FSA “ADD” DEPENDENT ONLY FORM
              

EMPLOYER’S NAME:  

INSTRUCTIONS:  Complete all information and sign the form.  To be added to the Health Reimbursement Arrangement, the dependent must be                 eligible and enrolled in the Primary Benefit Plan sponsored by the Employer.

REQUESTED ACTION





  (This Box For Employer Use Only)       

[image: image1]  Enrollment For A:



 
  Effective  Date  Of  This Action:     __________/__________/__________



[image: image2]  Newborn       
[image: image3]  New Adoptee, Other    

[image: image4]  New Spouse
     



  Employer’s Signature:



Dated:

                   
EMPLOYEE’S FULL NAME (PLEASE PRINT LAST, FIRST, MIDDLE)


     BIRTH DATE
                     SOCIAL SECURITY NUMBER








     _______/________/_______                          -            -

COBRA RIGHTS:  Upon enrolling on this Plan, your dependent(s) may have COBRA continuation rights if coverage later terminates.  You and each enrolled dependent may have independent rights to continue coverage if certain events cause coverage to be lost.  Please review the section of        the Summary Plan Description that covers COBRA rights.  The Summary Plan Description will be given to you soon after you enroll.


DEPENDENT ENROLLMENT:  

I wish to enroll the eligible dependents listed below.  I understand that if a dependent is not listed, they will not be enrolled.

Name (first and last name)



Relationship
Date of Birth
Sex
Student?
           Social Number 

1) 




   
  Spouse




----------


 ________________________________________________________________________________________________________________________

2)










  Y    N




________________________________________________________________________________________________________________________

3) 










  Y   N




________________________________________________________________________________________________________________________

4)










  Y   N




________________________________________________________________________________________________________________________

5)










  Y   N




  DEPENDENT(S) ENROLL.  I hereby enroll the above dependent(s) for coverage as indicated above for which they are eligible.  This Plan has provided me with a copy of its NOTICE OF PRIVACY PRACTICES and I understand that the Plan, as allowed by the Federal Privacy Standards,  may disclose Private Health Information (PHI) to its business associates and to my Employer (the Plan Sponsor), as minimally necessary, to carry  out treatment, payment and health care operations (TPO) and that the Plan will obtain an authorization from me if it intends to use or disclose my PHI for purposes unrelated to TPO.  I agree that a facsimile of this authorization shall be valid as the original.   I hereby certify that the information given above is true and complete to the best of my knowledge.  I understand that any untrue statements, omissions or misrepresentations now or later to the Plan may result in a recession on any benefits available in connection with this Plan. 

EMPLOYEE’S SIGNATURE: ______________________________________________________________________    DATE:_________________________


    Administered By:  Avalon Benefit Services, Inc.          6543 Commerce Parkway, Suite M           Dublin, Ohio 43017            614-764-4516             

Form HRA ADD Privacy0104

