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    P.O. Box 370 • Onalaska, WI  54650 • (800) 342-8235 • (608) 781-2159
Date: _________________

TO:   

_________________________________________EMPLOYEES

FROM:  
BENEFITS DESIGN GROUP, INC.

SUBJECT:  
FLEXIBLE BENEFIT PLAN OPEN ENROLLMENT

__________will begin a new plan year for the Flexible Benefit Plan.  The open enrollment period will begin in _____________.  During this period of open enrollment, all employees who meet the eligibility requirements will be allowed to join the plan, make new elections if currently participating, or leave the plan.

We hope that you will seriously consider joining the plan.  Remember, the sole purpose of the Flexible Benefit Plan is to give you more spendable income by saving you money on your taxes.

Benefits Design Group, Inc. is merely a phone call away (608) 781-2159 or (800) 342-8235 to answer your questions regarding the plan or your specific account.  

The attached enrollment form is to be used when making your elections for the upcoming plan year, ____________________________ Please use the following instructions when completing your form:

1. PLEASE PROVIDE ALL OF THE IDENTIFICATION INFORMATION REQUESTED 
AT THE TOP OF THE FORM. (Name, SS#, Address, Employer Name, and Plan Year (____________________).

2. Medical Reimbursement Account.  Provide the amount you want to budget on either an annual or pay period basis.  Please note that all annual elections will be divided by the number of payroll deductions that will take place in your plan year. 
3. Dependent Care Account.  Use the same procedure as that for the medical account.

4. Premium Conversion Plan.   Indicate the amount and type of premium you want deducted from your pay on a pre-tax basis as a pay period figure.  (Health, Dental, etc.)

5. Individual Premium Reimbursement. Use the same procedure as that for the medical account and/or dependent care account. Please remember this is an employee owned policy and not sponsored by your employer. You must submit proof of the type of policy and ownership with your first claim for the plan year. 

If you are participating in the Unreimbursed Medical, Dependent Care, Individual Premium, or Pre-tax Premium accounts, please sign and date the first signature line. 

If you choose not to participate at this time, please sign the bottom line.

Please return all forms to__________________________ no later than _____________.

