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  Flexible Spending Account Enrollment Form 

 
Complete this form to enroll in a flexible spending account. Your employer will withhold funds from your paycheck for 
certain medical and dependent care expenses. These funds are taken out of your paycheck before taxes. 
 

Plan Year ___________to___________ Employer ___________________________________ 
                     (MM/YY)                  (MM/YY)   
 

First Name ___________________________ Last Name __________________________________ 
 
Address ______________________________ City __________________________  State ________ 
 
Social Security Number _______________________ Date of Hire ___________    ZIP ______________  
                          (MM/DD/YY)   

 
Waiver of Participation. I choose not to participate in the Flexible Spending Account at this time. I understand that I will not 
have another opportunity to enroll during the plan year unless I experience a qualifying event. 
 

  Employee Signature ___________________________________________     Date _____________ 
 

 
NOTE: The worksheet on the back of this page will assist you in determining how much of your salary you may want to place into your 
Flexible Spending Account(s). 
 

1. Medical Expense Reimbursement Account  $ _______ /year which is $ _______ /paycheck 
 

2. Dependent Care (Daycare) Expense   $ _______ /year which is $ _______ /paycheck 
Reimbursement Account 
 

3. Health Premium / Medical Insurance  $ _______ /year which is $ _______ /paycheck 
Reimbursement Account 

  
I authorize my employer to withhold the above deductions from my paycheck on a pretax basis.  I understand that the benefit  
options I have elected will remain in force throughout the plan year, unless I have a qualifying event. 
 

Employee Signature ______________________________________     Date _____________ 
 
Direct Deposit I hereby authorize Avera Health Plans to initiate direct deposits and if necessary, adjustments for any 
deposits made in error, to the account indicated:  Savings (Attach a deposit slip)  Checking (Attach a voided check) 
 
Account Number ________________________________ Transit ABA Routing Number _______________________ 
 
Bank Name ________________________ Bank Location ________________________ Phone _________________ 
 

If taking advantage of direct deposit, do you want your Flex Explanation of Benefits emailed to you?   
 No      Yes           If yes, your email address:_____________________________________         

 
After you have completed the form, attach your voided check or deposit slip and give to your employer.  
 

   FOR EMPLOYER USE ONLY  
 

Employer Name ____________________________________________    Payroll Frequency ___________________ 

Effective Date ____________________    Signature ________________________________   Date ______________ 

Qualifying Event ___________________________________    Effective Date of Qualifying Event  _______________    
 

Avera Health Plans  •  3816 S. Elmwood Ave., Suite 100  •  Sioux Falls, SD 57105-6538  
Toll Free: 1 (866) 791-0982  •  Fax: (605) 322-4688  •  Email: FlexibleSpending@Avera.org 
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