2024 OPEN ENROLLMENT
FLEXELECT REIMBURSEMENT
ACCOUNTS (STD. 701R)
EXAMPLES & COMMON ERRORS



Example of Correct & Completed Reimbursement Form (STD. 701R)

Clear | | Print |
STATE OF CALIFORNLA, — DEFARTUMENT OF HLBAN RESCOURCEES
REIMBURSEMENT ACCOUNT R
ENROLLMENT AUTHORIZATION FLEXELECT PROGRAM

ATD. TOR (Rew. 1020

Flease type or use balipoint pen and print clearly. Quesgons regarding completion of dhis form
should be directed to your personnelpayroll office. Retum completed form o your deparmment’s personnelpayroll office.

SEE PRIVACY NOTICE ON REVERSE

m“rmwmm

A Cipen Enredimant D. |_ Cancel Deduction
B. Mew Enrolimeant E. COBRA Continuation
J ! |_ of MRA

C. _J Change Due to Permiting Event

To establish a Medical andior a Dependent Care Reimbursement Account enter the amount you want to have deducted EACH maonth from your paycheck
and deposited n your account(s) in lem #5A andfor B.

BENEFIT [TEM 4. For SCOUse Only | 5. TOTAL MONTHLY AMOUNT 6. For SCO Usa Only
DED/ORG CODE TO EE DEDUCTED Type of Change
Medical Reimbursement Account [MRA) 152 _ A s 22500
Dependant Cars Relmburssmaent Account [DCRA) 353 - B. . 25 00

7. | UNDERSTAND THAT MY ENROLLMENT INTO THE FLEXELECT REIMBURSEMENT ACCOUNT(S) IS FOR THE CURRENT PLAN YEAR
ONLY AND IF | WISH TO HAVE A REIMBURSEMENT ACCOUNT FOR THE NEXT PLAN YEAR | MUST RE-ENROLL DURING THE ANNUAL
OFEN ENROLLMENT PERIOD.
| have reviewed the handbook describing the State of Calfomia’s optional FlexElect Program, inchuding the lapal defnitions and change in banafs
election lmitations authonzed under Section 123 of the Intemal Revenue Service (IRS) Code. | understand that my FlexElect benefit choices include
my existing health and/or dental benefits unless otherwse indicated by new health, dental, or FlexElect Cash Option Enrcliment forms submitted
during the FlexElect Open Enrcliment Period. | understand that regulabons under the IRS Code reguire that my benefit choices authorzed by this

election form are imevocable during this Plan Year unless | hawe a "Change in Status Event™ as defined in these reguilations or other permitting events
as dascribad in the FlexElect Handbook.

| hereby agree to hawe my monthly pay reduced by the amount(s) specified abowe. This reduction n pay is effective with the December pay period
paycheck and will continue for each succeeding pay period untl the end of the Plan Year. My agreement to have my pay reduced is made on the
condition that the State of Calformea contnibute the amounts specified on my behalf to the FlexBlect Plan, allocated to the vanous accounts a5
specified above. | also agree bo pay the administrative fee through payroll deduction on a post-tax basis.

| understand that requests for reimbursement must be for eligible services supples incurmed between the efective date of my panicipaton in this
Program through the end of my Plan Year. All reimbursement requests for this Plan Year must be postmarked by June 30 of the following Plan Year

in onder to be reimbursad. | further understand that any unclamed amount remaming in my Dependant Care and/or Meadical Rembursement Actount
after that date will be forfeited

| HAVE READ AND AGREE TO THE TERMS AND CONDITIONS OF THE FLEXELECT PROGRAM AS OUTLINED ON THIS ENROLLMENT FORM
AND IN THE FLEXELECT HANDBOO#.

EMPLOTES SIOMNATURE DATE SIGNED
- 10/3/2024
AGENCY USE OMNLY
& EFFECTIVE DATE OF ACTION 4 EMPLOYEE CBID 10 TIVE BASETENURE | 11. PERRAITTIMG EVENT DATE 12 PERIMTTING EVENT CODE
01—01- 25 RN FT/Parmanent = | L | Lo
11 AGEMCY CODE L UNIT SODE 18 AOEMCY NAME
1§ REMARRE 17, ALUTHORIIED AGENCY SIGHRATURE

1 heraby cestify under penalty of perury 3s Tolliows: That | am the duly appointed,
quaited and acting offoer of Tk Nenein Namead agancy, that | am auhorzed to
make this cerification, and Mat the empioyee named herein is eligihis for enroliment
In e Sate Fiaaiact Program.

- I

18 EMAL ADORESS 0. DATE RECEVED M
EMPLOYING DFFICE
I B

18 TELEPHONE NUBMBER indicabe if CALNET or give 2 cooe)

e 10/3/2024

DISTRIBUTION:  Original - State Cantraller's Office Pink - Agency Goldenrsd - Employes




Common Errors on STD. 701R
2024 Minimum monthly Medical Reimbursement Account (MRA) amount not in applicable range
(Min $10 — Max $266.66)

Clear | | Print |
ETATE OF CALIFOSRLA, — DEFARTUVENT OF HURAN FESDURIEE
REIMBURSEMENT ACCOUNT R
ENROLLMENT AUTHORIZATION FLEXELECT PROGRAM

STD. TR (Rew. 1002049)

Filease rype or use ballpoint pen and print clearly. Questdons regarding compleson of this form
shouid be direcred ro your personnelpayroll office. Retum complered form o your deparmment’s personnelpayroll office.

SEE PRIVACY NOTICE ON REVERSE

. DR VP AR EE S S

. BUCTAL SECORITY RULEER
A [Z vt o [ cooioanen | (D

B. u Mew Enroiment E || COBRACentinuation 5 we et e s

o I

To establsh a Medical andior a Dependent Care Reimbursement Account enter the amount you want to have deducted EACH month from your paycheck
and deposited in your account(s) in Bem #5A andior B.

c. |_| Change Due o Permittng Event

BENEFIT ITEM 4 For 5COUseOnly | 5. TOTAL MONTHLY AMOUNT 6. For SCO Use Only
DEIVORG CODE TO BE DEDUCTED Type of Change
Medical Reimbursement Account (MRA) 152 A 750
- §7.
Dependent Care Reimbursement Account [DCRA] 153 _ B. .

7. IUNDERSTAND THAT MY ENROLLMENT INTO THE FLEXELECT REIMBURSEMENT ACCOUNT(S) IS FOR THE CURRENT PLAN YEAR
OMLY AND IF | WISH TO HAVE A REIMBURSEMENT ACCOUNT FOR THE NEXT PLAN YEAR | MUST RE-ENROLL DURING THE ANNUAL
OPEN ENROLLMENT PERIOD.

I have reviewed the handbook describing the State of Califomia’s opbonal FlexElect Program, including the legal defintons and change in benefit
election limitations authorized under Section 125 of the Intemnal Revenue Service (IRS) Code. | understand that my FlexElect benefit choices nclude
rriy xisting health and/or dental benefits unless otherwse indicated by new health, dental, or FlexElect Cash Opton Enrcliment forms sulbmitied
during the FlexElect Open Enroliment Peniod, | understand that regulations under the IRS Code require that my benefit choices authorzed by this
#hection form are imewocable duning s Plan Year unbess | have 3 "Change in Status Event” 25 defined in these regulations of other pemitting events
33 described in the FlexElect Hangbook

| hereby agree o have my monthly pay reduced by the amount(s) specified above. This reduction in pay is eMective with the December pay period
paycheck and will continue for each succeedng pay period untl the end of the Plan Year. My agreement to hawe my pay reduced is made on the
condition that the State of Calfornia confribute the amounts specfied on my behalf 1o the FlexElact Flan, allccated 1o the vanous accounts as
specified above. | also agree to pay the admenistratwe fee through payroll deduction on a post-tax basis.

I understand that requests fior rembursement miust be for eligible senices'supplies incurmed between the effectve date of my participation in this
Program through the end of my Flan Year. All resmbursement reguests for this Plan Year must be postimarked by June 30 of the following Plan Year
in order to be reimbursad. | further understand that any unclamed amount remaining in my Dependent Care andor Medical Reimbursement Account
after that date will be forfeited.

I HAVE READ AND AGREE TO THE TERMS AND CONDITIONS OF THE FLEXELECT PROGRAM AS OUTLINED ON THIS ENROLLMENT FORM
AND IN THE FLEXELECT HANDBOO#._

BEMPLOYEE BIGNATURE MERTF FansEET
10/3/2024
- I /31
AGENCY USE OMLY
& EFFECTIVE DATE OF ACTEIM 5 BFLOYVEE CBD 10 TIME BASE-TENURE 1. PERMITTING EVENT DATE 2 PERAATTING EVENT CODE
7] nav YEAR
01— 01— 25 R1O FT/Parmanent |
11 AGEMNCY CODE ia LUNIT CODE 15 AGEMCY NAME
16, REMARRS 17, AWMTHORIZED AGENGY HOMATURE

I Py ity LNGEr pENaty of penury a8 folows: That | am thi: duly appoinbid,
qualitied 3na Jting ool of T Mneen NamEd 3gency. that | am authonzed o
miakie s Sertficaton, and M M empioyss named hersn & shgibie for entolmant
If B State FlenSiect Program

- I

2. DATE RECENVER IN
EMPLOYING OFFICE
e ooy ymar)

19, TELEFHONE NUMBER (indicabe I CALMET or give 3Fes cooe

10/3/2024

DISTRIBUTION: ‘Onginal - State Controller’s Office Pink - Agency Goldenrod - Employee



Maximum monthly Medical Reimbursement Amount (MRA) amount not in applicable range

(Min $10 — Max $266.66)

STATE OF CALIFDRNIA. — DEFARTWENT OF HUWWN RESCURCES Cha | Fr[nt
REIMBURSEMENT ACCOUNT
ENROLLMENT AUTHORIZATION FLEXELECT PROGRAM

ATD. TOIR (R, 102018

Fiease rype or use ballpoint pen and print clearly. Quesdons regarding completion of this form
should be directed 1o your personnel/payroll office. Rerum complered form o your deparrment’s personnelpayroll office.

SEE PRIVACY NOTICE ON REVERSE

1. EMBOLLRSENT [Oneek apovomae Do -

BCAL TECORTTY RUTEER
¢ 7] oo o [ cvonacr |

B. | | New Enroiment E || cOBRAContinuation | TreEmE =

. N

C. _J Change Due to Permittng Event

Tio establish a Medical andior a Dependent Care Reimbursement Account enter the amount you want to have deducted EACH month from youwr paycheck
and deposited m your accountis) in lem 254 andior B.

BEMEFIT ITEM oF UseOnly |5 TOTAL MONTHLY AMOUNT 6. For SCO Use Only
DED/ORG CODE TO BE DEDUCTED Type of Change
Medical Reimbursement Account (MRA) 352 57500
- s |
Dependant Cars Relmburssmant Account (DCRA) 353 . B. s

7. IUNDERSTAMD THAT MY ENROLLMENT INTO THE FLEXELECT REIMBURSEMENT ACCOUNT(S) IS FOR THE CURRENT PLAN YEAR
ONLY AND IF | WISH TO HAVE A REIMBURSEMENT ACCOUNT FOR THE NEXT PLAN YEAR | MUST RE-ENROLL DURING THE ANNUAL
OPEN ENROLLMENT PERIOD.
| hiave revswed the handbook describang the State of Califomia’s optonal FlexElect Program, incuding the legal defintions and change n bensft
election limitations authorized under Section 125 of the Intemal Revenue Service (IRS) Code, | understand that my FlexElect benefit choices mclude
my exasting health andior dental benefits unless otherwse indicated by new health, dental, or FlesElect Cash Option Enncliment forms submitted
during the FlexElect Open Enroliment Period. | understand that regulations under the IRS Code require that my benefit choices authorized by this
election form are imevocable during this Plan Year unless | have a "Change in Status Event” as defined in these regulations or other permitting evenis
a2 dessribed in the FlaxElect Handbook.

| hereby agree to have my monthly pay reduced by the amount(s) specified above. This reduction in pay is effective with the December pay period
paycheck and will continue fior each succeeding pay period untl the end of the Plan Year. My agreement to have my pay reduced is made on the
condition that the State of Califormia contribute the amounts specified on my behalf 1o the FlexBlect Plan, allocated to the vanous accounts as
specified above. | 2iso agree to pay the administrative fiee through paymll deduction on a post-tax basis.

| understand that requests for reimbursement must be for ebgible services/supplies incurred between the effective date of my participation in this
Program through the end of my Plan Year. All remnbursement reguests for this Plan Year must be postmarked by June 30 of the following Plan "l"earl
in onder to be reimbursad, | further understand that any unclamed amount remaining in my Depsndent Care and/or Medical Rembursement Account
after that date will be forfeited

| HAVE READ AND AGREE TO THE TERMS AND CONDITIONS OF THE FLEXELECT PROGRAM AS QOUTLINED ON THIS ENROLLMENT FORM
AND IN THE FLEXELECT HANDBOOH.

EMPLOYEE SBIGNATURE DATE SaGNED
] 10/3/2024
- /3]
AGEMNCY USE ONLY
& EFFECTIVE DATE OF ASTION 5 EMPLOYES CBID 10 TIME BASETENURE | 11. PERMITTING EVENT DATE 12 PERMTTING EVENT COCE
0l -01-25 RO1 FT/Permanent A | gy |
13 AGENCY SODE W LNIT S00E 1 ASENCY NALE
15 REMARRS 17, AUTHORIZED AGENCY BIONATURE
| hereby cerafy under penakty of perjury 35 foilows: That | am the duly appointed,
qualiied and acting oMoar of M harsn ramad agancy, that | am authonzed 1o
make this carification, and Tat the employee named hersin ks elgibie for enroliment
Im the Stabe Fiexie Brogram,
=N
18 EMAML ADDRESE 2. DATE RECENVED IN
EMPLCYING OFFICE
I e
8 TELESWONE NUMBER It CALNET
i _" — Fowames= | 10/3/2024
DISTRIBUTION:  Original - State Controller's Office Pink - Agency Goldenrod - Employes



Minimum monthly Dependent Care Reimbursement Account (DCRA) amount not in applicable range

(Min $20 — Max $416.66). Employee signature must be between 9/16 — 10/11/2024.

HTATE OF CALIFDSNLA, — DEFASTVENT OF HULWM REACURCES CIenr ‘ Frlm |
REIMBURSEMENT ACCOUNT R
ENROLLMENT AUTHORIZATION FLEXELECT PROGRAM

ATD. TOMR (Rev. 902019

Flease type or use ballpoint pen and print clearly. Quesdons regarding completion of this form
shouid be direcred ro your personnelpayroll office. Retum complered form 1o your deparmment’s personnelpayroll offfce.

SEE PRIVACY NOTICE ON REVERSE

[ S e———— TSR SRR ROREE

A 7] oo vt o [ crwonscs |

B. [ | New Enrolment E. || COBRA Continuasen |5 e e am

of MRA

c. [ crre o s e o I

To establsh 2 Medical andior a3 Dependent Care Reimbursement Acoount enter the amount you want 1o have deducted EACH month from your paycheck

and deposited in your account(s) in lem #5A andior B.

BEMNEFIT ITEM UseOnly |5 TOTAL MONTHLY AMOUMNT 6. For SC0 Use Only
DEDVORG CODE TO BE DEDUCTED Type of Change
Medical Reimbursement Account (MIRA) A
352 - ¢ 100.00
Depandent Cars Reimburesmant Accownt ([DCRA) B.
353 - s 12

T

ITUNDERSTAND THAT MY ENROLLMENT INTO THE FLEXELECT REIMBURSEMENT ACCOUNT(S) IS FOR THE CURRENT FLAN YEAR
ONLY AND IF | WISH TO HAVE A REIMBURSEMENT ACCOUNT FOR THE NEXT PLAN YEAR | MUST RE-ENROLL DURING THE ANMUAL
OPEN ENROLLMENT PERIOD.

I hawe reviewed the handbaok describing the State of Calfomia’s optonal FlexEBlect Program, induding the legal defintions and change in benefit
election imitations authorized under Section 125 of the Intemal Revenue Service (IRS) Code. | understand that my FlexElect benefit choices include
my existing health and/or dental benefits unless otherwse indicated by new health, dental, or FlexElect Cash Option Enrollment forms submitied
during the FlexElect Open Enrcliment Period. | understand that regulations under the IRS Code require that my benefit choices authorized by this

slection form are imevecable dunng this Plan Year unbess | have a "Change in Status Event” as defined in these regulations or other permitting events
as described in the FlexElect Handbook

| hereby agree to have my maonthly pay reduced by the amount{s) specfied above. This reduchion in pay s effectwe with the December pay peniod
paycheck and will continue for each succeeding pay period und the end of fe Plan Year. My agreement to hawe my pay reduced is made on the
condition that the State of Califomia confribute the amounts specified on my behalf to the FlexElect Plan, allocated to the vanous accounts as
specified above. | also agree to pay the adminisirative fee through payroll deduction on a post-tax basis.

| understand that reguests for reimbwrsement must be for eligible senaces’supplies incumed between the effectve date of my participation in this
Program through the end of my Flan Year. All rembursement requests for fis Flan Year must be postmarked by June 30 of the following Flan Yu:i
in order to be resmbursed. | further understand that any unclamed amount remaining in my Dependent Care andior Medical Rembursement Account
after that dae will be forfeited

I HAVE READ AND AGREE TO THE TERMS AND CONDITIONS OF THE FLEXELECT PROGRAM AS OUTLINED ON THIS ENROLLMENT FORM
AND IN THE FLEXELECT HANDEOOH.

EAPLOYEE SI0sATURE DATE SedAED
. 10/23/2024
.
AGENCY USE ONLY
B FREECTIVE NATE OF ACTH8 3 EMPLOYEE CBID 10 TIVE BASETENURE L F'EWITTIMC-D'E;-ENT %:Eﬁ' 12 FERIATTING EVENT CODE
1] ¥ =]
0l-01-25 E-91 FT/Permanent | |
13 AGEMCY COOE 1. UNIT CODE 15 AGENCT NAME
15 REMARRE 17, AUTHORTED ADENCY SIOMATURE

| hafeby certify under panalty of penury 3s follows: That | am the dufy appolned,
quaitied and acting ofMcer of e herein namad agency, that | am auhonzed o
miake il cerficaton, and Mat the employes named herein I elgibie for enrolment

In the Siate FlexFlect Program.
18 Bl ADDRESS 2. DATE RECENVED IN
EMPLOYING OSSCE
I e
15, TELEFHDKE NUAEER findcabs T CALMET or give ansa Codie
10/3,/2024

DISTRIBUTION:  Original - State Controller's Office Pink - Agency Goldenrod - Employes



Maximum monthly Dependent Care Reimbursement Account (DCRA) amount no in applicable range
(Min $20 — Max $416.66)

Clear ‘ Print |
STATE OF CALIFORNLS. — DEPARTMENT OF HUMWN REBCURCES
REIMBURSEMENT ACCOUNT R
ENROLLMENT AUTHORIZATION FLEXELECT PROGRAM

STD. TOHR {Rev. 102019)

Fiease type or use ballpoint pen and print clearly. Quesdons regarding completion of this form
should be directed o your personnelpayroll office. Retum completed form fo your deparmment’s personnelpayroll office.

SEE PRIVACY NOTICE ON REVERSE

1. ENRCLLMENT [ Check appopnaie ba) 2. SUCTAL EECORITY HOMEER
B. J MNew Enroliment E. |_ COBRA Continuation 3. NABIE (7S, e, Lash

of MRA

To establish a Medical andior a Dependent Care Reimbursement Account enter the amount you want to have deducted EACH month from your paycheck
and deposited in your account(s) in tern #5A and’or B

BEMEFIT ITEM 4 For SCOUseOnly [5. TOTAL MONTHLY AMOUNT &. For 5C0 Use Only
DEVORG CODE TO BE DEDUCTED Type of Change
Medical Reimbursement Account (MRA) 352 5 0
- $
Depandent Care Relmburssmant Acoount (DCRA)Y 353 _ B. $ £75.00

7. 1UNDERSTAMND THAT MY ENROLLMEMNT INTO THE FLEXELECT REIMBURSEMENT ACCOUNT(S) |5 FOR THE CURRENT PLAN YEAR
DMLY AND IF | WISH TO HAVE A REIMBURSEMENT ACCOUNT FOR THE NEXT FLAN YEAR | MUST RE-ENRCOLL DURING THE ANNUAL
OPEMW ENROLLMENT PERIOD.

have reviewed the handbook describing the State of Califomia’s optional FlexElect Program. including the legal definitions and change in benefit
election lmitations authorized wnder Section 125 of the Intemal Revenue Senvice (IRS) Code. | understand that my FlexElect benefit choices include
miy existing health andor dental benefits unless othenwse indicated by new health, dental, or FlexElect Cash Option Enraliment forms submitted
during the FlexElect Open Enroliment Period. | understand that regulations under the IRS Code require that my benefit choices authorized by this

election form are imevocable during this Plan Year unless | have a "Change in Status Event” as defined in these regulations. or other permitting events
as described in the FlexElect Handbook.

hereby agree to have my monthly pay reduced by the amountis) specified above. This reduction in pay is effiective with the December pay period
paycheck and will continue for each succeeding pay period unil the end of the Plan Year. I'v'rgra;"eeneht to have my pay reduced is made on the
condition that the State of Califomia contribute the amounts specified on my behalf to the FlexElect Plan, allocated to the vanous accounts as
specified above. | also agree to pay the administrative fee through paymoll deduction on a post-tax basis.

understand that requests for reimbursement must be for eligible senices'supplies incurmed between the effective date of my participation in this
Program through the end of my Plan Year_ All rembursement requests for this Plan Year must be postmarked by June 30 of the following Plan "fearl

in order to be reimbwrsed. | further understand that any unclammed amount remaining in my Dependent Care andior Medical Reimburserment Account
after that date will be forfeited

I HAVE READ AND AGREE TO THE TERMS AND CONDITIONS OF THE FLEXELECT PROGRAM AS OUTLINED ON THIS ENROLLMENT FORM
AND IN THE FLEXELECT HANDBOOH.

EMPLOYES SIOMATURE DATE SIGMED
- I 10/3/2024
a8
AGENCY USE OMLY
£ EFFECTIVE DATE OF ACTION 3 EMPLOYES CEID 10 TIME BASEITENURE | 11. FERMITTING EVENT DATE 12, FERMTTING EVENT CODE
01-01-25 501 FT/Permanent wo e J_ﬁ:ﬂ'q
13 AGEMCY CODE 14, UNIT CODE 15. AGENGT HAME
5. REMARRE 17, ALTHORIZED AGENCY EIONATURE

| hiereby ceriify under perally of perjury as Tollows: That | am the duly appointed,
qualitied and acting oMcer of Mg herein named agency, that | am authortzed to
make this cerffication, and fat the employee named heredn ks eligible for enroliment

In the State FlexFiect pimn.
=

15 EMAL ADDRESS ‘ 0. DATE RECENVED IN

________ e

e oy wmar)
12, TELEFHONE NUMBER (Indicabe T CALMNET or pive ansa code

I 10/3/2024

DISTRIBUTION:  Original - State Controller's Office Pink - Agency Goldenrod - Employee




