Summary Plan Description

of the

Public Schools of Petoskey

Flexible benefits Plan
2003

To Our Employees

This document is called a “Summary Plan Description”. It explains the provisions of the Public Schools of Petoskey Flexible Benefits Plan (“Plan”). The Plan is a benefit, which became effective as of November 1, 1996.

You are urged to read this Summary Plan Description carefully and to keep a copy for future reference. 

 This Summary Plan Description does not replace the provisions of the Plan Document. The Plan Document governs the operation of the Plan. This Summary Plan Description is intended to be complete and accurate without being overly technical. In the event of any difference between the Summary Plan Description and the Plan document, the Plan document will control.

If you have any questions about your benefits under the Plan, please contact the Business Office.

Electronic Copy – Word Format

· To navigate to any item listed in the Table of Contents. Click on that item.

· Some items are hyperlinked to referenced items or necessary forms

· Click on the Document Map button on the Standard Toolbar to reveal an outline to the left of this document.
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of the Plan Document. The Plan Document governs the operation
of the Plan. This Summary Plan Description is intended to be
complete and accurate without being overly technical. In the
event of any difference between the Summary Plan Description
and the Plan document, the Plan document will control.

If you have any questions about your benefits under the Plan,
please contact the Business Office.

Electronic Copy — Word Format

= To navigate to any item listed in the Table of Contents. Click
on that item.

= Some items are hyperlinked to referenced items or necessary
forms

= Click on the Dacument Map button on the Standard Toolbar
to reveal an outline to the left of this document.
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What is a Flexible Benefits Plan?

The Flexible Benefits Plan is a plan, which allows you to design a benefits package to suit the individual needs of you and your family.

Under the Plan, you may elect to reduce your pay on a before-tax basis to receive certain tax-free benefits. You may receive two tax-free benefits under the Plan. First, you may elect to reduce your pay to the reimbursed on a before-tax basis for certain qualifying medical expenses. Second, you may elect to reduce your pay to be reimbursed on a before-tax basis for certain qualifying dependent care expenses.

In addition, if you have other health coverage (for example, through your spouse’s employer), you may waive District-provided health coverage. If you do so, you will receive additional compensation from the District.

More information regarding the benefits you may choose and the procedure for making your benefits elections is explained in the following sections of this Summary Plan Description

Your elections under the Plan are based on the “plan year.” The plan year is September 1 through August 31.

Participation

Beginning of Participation

If you are an employee of the District (other than a “temporary employee), you are eligible to participate in the Plan.

Termination of Participation

You will become ineligible to participate in the Plan if you terminate employment with the District or otherwise become an ineligible employee. This will have the following consequences:

· First, you will not receive any additional compensation for waiving health coverage.

· Second, you will no longer be eligible to set aside additional before-tax income to pay for the reimbursement of certain medical or dependent care expenses. Further information about the effect of your termination of employment has on the payment of your medical expenses and dependent care expenses is found in the “Termination of Employment” section.

· Third, if you currently contribute towards the cost of health coverage, you will no longer be eligible to pay your share of the premiums on a pre-tax basis.

· Fourth, if you are re-hired during the same plan year in which you terminate employment, there are special rules, which may restrict you from becoming a participant in the Plan again until the following year. If you become eligible to participate in the Plan again during the same plan year, you should contact the Business Office for further details regarding these special eligibility rules.

Benefit choices

For each plan year, you will have the following benefit choices under the Plan:

· You may choose to participate in the District-provided Health Benefits Plan and elect the type of coverage (e.g., employee only coverage or family coverage), which best suits, the needs of you and your family.

On the other hand, you may elect to waive coverage under the Health Benefits Plan and, as a result, receive additional pay. The amount of additional compensation you will receive for waiving health coverage is based upon the Board policy or collective bargaining agreement that applies to you. This additional compensation will be paid in equal periodic installments during the plan year. It will be subject to all required tax withholdings.

Alternatively, you may use the additional compensation to have amounts credited to your medical reimbursement account or dependent care reimbursement account (see below) or to pay for other fringe benefits made available by the District.

· You may use your pay reductions to obtain the before-tax reimbursement of qualifying medical expenses.

· You may use your pay reductions to obtain the before-tax reimbursement of qualifying dependent care expenses.

· If you are required to pay part or all of the cost for coverage in the Health Benefits Plan, you may use your pay reductions to make the payments.

As stated above, you may select different types of tax-free benefits under the Plan by reducing your pay to purchase the benefits. If you make this election, your pay for each pay period will be reduced by the total amount. Your W-2 Form (which you use to compute your income taxes) will be reduced by the total amount of your pay reductions so you will not have to pay income taxes on this portion of your pay. In addition, your pay reductions are not subject to FICA (Social Security and Medicare).

The advantage to you is that, unlike money you receive in your paycheck, there is no income tax or FICA on the benefits you receive. Therefore, if you will incur an expense, which may be reimbursed through your medical or dependent care reimbursement accounts, you could reduce your pay and pay for the reimbursable expense with “before-tax” income rather than “after-tax” income.

You may elect to reduce your pay in the space provided in your election form. Your election form will be provided to you during the annual enrollment period (see the “Choosing Your Benefits” section below).

Choosing Your Benefits

This section describes the procedure for choosing benefits under the Plan, You may make a separate election for each plan year. However, you may not change your benefits during the plan year unless you have a change in family status.

Initial Benefit Selection

In order to choose your benefits, you must complete an Election Form and submit it to the Business Office. The election form will authorize the pre-tax pay reduction necessary for payment of the benefit coverage you elect and, if you waive health coverage, the allocation of your additional pay. (You may receive the additional pay in your regular paychecks, or it may be applied towards the pre-tax payments of your medical or dependent care expenses, or it may be used to obtain other fringe benefits.)

Generally, you must make your choice no later than the day before you are first eligible to participate in the Plan (see the “Participation” section). If you do not submit an election form to the Business Office by the required date, your pay will not be reduced and you will receive your full compensation in your regular paycheck. You also will receive coverage in the Health Benefits Plan. Regardless of whether you choose to participate, you may not change your election for the remainder of the plan year unless you have a change in family status, as described below.

Annual Benefit Selection

There will be an annual enrollment period before the beginning of each plan year. You must make a new election during this annual enrollment period. The new election will become effective as of the first day of the next plan year and will remain in effect through the last day of the plan year unless you have a change in family status, as described below.

Change in Family Status

A change in family status is the only exception to the rule prohibiting any change in your benefit election during a plan year. A change in family status is limited to situations where your family status has changed during the plan year and this change affects the benefit election you made earlier.


The following are examples of changes in family status:

· You have married or divorced;

· Your spouse or child has died;

· You have a new child by birth or adoption;

· Your spouse begins or terminates employment;

· Your or your spouse’s employment status is changed from full-time to part-time, or vice-versa;

· You or your spouse take an unpaid leave of absence; or

· You or your spouse have a significant change in your health coverage as a result of your spouse’s employment.

If you have a change in family status during a plan year, you must submit a Change in Family Status Form to the Business Office no later than 30 days after the change in family status. The change in family status form will be effective at the time prescribed by the Business Office.

Most importantly, your new benefit election must be on account of and consistent with the change in family status. Further, any new election involving a third party health provider will only be approved to the extent permitted by the third party health provider.

Medical Reimbursement Account

Overview

You or your family may incur certain medical expenses that are either partially or totally not covered under the Health Benefits Plan or other health insurance program. You may be reimbursed for these medical expenses under the Plan. This is accomplished by converting your pay reductions into the tax-free reimbursement of qualifying medical expenses.

You elect the amount by which your pay will be reduced to obtain medical reimbursement. The District will establish a separate bookkeeping account in your name called a medical reimbursement account. Your pay reductions are credited to your account. 

You are then reimbursed from your account after you incur qualifying medical expenses. Because the reimbursements are tax-free, this allows you to pay qualifying medical expenses using “before-tax” income rather than “after-tax” income.

Questions and Answers

The following questions and answers provide further information about the medical reimbursement account.

What amount of pay reductions should I allocate to my Medical Reimbursement Account?

It is entirely up to you to determine whether to allocate any pay reductions to your medical reimbursement account, and, if so, the amount to allocate. The maximum amount you may have credited to your medical reimbursement account is $2,000 per plan year.

If you know you will have qualifying medical expenses during the plan year which will not be covered by the Health Benefits Plan or by any other source, you should consider putting enough in your medical; reimbursement account to cover these planned-for expenses. The amount in your account will be used to pay all the qualifying medical expenses for which you are responsible. However, you will still be required to pay for any expenses, which exceed the amount in your account.

In deciding on the amount of pay reductions to allocate to your medical reimbursement account, it is wise not to put in too much. Federal law does not allow you to withdraw any unused amounts or to carry them over to the next plan year. At the end of the plan year (August 31), all unused amounts must be forfeited.

What types of expenses are eligible for reimbursement from my Medical Reimbursement Account?

Qualifying Individuals

Your qualifying medical expenses may be reimbursed under the Plan. Qualifying medical expenses may be incurred for:

· You

· Your spouse

· A dependent you listed on your federal tax return; or

· A person you could have listed as a dependent on your federal tax return if that person had not received $1,000 or more of gross income or had not filed a separate return.

Qualifying Medical Expenses

Qualifying medical expenses are only those types of medical expenses normally deductible on your federal tax return (without regard to the 7.5% of adjusted gross income limitation). They include, for example, expenses you have incurred for:

· Medicine, drugs, birth control pills, vaccines, and vitamins your doctor told you to take.

· Medical doctors, dentists, eye doctors, chiropractors, osteopaths, podiatrists, psychiatrists, psychologists, physical therapists, acupuncturists, and psychoanalysts (medical only).

· Medical examinations, x-rays, and laboratory service, insulin treatment and whirlpool baths the doctor ordered.

· Nursing help. If you pay someone to do both nursing help and housework, only the nursing help can be reimbursed as a qualifying medical expense. However, the housework may qualify for reimbursement under your dependent care reimbursement account.

· Hospital care (including meals and lodging), clinic costs and lab fees.

· Medical treatment at a center for the treatment of alcohol; or other substance abuse.

· Medical aids such as hearing aids (and batteries), dentures, eyeglasses, contact lenses, braces, orthopedic shoes, crutches, wheelchairs, guide dogs, and the cost of maintaining these aids.

· Ambulance service and other travel costs to get health care. If you use your own car, you can claim what you spent for gas and oil to go to and from the place you receive the care, or you can claim nine cents per mile. You may add parking and tolls to the amount you claim under either method.

The Health Benefits Plan may cover many of the expenses listed above. Any expense covered by the Health benefits Plan or any other source will not be treated as a qualifying medical expense under the Flexible Benefits Plan.

Nonqualifying Expenses 


You CANNOT obtain reimbursement for any of the following expenses:

· The cost of health coverage. For example, you cannot obtain reimbursement for the premium you pay to obtain health coverage under the Health Benefits Plan or for the premium your spouse pays to obtain health coverage under his or her employer’s group health plan. You also cannot obtain reimbursement for the premium for an individual health policy. However, you can purchase health coverage under the Health benefits Plan under other provisions of the Flexible Benefits Plan (see the “Elections of Benefits” section).

· Life insurance or income protection policies.

· The hospital insurance benefits tax withheld from your pay as part of the Social security tax.

· Nursing care for a healthy baby. However, this expense may qualify for reimbursement under your dependent care reimbursement account.

· Illegal operations or drugs

· A trip your doctor told you to take for rest or change

· Cosmetic surgery, unless necessary because of injuries you receive, congenital disfigurement, or a disfiguring disease.

· Expenses reimburse by the Health Benefits Plan or any source.

How do I make a claim for reimbursement?

You must send your claims for reimbursement to the Business Office. You will need to provide the information required on the Claim Reimbursement Form. This information includes the date each expense was incurred, the amount of the expense, the name of the person for whom the expense was incurred and the name and address of the person or entity to which the expense was paid. A copy of the bill or invoice should be attached to the form.

Your medical reimbursement account resembles an insurance policy. You are entitled to uniform coverage throughout the plan year. For example, if you incur $100 of qualifying medical expenses in September, you may be reimbursed for those expenses immediately, even if you only have $25 credited to your account during the month of September. However, claims may not be reimbursed to the extent that they exceed the total amount of pay reductions you have allocated to your medical reimbursement account for the plan year. Also, only claims for qualifying expenses will be reimbursed.

Reimbursement checks are issued at least monthly. The minimum reimbursement check is $25. If your total unpaid claims are less than $25, your claims will be carried forward until your total unpaid claims exceed $25. However, the $25 minimum does not apply at the end of the plan year.

Claims for expenses incurred during a plan year may be only be reimbursed out of your account balance for that plan year. All claims incurred during a plan year must be turned in no later than 90 days after the end of the plan year (November 30). If you do not turn in a claim by this date, the claim will be denied. Any amount then remaining in your account will be forfeited (see the “Forfeitures” section).

Further, if you terminate employment and are reimbursed for expenses in excess of the amount of pay reductions you have contributed to your medical reimbursement account for the plan year, the District may withhold the excess amount you owe to the Plan from your final paycheck or paychecks. The District may also take other legal action to obtain repayment.

Dependent Care Reimbursement Account

Overview 

If you have children or other dependents, you may have to pay others to provide care for them while you are at work. You may be reimbursed for these dependent care expenses under the Plan. This is accomplished by converting your pay reductions into the tax-free reimbursement of qualifying expenses.

You may elect the amount by which your pay will be reduced to obtain dependent care reimbursement. The District will establish a separate bookkeeping account in your name, called a dependent care reimbursement account. Your pay reductions are credited to your account. You are then reimbursed from your account after you incur qualifying dependent care expenses. Because the reimbursements are tax-free, this allows you to pay qualifying dependent care expenses using “before-tax” income rather than “after-tax” income.

Questions and Answers

The following questions and answers provide further information about the dependent care reimbursement account.

What is the difference between my Dependent Care Reimbursement account and the Dependent Care Tax Credit?

The Internal Revenue Code gives you two choices in the treatment of dependent care expenses for income tax purposes. First, you can pay for dependent care expenses with “before-tax” income through the Plan. Second, you may claim a tax credit on dependent care expenses (currently up to $2,400 for one child and up to $4,800 for two or more children). However, any amount you claim under the dependent care tax credit will be reduced by the amount you are reimbursed under the Plan.

More comparative information regarding the relationship between the Plan and the dependent care tax credit and the general circumstances under which the dependent care tax credit may be more advantageous to you than participation in the Plan is available from the Business Office.

What amount of pay reductions should I allocate to my Dependent Care Reimbursement account?

It is entirely up to you to determine whether to allocate any pay reductions to your dependent care reimbursement account, and if so, the amount to allocate. If you know you will have dependent care expenses during the plan year, you should consider putting enough in the dependent care reimbursement account to cover these planned-for expenses. The amount in your account will be used to pay all the dependent care expenses for which you are responsible. However, you will still be required to pay for any expenses for any expenses, which exceed the amount in your account.

In deciding on the proper amount for you, it is wise not to put in too much. For example, if you do not have to pay for dependent care on holidays and while you are on vacation, you should take this into consideration when you determine what amount of pay reductions you wish to have allocated to your account. Federal law does not allow you to withdraw any unused amounts or to carry them over to the next plan year. At the end of the plan year, all unused amount must be forfeited. 

What types of expenses are eligible for reimbursement from my dependent care reimbursement account?

Your dependent care expenses may be reimbursed under the Plan. Dependent care expenses are your expenses for certain services, which your dependents need in order for you to be employed by the District. For purposes of the Plan, a child of divorced parents who is under age 13 or is totally disabled will be treated a dependent of the custodial parent, even if the child is a dependent of the noncustodial parent for income tax purposes.

The types of services covered are:

· Care for your dependent inside or outside of your home (such as in a day care center), if the dependent is either:

· Under age 13; or

· Totally disabled, and if the care is provided outside your home, the dependent regularly spends at least eight hours a day in your home. A person is totally disabled if the person has a mental or physical condition which makes a person incapable of caring for his or her hygienic or nutritional needs, or causes the person to require the full-time attention of another person for his or her personal safety or the safety of others.

· Household services for the maintenance of your home (such as for a domestic maid or cook), as long as the services are performed in part for the benefit of your dependent who is either:

· Under age 13; or

· Totally disabled (as defined above)

May amounts paid to my relatives be reimbursed?

You may hire whomever you wish to provide services to your dependents. However, federal law provides that dependent care expenses cannot be reimbursed under the Plan if one of the following relatives provides the care:

· One of your dependents;

· Your spouse; or

· Your child (even if not your dependent), if your child is under age 19 on December 31 of the year during which the care is provided.

Are there limits on how much may be reimbursed?

Federal law limits the amount of dependent care expenses, which may be reimbursed under the Plan. Generally, the limit is $5,000 per calendar year (or $2,500 if you are married and file a separate tax return).

However, if you earn less than $10,000 or your spouse earns less than $5,000, the limit is the lesser of your spouse’s pay or ½ of your pay. If your spouse is a full-time student or is totally disabled (as defined above) for any month in which you have dependent care expenses, your spouse will be considered to have the following pay for that month:

· $200, if you have dependent care expenses for one dependent; or

· $400, if you have dependent care expenses for more than one dependent.

A further limit applies if you and your spouse are filing separate tax returns.

How do I make a claim for reimbursement?

You must send your claims for reimbursement to the Business Office. You will need to provide the information required on the Claim Reimbursement Form. This information includes the date each expense was incurred, the amount of the expense, the name of the person for whom the expense was incurred and the name, address, and taxpayer identification number (in the case of an entity) or social security number (in the case of a person) to which the dependent care expense was paid. A copy of the bill or invoice should also be attached to the claim form.

A claim will only be paid to the extent of the balance in your account at the time the claim is filed. If the balance in your account is insufficient to pay the claim in full, the unpaid claim will be carried over and paid when a sufficient amount is credited to your account later in the plan year. Also, only claims for qualifying expenses will be reimbursed.

Reimbursement checks are issued at least monthly. The minimum reimbursement check is $25. if your total unpaid claims are less than $25, your claims will be carried forward until your unpaid claims exceed $25. However, the $25 minimum does not apply at the end of the plan year.

Claims for expenses incurred during a plan year can only be reimbursed out of your account for that plan year. All claims incurred during a plan year must be turned in no later than 90 days after the end of the plan year. If you do not turn in a claim by this date, the claim will be denied. Any amount then remaining in your account will be forfeited (see the “Forfeitures” section).

Your account is not insured. If for any reason the Plan or the District does not ultimately reimburse you for the expenses that are eligible for reimbursement under the Plan, you may be liable for the expenses.

Additional Rules Regarding Your Accounts

Termination of Employment

If you terminate employment, you will be ineligible to have any additional pay reductions under the Plan credited to your medical reimbursement account or your dependent care reimbursement account. If you have amounts remaining in your medical reimbursement account or your dependent care reimbursement account, you may continue to turn in claims for reimbursement of expenses incurred before you terminated employment. You are not eligible to be reimbursed for claims occurring after you terminated employment unless you continue to participate in the Plan.

You have the option of continuing to participate in the Plan after you terminate employment by making after-tax contributions to the Plan on a monthly basis in an amount equal to the pay reductions which were allocated to your medical reimbursement account and/or your dependent care reimbursement account each month before you left the District. In the case of your medical reimbursement account, this option of continuing to participate in the Plan is provided to you pursuant to the federal law known as “COBRA” and is generally available to you for the 18-month period following the date when you terminated employment.

If you do not elect to continue to participate, any amounts in your medical reimbursement account and dependent care reimbursement account after paying claims incurred while you were employed will be forfeited. Also, if you do not make the after-tax contributions on a timely basis, your participation will cease and any amounts in your accounts after paying claims incurred while you were a participant will be forfeited.

Forfeitures

Your pay reductions for each plan year may only be used to reimburse qualifying expenses incurred during that plan year. You are not allowed to carry over any unused amounts to the next plan year. Federal law requires that any pay reductions left after reimbursing expenses incurred during the plan year must be forfeited. For purposes of the Plan, an expense is “incurred” when the service is rendered or the supply is provided.

A forfeiture will occur if you fail to use the entire amount in your medical reimbursement account or your dependent care reimbursement account. You should be careful not to overestimate your expected expenses when you turn in your election form. It is better to pay some of your expenses with after-tax income than to overestimate your expected expenses and have a forfeiture. 

Reimbursement of Overpayments

As a condition of participating in the Plan, you will be required to reimburse the Plan for any benefit, which should not have been paid or reimbursed under the Plan.

Administration

The District is the Plan administrator. The Plan Administrator is charged with the administration of the Plan. The Plan Administrator has the discretionary authority to decide all questions of eligibility for participation and eligibility for benefit payments and to determine the amount and manner of payment of benefits. The Plan Administrator will exercise its discretionary authority in a uniform and consistent manner, based upon the objective criteria set forth in the Plan. Further, the Plan Administrator has the discretionary authority to construe and interpret the terms of the Plan.

Appeal Procedure

If your claim for benefits under the Medical Reimbursement Plan or the Dependent Care Assistance Plan is denied in whole or part, or you disagree with another administrative decision by the Plan Administrator, you may appeal that claims denial or decision to the Plan Administrator. If you and the Plan Administrator cannot resolve this issue, the issue will be referred to an independent third party for a decision.

Future of the Plan

Subject to any applicable collective bargaining agreement, the District reserves the right to terminate or amend the Plan at any time. However, your pay reductions, which occur before the amendment or termination, will continue to be used for your benefit.

Public Schools of Petoskey

Flexible Spending Accounts Form 

Name:
___________________________________
Employee Number: __________

( 
I choose not to participate in the District Flexible Benefits (Cafeteria) Plan

(If you choose this option, please go to the bottom of this page and sign the form).


Medical reimbursement Account - $2,000 maximum

( I elect to reduce my compensation, using pre-tax dollars, by:

	$__________
	Per pay
	

	X _________
	Number of pays = 
	22 or 26

	$__________
	Amount per plan year
	


This amount will be credited to my Medical Reimbursement account for the reimbursement of qualified expenses.

If I receive benefits from my medical reimbursement account that exceed the amount of my pay reduction contributions and then terminate employment with the District, I agree that the District may withhold any such excess amounts from my final paycheck or paychecks. I also understand that the District may take other legal actions to obtain repayment of the excess amounts. 

Dependent care Reimbursement Account - $5,000 Maximum

( I elect to reduce my compensation, using pre-tax dollars, by:

	$ _________
	Per pay
	

	x _________
	Number of pays = 
	22 or 26

	$ _________
	Amount per plan year
	


This amount will be credited to my Dependent Care Reimbursement account for the reimbursement of qualified expenses.

I understand that any balance remaining in either my Medical Reimbursement Account or my Dependent Care Reimbursement Account will be forfeited after all qualifying expenses for the year have been paid.

I have received and read the Summary Plan Description for the Public Schools of Petoskey Flexible Benefits Plan. I understand that this Election Form will remain in effect for the entire plan year unless I have a change in family status.

X____________________________________________
Date: _________/ _______/ _____
Signature

Return this Election Form to: Bruce Smith, Payroll Specialist – Spitler Building

Public Schools of Petoskey

Flexible Benefits Plan

Plan Year 09/01/2003 to 08/31/2004

Election Form

A new election form must be filed every plan year, even if no changes are made.

Name:  ___________________________
   Employee Number:  _________

Effective Date:
September 1, 2003
Choose carefully as no changes are allowed during the plan year unless you have a change in family status

Choose one option:

Option A: Health Plan

(  I elect to participate in the group health plan made available by the Public Schools of Petoskey. I agree to complete any necessary enrollment forms. If I am required to pay a portion of this coverage because I am less than full time, I understand this deduction will be on a pre-tax basis.

Option B: Cash in Lieu of Insurance 

( I waive health coverage for myself and my dependents under the group health plan made available by Public Schools of Petoskey. Instead of Health coverage, I understand I will receive additional compensation as follows:

· The amount of additional compensation is determined by the Board policy or collective bargaining agreement that applies to me.

· The additional compensation will be paid in equal periodic installments during the plan year.

· The additional compensation will be subject to all required tax withholding.

X____________________________________________
Date: _________/ _______/ 2003

Signature
PUBLIC SCHOOLS OF PETOSKEY

FLEXIBLE BENEFITS PLAN
Change in Family Status Form
Name:












I previously signed an Election Form in connection with the Public Schools of Petoskey Flexible Benefits Plan.  I have had the following change in family status (as defined in the Plan) since I signed the Election Form (check one):

· I have been married.

· I have been divorced.

· My spouse has died.

· I have had a child (birth or adoption).

· My child has died.

· My spouse has begun employment.

· My spouse has terminated employment.

· My employment status has changed from full-time to part-time, or vice-versa.

· My spouse’s employment status has changed from full-time to part-time, or vice-versa.

· I have taken an unpaid leave of absence.

· My spouse has taken an unpaid leave of absence.

· My health coverage has changed significantly as a result of my spouse’s employment.

· My spouse’s health coverage has changed significantly as a result of his or her employment.

· Other – (Explain:


















.)


On account of, and consistent with, the change in family status described above, I elect to change my benefit election under the Plan as set forth in the attached Election Form.

Next

Change in Family Status

I understand that the change in my election, as indicated above, will be effective at the time prescribed by the plan administrator.  I also understand that this election may not be changed during the remainder of the plan year (ending August 31) unless I have another change in family status.


I CERTIFY THAT ALL THE INFORMATION IN THIS DOCUMENT IS TRUE.  I AGREE TO SUPPLY ANY ADDITIONAL INFORMATION THAT THE PLAN ADMINISTRATOR, IN ITS DISCRETION, DETERMINES IS NECESSARY TO PROCESS MY REQUEST FOR A CHANGE IN MY BENEFIT ELECTION.

Employee Signature: 








Date: 










Approved by:

PUBLIC SCHOOLS OF PETOSKEY

By 






Effective Date
Of Change: 




Return this Change in Family Status Form and the attached Election Form to:




Bruce Smith, Payroll Specialist




Public Schools of Petoskey




1130 Howard St.




Petoskey, MI  49770

Flexible Spending Account

11-2-451-0001
Medical Claim Reimbursement Form 

Public Schools of Petoskey

A medical expense must meet the following requirements in order to be reimbursed under the plan:

· It must be a “qualifying medical care expense” under the Plan; and

· It must have been incurred by you, your spouse or a person who is your dependent for income tax purposes.
*Review your Summary Plan Description to be certain these requirements are met.

1.  Employee: 











2.  Patient: 




 Age:
    Relationship:




3.  Description of expense:










4.  Date of service (not date paid):









5.  Total amount of expense:









6.  Has this expense been submitted under any other plan or insurance policy?



Yes (Amount paid by insurance: $


)



No (Reason not submitted:





)

7.  TOTAL OUT-OF-POCKET EXPENSE: 







         (The amount you are submitting for reimbursement)

8.  Could this expense be reimbursed by any other source?  ______Yes ______No

9.  Name and address of person/business to whom expense was paid:

I CERTIFY THAT THE INFORMATION PROVIDED ABOVE IS TRUE AND ACCURATE TO THE BEST OF MY INFORMATION, KNOWLEDGE AND BELIEF.

EMPLOYEE SIGNATURE 




Date 



NOTE:  Attach a copy of the bill/receipt to the back of this claim form and return to Bruce Smith at the Business Office for processing.       

Business Office Use Only

Approved By: 





  Date





MORE CLAIM INFO  (
MEDICAL REIMBURSEMENT ACCOUNT

CLAIM INFORMATION

· DO NOT SUBMIT UNTIL YOU HAVE A MINIMUM OF $25 IN CLAIMS.

· BE SURE THE DATE OF SERVICE (NOT DATE PAID) FALLS WITHIN THE PLAN YEAR 9-1 TO 8-31.

· CLAIMS WILL BE PAID AT LEAST MONTHLY.

· PARTICIPANTS IN MEDICAL FLEXIBLE SPENDING ACCOUNTS SHALL BE ENTITLED TO REIMBURSEMENT FOR CLAIMS INCURRED AT ANY TIME THROUGHOUT THE PLAN YEAR, REGARDLESS OF THE CURRENT BALANCE IN THE ACCOUNT.  CLAIMS SHALL NOT BE REIMBURSED IF THEY EXCEED THE SUM OF THE COMPENSATION REDUCTIONS FOR THE ENTIRE PLAN YEAR. 

· “ACCOUNT STATEMENTS” WILL BE SENT PERIODICALLY.  VERIFY ACCOUNT BALANCE WITH YOUR RECORDS AND NOTIFY BRUCE SMITH AT BUSINESS OFFICE IF YOU FIND ANY DISCREPANCIES.

· ATTACH A COPY OF THE BILL OR RECEIPT (STAPLE TO BACK).
FLEXIBLE SPENDING ACCCOUNT

11-2-451-0002
Dependent Care Claim Reimbursement Form 

Public Schools of Petoskey

Employee Name: 











Dependent Name: 










Relationship: 











Date/s of Service (not date paid): 








Amount of Payment: 









DEPENDENT CARE PROVIDER INFORMATION:


Name:












Address:












Tax Identification Number


or Social Security Number:







I CERTIFY THAT THE INFORMATION PROVIDED ABOVE IS TRUE AND ACCURATE TO THE BEST OF MY INFORMATION, KNOWLEDGE AND BELIEF.

EMPLOYEE SIGNATURE   
X








DATE  ______/______/_______


*NOTE:  Attach a copy of the bill/receipt to the back of this claim form and return to Bruce Smith at the Business Office for processing.

Business Office Use Only

Approved By:  





  Date  




MORE CLAIM INFO (
DEPENDENT CARE ACCOUNT

CLAIM INFORMATION

· DO NOT SUBMIT UNTIL YOU HAVE A MINIMUM OF $25 IN CLAIMS.

· BE SURE THE DATE OF SERVICE (NOT DATE PAID) FALLS WITHIN THE PLAN YEAR 9-1 TO 8-31.

· CLAIMS WILL BE PAID AT LEAST MONTHLY.

· IF THE BALANCE IN YOUR ACCOUNT IS INSUFFICIENT TO PAY THIS CLAIM, IT WILL BE HELD IN A “PENDING FILE” UNTIL THERE ARE SUFFICIENT FUNDS.

· “ACCOUNT STATEMENTS” WILL BE SENT PERIODICALLY.  VERIFY ACCOUNT BALANCE WITH YOUR RECORDS AND NOTIFY BRUCE SMITH AT THE BUSINESS OFFICE IF YOU FIND ANY DISCREPANCIES.

· ATTACH A COPY OF THE BILL OR RECEIPT (STAPLE TO BACK).
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