
Flexible Spending Account 
Administration Services 

 

3031 17th Street South  ●  Moorhead, MN 56560    218-236-2990     800-450-2990 
 

DDIIDD  YYOOUU  FFLLEEXX  TTHHIISS  YYEEAARR??  
 

If you incurred any of these expenses last year and did not participate in your employer’s 

flexible benefit program, you may have paid 20%-30% too much! It might be time to consider 
participating in your employer sponsored flex benefit plan.  

 

Medical Services, including travel 

Prescription Drugs 

Dependent/Child Care 

Mental Health Treatment  

Hearing Aids 

Vision Treatment 

Dental/Orthodontia Treatment * 

Chiropractic Services 

Nursing Home Care  

Alcohol/Drug Addiction Treatment  

* Orthodontia Treatments are reimbursed differently, depending upon the treatment period covered and 
payment option selected - monthly or full pay. You generally cannot claim the entire orthodontic 

treatment cost in one plan year. Please contact our office first before you make your annual flex election. 

 
NOT sure what items qualify for reimbursement? The IRS has two publications that list 
expenses that may be eligible for flex reimbursement, although not necessarily. Please 

contact our office if you are unsure. 
 

For qualifying medical related expenses (Publication 502) - http://www.irs.gov/pub/irs-pdf/p502.pdf 
 

For qualifying daycare expenses (Publication 503) - http://www.irs.gov/pub/irs-pdf/p503.pdf 

 
 

Visit our employee benefit website at r1benefitstoday.org for additional information and forms 
you may download.  

 
When the plan year begins, you can register for access to your Participant Portal for 24/7 

account information, downloadable forms and communications. And you can submit claims 
on-line. No more mailing required! 

 
You can also still fax or e-mail your completed claims to Region I ! 

Fax – 218-236-2368   
E-mail – claims@r1benefitstoday.org 

 
 
 

 
 

  

 

 

An FSA/HSA convenience debit card is now available to use for medical 
related purchases. Many debit card purchases for FSA expenses will 

still require receipt submission. If you would like an FSA/HSA 
convenience debit card, please submit a completed debit card request 

form, which can be  downloaded from the Forms section of the 
Participant Portal.  

 

http://www.irs.gov/pub/irs-pdf/p502.pdf
http://www.irs.gov/pub/irs-pdf/p503.pdf
http://www.r1benefitstoday.org/
mailto:claims@r1benefitstoday.org


 
Flexible Benefit Services 

Election Form 

 
For answers to questions, contact the Region I  

Flex Department at – 
 

 218-236-2990  800-450-2990 

 
 

 

This election form revokes any prior election form, and will remain in effect and cannot be revoked or changed during the plan year, unless 
there has been a change in status. 

 

PREMIUM CONVERSION 
 

  GROUP INSURANCE SPONSORED BY YOUR EMPLOYER 
  

I understand that premiums for the eligible group insurance benefits that I am enrolled in will be withheld from my 
paychecks on a pre-tax basis and be used to pay the premiums for the group insurance benefits that I have elected. 
I understand that this request will remain in effect until such time I notify my employer in writing, prior to the 
beginning of a new Plan Year, to discontinue this pre-tax withholding option.  

 

 

 
No annual  

election 
required 

   

  NON-GROUP INSURANCE PREMIUMS WITHHELD AND PAID BY YOUR EMPLOYER (e.g. Life Investors, AFLAC) 
 

I request to have the following amount withheld on a pre-tax basis from my salary for the plan year, divided over 
the paychecks which I receive during the plan year. I understand these amounts will be used to pay the premiums 
directly to the insurance provider for the non-group insurance benefits that I have elected. I do not have to file a 
claim for payment. I also understand that if I discontinue the policy during the plan year, the amounts will still be 
withheld from my paychecks and I will forfeit the amounts, unless the discontinuation of the policy is due to a 
change in status event. If I do not enter an amount, I do not want my premiums to be withheld on a pre-tax basis. 

 

Enter your annual 

election amount for 
the plan year 

 

$___________ 
 

 

FLEXIBLE SPENDING REIMBURSEMENT ACCOUNTS 

  
I request to have the following amounts withheld on a pre-tax basis from my salary for the plan year, divided over 
the paychecks which I receive during the plan year. These amounts will be deposited in my flexible benefits 
account(s). If I do not enter an amount, I do not want that account this plan year. 

 

Medical Expense Reimbursement Account - Select One of Three Options  
                                         ($2,550 Maximum Election)  
 

1. Full Flex – my spouse and I do not have Health Savings Accounts.  

 
2. Full Flex for myself and dependants only, excluding spouse - my spouse has a Health 

Savings Account.  

 
3. Limited Scope Flex, vision and dental expenses only - I and/or my spouse has a Health 

Savings Account.    
 

 

Enter your annual 

election amount for 
the plan year 

 
 
$____________ 
 
 

$____________ 

 
$____________ 

 

Dependent Care (Day Care) Reimbursement Account   ($5,000 Maximum 

Election)                                                                                                               

 

$____________ 
 

  Private Insurance Reimbursement Account 
 
$____________ 

 
 

AUTHORIZATION: SPONSORED BY YOUR EMPLOYER (Premium  
 

•  I understand any amounts remaining in my reimbursement accounts at the end of the year will be forfeited. 
  

•  I understand my social security benefits may be reduced by this election. 
 

•  I understand my employer may reduce or cancel this election if necessary to comply with provisions of the Internal Revenue Code. 
 

•  I authorize my employer to reduce my salary and make the pre-tax deduction for the Plan Year for the choices indicated above. I understand that the 
amounts deducted will be reimbursed to me upon incurring the qualified expenses during the plan year. The types of qualifying expenses and method of 
reimbursement are detailed in the plan document. 

 

•  I understand that this election may be changed only in the event of a change in status. This agreement is subject to the terms of your Employer’s Flexible 
Benefits Plan, Health Care Reimbursement Plan and/or Dependent Care Assistance Plan as amended from time to time and revokes any prior election 
and redirection agreement relating to such plan(s). 

 
Signature: ________________________________________________ Date: _________________________________ 

 

Plan Year Group # Plan Year Begin Date Plan Year End Date 

2017 REG5171 7/01/2016 6/30/2017 

                            Last Name                                       First Name 

 

             Address                                        City                      State                 Zip 

 

Employee ID # E-mail Address  

  

OFFICE USE  :  
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