
Multiple files are bound together in this PDF Package.

Adobe recommends using Adobe Reader or Adobe Acrobat version 8 or later to work with 
documents contained within a PDF Package. By updating to the latest version, you’ll enjoy 
the following benefits:  

•  Efficient, integrated PDF viewing 

•  Easy printing 

•  Quick searches 

Don’t have the latest version of Adobe Reader?  

Click here to download the latest version of Adobe Reader

If you already have Adobe Reader 8, 
click a file in this PDF Package to view it.

http://www.adobe.com/products/acrobat/readstep2.html




00012-02-1008 © 2008 eflexgroup, Inc. · 2740 Ski Lane · Madison, WI 53713  
 Phone: 877.933.3539 · Fax: 877.231.1287 · www.eflexgroup.com 


FSA Enrollment Form 
 


Employee Information (Please print clearly.) 
Social Security # __________________________________________________ Date of Birth ________________________________________  
 
Employer Name  __________________________________________________ Dept/Location _______________________________________  
 
First Name ___________________________________ Middle Initial _________ Last Name _________________________________________  
 
Employee Home Address ______________________________________________________________________________________________  
 
City ___________________________________________________ State ________________ Zip Code ________________________________  
 
Home Phone # __________________________________________ email  _______________________________________________________  
 Help us go green! If provided, we’ll use your email as our primary method of contact.  
 
Employment Date __________________________________________ Plan Effective Date __________________________________________  


Month Day Year Month Day Year 


 
Employer Information (Employer to complete the information below.) 
 
Date of 1st Payroll Deduction ______________________________________________________   12-Month Plan Year 
 Month Day Year 
Employee Plan Effective Date _____________________________________________________   Short Plan Year 
 Month Day Year 


 
Employee Elections (Employee to complete the information below) 
 


A. Group Medical Premiums (If you participate in your employer’s insurance plan(s), your premiums will automatically be deducted on a 
 pre-tax basis unless you notify your Human Resource or Personnel Department.) 


 
 Annual Election # of Payroll Deductions $ Per Pay Check 
B. Health FSA $ ________________________ / _____________________  =  $ _________________________  


C. Dependent Daycare FSA $ ________________________ / _____________________  =  $ _________________________  


D. Individual Health Policy $ ________________________ / _____________________  =  $ _________________________  


E. Limited Purpose FSA $ ________________________ / _____________________  = $ _________________________  


F. Administration Fee (if any)  $ ________________________ / _____________________  =  $ _________________________  


TOTALS $ ________________________ / _____________________  =  $ _________________________  
 


 My employer offers the claims auto download through my medical carrier. I would like to take advantage of this service. 


 No, I do not want to enroll. If a change in status occurs, I may have the right to enroll in the plan at that time (if my employer’s plan allows). 
 Yes, I want to enroll. The IRS regulations state four conditions: 1) Any expenses you incur must be within the plan year; 2) Any expenses 


you incur must not be covered by any other source, such as insurance; 3) You must provide proper documentation to receive payment; 4) You 
cannot change or revoke your elections during the plan year unless there is a specific change in status and your employer allows such changes. 
Please see the Summary Plan Description for details. 


 
Signature  ___________________________________________________________________ Date ______________________  


 







Direct Deposit Information (Please complete this section if you are a new eflex customer or if your bank account information has changed in 
the past year. You don’t need to complete this section if you had direct deposit in the last plan year and your bank account information hasn’t 
changed.) 


 
Employee Information 
 
Employee Name: ______________________________________ Social Security Number: _______________________________  
 
Home Telephone: ______________________________________ Alternate Telephone (work/cell): _________________________  
 
Address: ________________________________________________________________________________________________   
 
City: _________________________________________________ State: ______________ Zip: ____________________________  
 
Email address: ________________________________________ Name of Employer: ___________________________________  
 
 
Bank Account Information 
 
Bank Name: ______________________________________________________________________________________________  
 
Bank Address: ____________________________________________________________________________________________  
 
City: ____________________________________________________ State: __________ ZIP: ____________________________  
 
Name on the Account: ____________________________________________  
 
Routing and Transit Number: _______________________________________  
 
Account Number: ________________________________________________  
 
IMPORTANT: Please provide a voided check for each account listed 
above. We will not process without a voided check. Do not use a 
deposit slip as the number could be invalid. 
 
Authorization 
I authorize reimbursements from my Section 125 FSA, Dependent FSA, Individual Health Premium, Limited Purpose FSA, or my 
Section 105 Health Reimbursement Arrangement to be sent to the financial institution named above to be deposited in the 
designated account.   
 
In the event funds are deposited erroneously into my account, I authorize my Section 125/105 administrator to debit my account(s) 
not to exceed the original amount of the credit. 
 
I also understand that all direct deposits are made through the automated clearing house (ACH), and that funds availability is 
subject to the terms and limitations of the ACH as well as my financial institution. 
 
 
Signature: _________________________________________________________________ Date: _________________________  
 


Please fax, email, or mail completed form with a voided check to your HR/Personnel Department.  
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 LPFSA Claim Form 
    


 
Employee ID __________________________________________  Employee Name ________________________________________  
Employee ID=first initial, last name (up to 8 characters), and last 4 digits of Social Security No.  Example: jsmith1234 
 
Employee email ____________________________________________  Check here if this is a new email address.  
Help us go green! If you provide your email address, we’ll use it as our primary method of contact.  
 
Employer Name ______________________________________________________________________________________________  
 
Employee Address ____________________________________________ City ____________________________________________  
 
State __________ ZIP _____________________ Phone __________________________     Check here if this is a new address 
 
Expenses⎯Please complete the information below for each eligible expense. If you’re contributing to a health savings account 
(HSA) this year, you may use this FSA for preventive services, dental, vision, and post-deductible services only.  Include 
documentation (i.e., receipt showing date of service, description of expense, and name of service provider) for each expense. If you 
have an HSA, then this FSA can only be used for Vision, Dental, Preventative and Post Deductible medical expenses 
 


 Check here if you’re submitting eflex Card verification receipts. 
 


Date(s) of Service Description Dollar Amount 


  $ 
  $ 
  $ 


  $ 
  $ 
 Claim Total: $ 


 
I certify that the expenses for reimbursement requested from my Limited Purpose Flexible Spending Account (LPFSA) were incurred by 
me (and/or my spouse and/or eligible dependents), were not reimbursed by any other plan, were for preventive services, dental, vision, 
or post-deductible services , and to the best of my knowledge and belief, are eligible for reimbursement under my LPFSA.  I (or we) will 
not use the expense reimbursed through this account as deductions or credits when filing my (our) individual income tax return.  I 
understand that any person who knowingly and with intent to injure, defraud, or deceive any insurance company, 
administrator, or plan service provider, files a statement of claim containing false, incomplete or misleading information may 
be guilty of a criminal act punishable under law. 
 
Signature ________________________________________________________________ Date _______________________________  
 
Reminders 
• Provide proper documentation for all expenses submitted; keep this claim form and the supporting documentation together. 
• Sign and date this form; we can’t process an unsigned form.  
• Multiple expenses may be included on one form; if you need more space, copy and attach additional forms. 
• The minimum reimbursement amount is $10. 
• Keep copies of everything you submit to eflex. There is a $25 fee if you request copies of your claim and documentation from 


eflex. IRS guidelines require we keep records of all claims and correspondence for three years. 
 


Please fax, email, or mail completed form with documentation to: 
Toll Free Fax: 1.877.231.1287 • email: customercare@eflexgroup.com 


eflexgroup.com • 2740 Ski Lane • Madison, WI 53713 
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Your employer has selected eflexgroup.com (eflex) to administer your plan. 
Since 2000, eflex has been raising the bar in service for benefits administration. 
 
If at any time you have questions or need assistance, contact eflex Customer 
Care toll free at 1.877.933.3539 or visit the online live support center at 
www.eflexgroup.com.


savings 
are clear 


 
 
 


 
 
 


The eflex Limited Purpose Flexible Spending Account (LPFSA) is 
similar to a standard Health FSA. The difference with the LPFSA 
is that you’re limited to claiming only eligible dental and vision 
related expenses. However, once you meet your health plan deductible, you may use the 
LPFSA to pay for other health-related expenses in addition to dental and vision care.  
 
Simply determine a dollar amount that your employer will transfer to your LPFSA before calculating taxes 
each pay period. After the funds are transferred to your LPFSA, your gross income is lower (even though 
you have the money in another account), so the amount withheld for your income taxes is lower. Use the 
money in your LPFSA to pay for certain out-of-pocket dental and vision expenses. On the other side of 
this brochure, you’ll find a worksheet to help estimate your out-of-pocket expenses so you can determine 
just how much pre-tax money you’d like to set aside. 
 
Dependent care is also eligible under the LPFSA. Forms for enrollment and submitting recurring claims 
are available on the website under the forms section. 
  


It’s Simple 
The steps for reimbursement under your LPFSA are easy. When you (or your covered 
family member) incur an eligible expense, just send a copy of your itemized 
statement, receipt and/or Explanation of Benefits (EOB) from your insurance 
carrier to eflex along with a completed claim form. We’ll process your claim and 
promptly reimburse you. If you use your eflex Card, there’s generally no need to 
submit a claim form or other documentation (unless we request substantiation). 
Simply swipe the card as you would any debit or credit card and the funds will 
automatically be deducted from your LPFSA. However, we recommend that you 
keep your receipts to ensure you comply with IRS regulations in the event of an 
audit. 
 


Web Self-Service and Personal Service Features 
We invite you to take advantage of our easy online services 24/7/365. Your personal 
eflex Web account allows you to view your account status online, view your claims 
history, submit claims, and sign up for direct deposit. To access your account, visit 
our Website at www.eflexgroup.com and choose the “Employee” tab and “Account 
Lookup.” You’ll then be prompted to enter your username, which is your first initial, last name and the last 
four digits of your social security number. (Example: John Smith with a SSN of 123-45-1234 is jmith1234). 
The first time you log into your account, your password will be eflex4me; you’ll be prompted to create a 
confidential new password for future use. 
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Examples of Eligible Expenses 
• Artificial teeth (if medically necessary)  
• Braille books/magazines (eligible for price beyond that of standard books/magazines)  
• Contact lenses and lens solution 
• Dental expenses (non-cosmetic) 
• Guide dog and its upkeep 
• Lasik eye surgery 
• Orthodontics (including braces and retainers) 
• Prescription drugs (prescribed by eye doctor/dentist/orthodontist) 
• Transportation expenses related to dental and vision care  
• Vision care visits and eye glasses/prescription sunglasses 
• Dependent Care expenses 


 
Examples of Ineligible Expenses 


• Any illegal treatment 
• Cosmetic dental procedures (such as bleaching) and cosmetic surgery  
• Non-prescription sunglasses/sunglass clips 
• Remedial reading classes for a non-handicapped child 
• Toothbrushes, toothpaste, mouthwash, etc. 
• Vitamins/Supplements (require medical necessity letter) 


 
Most over-the-counter (OTC) items are eligible once you meet health plan deductible. Eligible OTC 
items must be used to treat or alleviate personal injury or sickness, not for general health. Visit our 
website www.eflexgroup.com for further details on OTC guidelines. 
 


Estimate Your Out-of-Pocket Health Care Expenses 
Use this worksheet to estimate your expenses. The total you calculate here will help you determine the 
amount of pre-tax funds you should set aside in your eflex LPFSA. 
 
Dental 
$___________ Dental Deductibles 
$___________ Coinsurance (e.g., you pay 20% of covered expenses) 
$___________ Orthodontia (e.g., braces, retainers) 
$___________ Other eligible dental expenses not covered by insurance 
 
Vision 
$___________ Exams 
$___________ Vision Care (e.g., eye exams, contact lenses, prescription eyewear) 
 
Preventive Co-Pay 
$___________ Routine Medical Exams (e.g., physicals) 
 
Dependent Care 
$___________ Day-care centers 
$___________ Other 
 
Post-Deductible Medical (after you meet your insurance plan deductible) 
$___________ Prescription Drugs 
$___________ Coinsurance 
$___________ Medically-required Equipment (e.g., wheelchair, prosthetic devices) 
$___________ Chiropractor 
$___________ Emergency Room Charges 
$___________ Other Expenses 
 
$___________ Plan Year Total 







