
Wimberly Associates, Inc.
150 Cunningham Pond Rd, Perterbrough, NH 03458
1-800-553-5655                 www.wimberlyassociates.com                mail@wimberlyassociates.com
SECTION 125 PLAN ELECTION FORM AND COMPENSATION REDUCTION AGREEMENT
EMPLOYER:____________________________________          SOCIAL SECURITY NUMBER:_________________________
LEGAL NAME: __________________________________________________  DATE OF BIRTH: ______________________
MAILING ADDRESS:___________________________________________________________________________________
E-Mail Address: _________________________________________
The company and I hereby agree that my cash compensation will be reduced by the amounts set forth below for the purchase of non-taxable benefits under my employer's Section 125 Plan for the initial Plan Year beginning January 1, 2011 and ending December 31, 2011.
ELECTION TO PARTICIPATE IN THE MEDICAL REIMBURSEMENT ACCOUNT
_____ I elect to receive medical reimbursements in lieu of taxable compensation. I understand that I may receive reimbursements only for qualifying medical care expenses incurred by March 15, 2012 and that I will have until May 15, 2012 to request reimbursement. I further understand that if I should terminate employment I have ninety days from the date of termination to submit claims incurred during employment.  Any amounts not legitimately claimed within these timeframes will be forfeited according to the provisions of Section 125. The amount of my election this Plan Year is: $____________.
ELECTION TO PARTICIPATE IN THE DEPENDENT CARE ASSISTANCE ACCOUNT
_____ I elect to receive dependent care assistance in lieu of taxable compensation. I understand that I may receive reimbursements only for qualifying dependent care that is incurred and paid during the plan year and I have ninety days from the conclusion of the Plan Year to submit claims. I understand that qualifying dependent care is as defined by the IRS on Form 2441. I further understand that the administrator requires a completed IRS Form W-10 and that my Federal dependent care credit is reduced dollar for dollar by any amounts received by me under this plan. The amount of compensation reduction PER PLAN YEAR is: $_______________.
 OTHER TERMS AND CONDITIONS
· I cannot change or revoke this agreement during the Plan Year without prior approval of the administrator and unless I have a change of family status (death, divorce, disability, marriage, birth of child, loss of employment, change in spouse's employment.)
· The plan administrator may cancel or modify my election in the event he believes it is advisable to satisfy certain provisions of the Internal Revenue Code.
· My social security benefits may be slightly reduced as a result of any FICA savings I may realize.
· To receive reimbursements, I will be required to complete a standard claim form and provide third party documentation to the administrator.
· Amounts left unclaimed in any account 90 days after the last day of the plan year will be forfeited by me in accordance with current IRS requirements.
This agreement is subject to the terms and conditions of the Plan Document, which I may review upon request.
_____________________________________________________________

Date ____________________
Employee's Signature
SECTION 125 PLAN DEBIT CARD TERMS AND CONDITIONS
 
[   ] Yes, please provide me with an FSA debit card for my use in accessing my Flexible Spending Account funds. I agree to the following terms and conditions for use of this debit card:
 
1)      I will use this card only for purchase of qualified medical services, equipment and supplies as authorized under Section 125.
2)      I will use this card only for myself and for my qualified dependents.
3)      I agree in all instances to accept Wimberly Associates, Inc.’s decision as to what is a qualified expense.
4)      I agree that Wimberly Associates is authorized to cancel this debit arrangement if, in their sole discretion, I have abused this card.
5)      I agree to hold Wimberly Associates, Inc. harmless in their function as a decision maker.
6)      I agree to submit the required Claims Statement and Verification within thirty days of any use of the card. I understand that this statement is available on line at www.wimberlyassociates.com or directly from Wimberly Associates. I understand that I can electronically submit it or fax it to 1-603-924-9754.
 Date ____________________
Employee's Signature_______________________________________________
AUTHORIZATION FOR DIRECT DEPOSIT
	I hereby authorize Wimberly Associates, Inc., (the COMPANY) to deposit any amounts due me by initiating credit entries to my account at the financial institution (the BANK) indicated below. I authorize BANK to accept and to credit any credit entries indicated by COMPANY to my account. In the event that COMPANY deposits funds erroneously into my account, I authorize COMPANY to debit my account for an amount not to exceed the amount of the erroneous credit.

	 
I hereby authorize Wimberly Associates, Inc., (the COMPANY) to deposit any amounts due me by initiating credit entries to my account at the financial institution (the BANK) indicated below. I authorize BANK to accept and to credit any credit entries indicated by COMPANY to my account. In the event that COMPANY deposits funds erroneously into my account, I authorize COMPANY to debit my account for an amount not to exceed the amount of the erroneous credit.


	Employee Information: 

	Date ___/____/_____

	Name: ____________________________________________________

	Address: ___________________________________________________ Phone: ( ) ____________

	City: _____________________________________________________ 

	State: ______________ Zip: _______________

	Signature: _____________________________________________

	 Employer:___________________________________

	Financial Institutional Information: 

	Bank: _________________________________________________

	Location: ______________________________________________

	Account#: ___________________  Routing/Transit #:___________________________

	Type of Account: Checking: ________ Savings: __________

	INSERT VOIDED CHECK
THIS FORM IS NOT VALID WITHOUT A VOIDED CHECK



