

Approved by:
_______________________________







