
Flexible Spending Account 
E N R O L L M E N T  F O R M   

FSAenroll_2015v.1

T O L L  F R E E :  8 8 8 . 8 6 8 . F L E X  ( 3 5 3 9 )    myameriflex.com

Company Name:                                                                      Location:                                                          

Employee Name:                                                                      SSN:

Employee Email Address:

Home Address:                                                          

City:                                                                                        State:                     Zip: 

Telephone:                                                                               Plan Year:                 through

Date of Birth:                                   Date of Hire:                                 Effective Date:                  

The Company and I hereby agree that my cash compensation will be redirected by the amounts set forth below for each pay period during the 
plan year (or during such portion of the year as remains after the date of this agreement). I understand that if I do not return this form to 
my employer by my effective date, it shall constitute my election to waive participation in all flexible spending programs under my employer’s 
Flexible Benefits Plan and therefore cause me to pay non-reimbursable medical, dependent care, and/or commuter expenses (if any) with 
aftertax dollars.

EMPLOYEE’S FLEXIBLE BENEFIT PER PAY DEDUCTION/ALLOCATION

Medical Flexible Spending Account

Full Flexible Spending Account                         Per pay contribution: $                    Date of first payroll:

$                     Maximum ANNUAL Contribution               Annual contribution: $                    Number of remaining pays:

Limited Purpose Flexible Spending                    Per pay contribution $                    Date of first payroll:

Account (i.e., vision and dental only)                         Annual contribution: $                    Number of remaining pays:

$                     Maximum ANNUAL Contribution            

Dependent Care Spending Account                   Per pay contribution: $                    Date of first payroll:   

$                     Maximum ANNUAL Contribution               Annual contribution: $                    Number of remaining pays: 

Commuter Reimbursement Account 

P  A  R  K  I  N  G                                                     

Please fax or email this form to:  Ameriflex  Fax: 800.282.9818  Email: forms@myameriflex.com

To be submitted by employer.

www.myameriflex.com


www.myameriflex.com
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