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CAFETERIA PLAN
SALARY REDUCTION AGREEMENT

Name: _________________________________________________			


THIS SALARY REDUCTION AGREEMENT is entered into on the date shown below by and between the Public Schools of Petoskey (the “Employer”) and you, the Participant named above.

1.	Introduction.  The Employer is the sponsor of the Public Schools of Petoskey Cafeteria Plan (the “Plan”), a copy of which is available to you upon request to the Administrator.  The Plan is intended to be a cafeteria plan within the meaning of Section 125 of the Internal Revenue Code (the “Code”).  You are entering into this Agreement with the Employer for the purpose of participating in the Plan and to reduce your salary in order that you may receive benefits under the Plan.

2.	Participation.  You agree to participate under the Plan and to reduce your salary by the aggregate of the amounts shown below for the various benefits that you have elected to receive:

	
Description of Benefit
	
Your Cost

	
 I choose not to participate in the District Flexible Benefits (Cafeteria) Plan. If you check this box, skip the rest of the options listed below, sign and date the form at the bottom of page 2 and return the form to Payroll in the Business Office.
	

	
 Health Savings Account (HSA) (Employees who elect to participate in a High Deductible Health Plan sponsored by Employer, only.  Currently this applies to Admin, Admin Support, & Aides only).  I elect to have the amount which I have indicated in the box contributed to my HSA.  I understand that the Employer will match my contributions up to a maximum match shown on the “Medical Coverage Salary Reduction Schedule”.  I understand that my contribution combined with that of the Employer’s contribution may not exceed $6,150 ($3,050 for single subscribers) for the Plan Year.  I understand that once these amounts are contributed to a HSA on my behalf, the Employer shall have no authority or control over these funds. Finally, I understand that I am responsible for ensuring all expenditures from the account are allowable medical expenses per the IRS publication 502, and to maintain all supporting records of these expenditures.
	Amount per Pay


$_______________

	
	
Number of Pays

20     21    22     26

Circle one

	
	Amount per Plan Year

$_______________

	
 Health Care Flexible Spending Account. (Applies to those not covered by a Health Savings Account only). I elect to have the amount which I have indicated in the box to right credited to a Health Care Reimbursement Account for me.  I understand that the amount that I select may not be more than $2,000 for the Plan Year.  Further, I understand that any amount that I allocate to this Benefit that is not used by the end of the Plan Year will be forfeited. 
	Amount per Pay

$________________

	
	Number of Pays

20     21    22     26

Circle one

	
	Amount per Plan Year

$_________________

	
 Dependent Care Assistance.  (Applies to all employees).  I elect to have the amount which I have indicated in the box to the right credited to a Dependent Care Reimbursement Account for me.  I understand that the maximum amount which can be credited to my account for the Plan Year is the lowest of: (a) $5,000 ($2,500 if I am married and I file a separate federal income tax return), (b) my earned income for the year (after reduction for dependent care assistance), or (c) my spouse’s actual or deemed earned income (See the Summary Plan Description for an explanation of these rules).  Further, I understand that any amount that I allocate to this Benefit that is not used by the end of the Plan Year will be forfeited. 
	
Amount per Pay

$ ________________

	
	
Number of Pays

20     21    22     26

Circle one

	
	
Amount per Plan Year


$______________

	
Total Amount of Salary Reduction  (Sign and Date on the bottom of Page 2)
	


$_____________



3.	Duration.  The reduction of salary described in paragraph 2 shall be effective as of September 1, 2011, as to compensation not yet earned as of that date, and shall continue, subject to modification only as permitted under the Plan, until the earlier of (a) the last day of the Plan Year for which this Agreement has been entered in to by you and the Employer; or (b) you becoming ineligible to participate in the Plan, such as by virtue of your termination of employment with the Employer.
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4.	Handling of Deferred Amounts.  The Employer agrees that all amounts deferred under this Agreement will not be paid to you but will be credited by the Employer to the accounts maintained on your behalf under the Plan.  Further, all amounts credited under this Plan will remain the sole property of the Employer, and will not be held in trust for you or as collateral security for the fulfillment of the Employer’s obligations under the Plan.  All amounts credited under this Agreement shall be subject to the claims of all general creditors of the Employer, and neither you nor any of your Beneficiaries shall have a secured or preferred position with respect to any of those amounts, or have any claim against the Employer except as a general creditor.

5.	Modification. Prior to each Plan Year, you will be given the opportunity to make elections under the Plan for the new Plan Year.  If you do not make a new election with respect to the Uninsured Health Care or Dependent Care Assistance benefits, you will not have any amounts credited to those accounts for the new Plan Year.  Except as provided in the limited “Permitted Election Changes” section in the Plan, this Agreement may not be revoked or amended.

6.	Preservation of Plan Status.  The Employer may, unilaterally and without prior notice to you, reduce the amount computed under paragraph 2 if, in the sole judgment of the Employer, a reduction is necessary to continue the favorable status of the Plan, or any of its constituent plans, under the discrimination rules of the Code and related regulations.  

7.	Pay-out of Benefits.  Amounts credited to your accounts will be distributed only in accordance with the terms of the Plan in effect at the time of the distribution.

8.	Forfeiture of Unused Amounts.  Any amounts remaining in your accounts under the Plan at the end of the Plan Year (plus the applicable Grace Period) will be forfeited and will remain the property of the Employer.

9.	Employer not Liable.  By providing Employees with the opportunity to elect coverage under this Plan, the Employer is not assuming liability for any of your medical expenses or dependent care assistance expenses of any nature.

10.	Incorporation of Plan.  The terms and conditions of the Plan are hereby incorporated by reference into, and made a part of, this Agreement, as if fully set forth in this Agreement.

11.	Acknowledgments.  You hereby acknowledge that you have received a copy of this Agreement, and either received, or had an opportunity to receive, a copy of the Plan; that you have read this Agreement, and either read, or had an opportunity to read, the Plan; that by signing this Agreement you are voluntarily electing to participate in the Plan; that neither this Agreement nor the Plan constitute an agreement for continued employment.


Participant’s Signature: X____________________________________________________________


Date ______/______/_______
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