
HR-135 (11/23)

Flexible Spending Account (FSA) 
Enrollment/Change Form

1. Your Information

Your Name (Last, First, Middle) Date of Birth SSN or Employee ID Number

Your Home Address (street and apt. number) City State Zip Code

Home Phone Work Phone Email Address

2.  Reason for submitting form & date of event  - check the appropriate box below and complete sections 3 & 4 

New Employee Marriage Divorce Birth or Adoption Date of Hire/
Date of Qualifying Event:

Other Qualifying Event (please specify): Date of Event:
(example: a significant change in cost of dependent day care, gain or loss of coverage under other group health plan, etc.) 

 3. Indicate Your Election(s) for the Current Calendar Year

Plan  Annual Election
 Note: For mid-year changes, indicate your new total annual amount (including prior contributions)

Health Care Spending 
Account Election

$ .
 Annual maximum: $3,200
 Annual minimum: $250

 Dependent Care  
(Day Care) Spending 
Account Election

$ .
 Annual household maximum: $5,000
 Annual minimum: $250

 Note: You must claim the dependent on your income tax return.  Dependent children must be under age 13, 
unless disabled and incapable of self-support.  Special rules apply for divorced or legally separated parents.

IMPORTANT: The amount you choose is deducted over the remaining 
pay periods of the calendar year (not school year).  Coverage begins  
first of the month following receipt of this FSA Election form. 
 
For example: 
       Monthly-paid employee is hired on 8/16. 
       Office of Benefit Services receives FSA Election form on 8/31. 
       Elects $1,000 to Health FSA. 
       FSA coverage is effective on 9/1. 
       4 pay periods remain in calendar year (Sept.-Dec.). 
       Monthly deduction is $250.

 4. Authorization
I elect to participate in the FCPS Flexible Spending Account plan and agree to be bound by the terms and conditions of the plan.  As 
such, my signature below indicates my acceptance and understanding of the following:

• The contribution(s) I have elected will be made with pre-tax salary reductions and that such reductions reduce my 
compensation for Social Security benefit purposes.

• I am making a binding election for the entire plan year and may not change my election after submission until the next Open 
Enrollment period or within 30 calendar days of a qualifying life event as defined by IRS regulations.  If requesting a mid-year 
change due to a qualifying event, the change requested must be consistent with the event.  The new plan election amount will 
be effective the first of the month after receipt of the form by the Office of Benefit Services.

• For mid-year changes due to a qualifying event, I hereby certify the indicated event has occurred and the information I have  
provided on this form is true, correct, and complete.  The Office of Benefit Services, as the Plan Administrator, may require  
me to submit additional information or documentation to ensure the terms and conditions of the plan are being followed.

• Claims for eligible services must be incurred before submission of claims for reimbursement.

• Direct deposit of my flexible spending account reimbursements is required as a condition of enrollment.

• Dependent children must be under age 13, unless disabled and incapable of self-support.  Additionally, you must claim the  
dependent on your income tax return.  Special rules apply for divorced or legally separated parents.

Employee Signature: Date:
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Enrollment Deadlines and Effective Date of Coverage 

Reason for Submission Submission Deadline Effective Date of Coverage

New employee Within 30 calendar days of hire date  First of month following receipt of form 
by the Office of Benefit Services

Qualifying event Within 30 calendar days of event First of month following receipt of form 
by the Office of Benefit Services

Open Enrollment  
(elect via UConnect)

By date specified in Open 
Enrollment communications January 1

Note: Your participation in the FSA program ends December 31 of the calendar year in which you enroll, unless you 
terminate employment mid-year.

Important Information

• Claims must be incurred during your period of enrollment. Both the health care and dependent day care accounts are 
subject to forfeiture rules as defined by the Internal Revenue Service.  If you do not incur the eligible expense during 
the plan year (or during your period of enrollment) you may lose (forfeit) that money.  If you terminate employment 
mid-year, claims must be incurred prior to your date of termination (or by August 31, if termination occurs in June, 
July or August).  

• Claims Filing Deadline: You have until March 31 to submit claims for the prior calendar year.

• Carry Over Provision (Health Care Spending Account only):  You are eligible to carryover up to $640 in unused funds 
from the 2024 plan year to 2025.  Unused funds above $640 are forfeited.

Where to Get More Information 

How to Submit This Form:

Scan and e-mail form to: FCPSBenefitsDocumentation@fcps.edu

Or fax to: Office of Benefit Services at 571-423-5000

Or mail to: Department of Financial Services  
Office of Benefit Services, Suite 2700  
8115 Gatehouse Road  
Falls Church, VA 22042

If you fax your form, remember to keep a copy for your records as well as a copy of your fax machine's transmission 
report as documentation that we received the form by the deadline.  Forms that are received after applicable deadlines 
cannot be accepted.

Questions? Contact the Office of Benefit Services at 571-423-3200, Option 3 
or email your questions to FCPSBenefitsDocumentation@fcps.edu.

More information about the Flexible Spending Account Program can be found at www.fcps.edu, search 
"Flexible Spending Accounts". 

mailto:FCPSBenefitsDocumentation@fcps.edu
mailto:FCPSBenefitsDocumentation@fcps.edu
www.fcps.edu
https://www.fcps.edu/Flexible-Spending-Accounts-(FSA)
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Flexible Spending Account (FSA) Enrollment/Change Form
1. Your Information
1. Your Information
2.  Reason for submitting form & date of event  - check the appropriate box below and complete sections 3 & 4 
2. Reason for submitting form & date of event  - check the appropriate box below and complete sections 3 & 4 
Date of Hire/
(example: a significant change in cost of dependent day care, gain or loss of coverage under other group health plan, etc.) 
 3. Indicate Your Election(s) for the Current Calendar Year
3. Indicate Your Election(s) for the Current Calendar Year
Plan
Plan
 Annual Election
 Annual Election
 Note: For mid-year changes, indicate your new total annual amount (including prior contributions)
 Note: For mid-year changes, indicate your new total annual amount (including prior contributions)
Health Care Spending Account Election
Health Care Spending Account Election
$
.
 Annual maximum: $3,200
 Annual minimum: $250
 Annual minimum: $250
 Dependent Care  (Day Care) Spending Account Election
 Dependent Care (Day Care) Spending Account Election
$
.
 Annual household maximum: $5,000
 Annual minimum: $250
 Note: You must claim the dependent on your income tax return.  Dependent children must be under age 13, unless disabled and incapable of self-support.  Special rules apply for divorced or legally separated parents.
IMPORTANT: The amount you choose is deducted over the remaining 
pay periods of the calendar year (not school year).  Coverage begins 
first of the month following receipt of this FSA Election form.
For example:
       Monthly-paid employee is hired on 8/16.
       Office of Benefit Services receives FSA Election form on 8/31.
       Elects $1,000 to Health FSA.
       FSA coverage is effective on 9/1.
       4 pay periods remain in calendar year (Sept.-Dec.).
       Monthly deduction is $250.
 4. Authorization
4. Authorization
I elect to participate in the FCPS Flexible Spending Account plan and agree to be bound by the terms and conditions of the plan.  As such, my signature below indicates my acceptance and understanding of the following:
I elect to participate in the FCPS Flexible Spending Account plan and agree to be bound by the terms and conditions of the plan.  As such, my signature below indicates my acceptance and understanding of the following:
·
The contribution(s) I have elected will be made with pre-tax salary reductions and that such reductions reduce my compensation for Social Security benefit purposes.
·
I am making a binding election for the entire plan year and may not change my election after submission until the next Open Enrollment period or within 30 calendar days of a qualifying life event as defined by IRS regulations.  If requesting a mid-year change due to a qualifying event, the change requested must be consistent with the event.  The new plan election amount will be effective the first of the month after receipt of the form by the Office of Benefit Services.
·
For mid-year changes due to a qualifying event, I hereby certify the indicated event has occurred and the information I have  provided on this form is true, correct, and complete.  The Office of Benefit Services, as the Plan Administrator, may require  me to submit additional information or documentation to ensure the terms and conditions of the plan are being followed.
·
Claims for eligible services must be incurred before submission of claims for reimbursement.
·
Direct deposit of my flexible spending account reimbursements is required as a condition of enrollment.
·
Dependent children must be under age 13, unless disabled and incapable of self-support.  Additionally, you must claim the  dependent on your income tax return.  Special rules apply for divorced or legally separated parents.
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Enrollment Deadlines and Effective Date of Coverage 
Enrollment Deadlines and Effective Date of Coverage 
Reason for Submission
Reason for Submission
Submission Deadline
Submission Deadline
Effective Date of Coverage
Effective Date of Coverage
New employee
New employee
Within 30 calendar days of hire date 	
Within 30 calendar days of hire date 	
First of month following receipt of form by the Office of Benefit Services
First of month following receipt of form by the Office of Benefit Services
Qualifying event
Qualifying event
Within 30 calendar days of event
Within 30 calendar days of event
First of month following receipt of form by the Office of Benefit Services
First of month following receipt of form by the Office of Benefit Services
Open Enrollment  (elect via UConnect)
Open Enrollment (elect via UConnect)
By date specified in Open Enrollment communications 
By date specified in Open Enrollmentcommunications 
January 1
January 1
Note: Your participation in the FSA program ends December 31 of the calendar year in which you enroll, unless you terminate employment mid-year.
Note: Your participation in the FSA program ends December 31 of the calendar year in which you enroll, unless you terminate employment mid-year.
Important Information
Important Information
·
Claims must be incurred during your period of enrollment. Both the health care and dependent day care accounts are subject to forfeiture rules as defined by the Internal Revenue Service.  If you do not incur the eligible expense during the plan year (or during your period of enrollment) you may lose (forfeit) that money.  If you terminate employment mid-year, claims must be incurred prior to your date of termination (or by August 31, if termination occurs in June, July or August).  
·
Claims Filing Deadline: You have until March 31 to submit claims for the prior calendar year.
·
Carry Over Provision (Health Care Spending Account only):  You are eligible to carryover up to $640 in unused funds from the 2024 plan year to 2025.  Unused funds above $640 are forfeited.
Where to Get More Information 
Where to Get More Information
How to Submit This Form:
Scan and e-mail form to: 
Scan and e-mail form to: 
FCPSBenefitsDocumentation@fcps.edu
FCPSBenefitsDocumentation@fcps.edu
Or fax to: 
Office of Benefit Services at 571-423-5000
Office of Benefit Services at 571-423-5000
Or mail to: 
Department of Financial Services  Office of Benefit Services, Suite 2700  8115 Gatehouse Road  Falls Church, VA 22042
If you fax your form, remember to keep a copy for your records as well as a copy of your fax machine's transmission report as documentation that we received the form by the deadline.  Forms that are received after applicable deadlines cannot be accepted.
If you fax your form, remember to keep a copy for your records as well as a copy of your fax machine's transmission report as documentation that we received the form by the deadline.  Forms that are received after applicable deadlines cannot be accepted.
Questions? Contact the Office of Benefit Services at 571-423-3200, Option 3
or email your questions to FCPSBenefitsDocumentation@fcps.edu.
More information about the Flexible Spending Account Program can be found at www.fcps.edu, search
"Flexible Spending Accounts". 
More information about the Flexible Spending Account Program can be found at www.fcps.edu, search "Flexible Spending Accounts". 
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