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FSA Election and Compensation Reduction Agreement Form 

Employer Name: __________________ Employer ID# _____ 

Employer Email: ________ 

Employee Name: ________________ Employee ID# ______ 

Employee Email: ________ 

FSA Plan Year ________ , 20 __ through ________ , 20 __

As an eligible employee in the Flexible Benefit Plan for UCC Ministries, I acknowledge that I 
have read the Highlights Brochure and understand the benefits available to me as well as the 
other rights and obligations which I have under the Plan.

D My health coverage is through my spouse's/partner's* UCC Health Plan. Name of 
spouse/partner*: 

Spouse/Partner Name: ______________ 
*I can only receive reimbursement for my domestic partner's medical expenses if I claim him/her for 
federal income tax purposes.

DI elect to receive medical reimbursements for the Plan Year.

Salary redirection:

The amount of compensation redirection will be $ ________ for the Plan Year.

NOTE: The annual Plan limit which may be allocated to the medical 
reimbursement account is: $3,300/year. Up to $660 of unused dollars elected can 
be carried over to the 2026 Plan Year. Other than this $660, the Plan is a "use it or lose it" 
program as outlined in our Plan document. You have until March 31, 2026, 
to submit expenses incurred prior to December 31, 2025, for reimbursement. The 
minimum amount you can elect is $100. 

I understand that: 
• Reimbursements will be available only for "qualifying medical care expenses."

Generally, "qualifying medical care expenses" are those medical expenses normally
deductible on my federal income tax return (without regard to the percentage of
adjusted gross income limitation). I agree to notify the Employer if I have reason to
believe that any expense for which I have obtained reimbursement is not a qualifying
expense. I also agree to indemnify and reimburse the Employer on demand for any
liability it may incur for failure to withhold federal, state, or local income tax 
or Social Security tax from any reimbursement I receive of a non-qualifying 
expense, up to the amount of additional tax actually owed by me. 
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• As federal law does not recognize domestic partnerships, I can only receive
reimbursement for my domestic partner's medical expenses if I claim him/her for
federal income tax purposes.

• This section of the agreement will automatically terminate if the Plan is terminated or
discontinued.

• If I elect not to continue, no further contributions will be made to the Plan on my
behalf, although I may submit claims for expenses incurred prior to my date of
termination.

• I cannot seek reimbursement from this account for a medical expense which I intend on
taking as a deduction or credit on my tax return.

□ I elect to receive dependent care assistance for the Plan Year.

Salary redirection: 

The amount of compensation redirection will be $ ________ for the Plan Year. 

NOTE: The annual Plan limit that may be allocated to the dependent care 
reimbursement account is: $5,000/year. A grace period allows you to submit 
claims incurred January 1, 2025 - March 15, 2026, using remaining 2025 funds. 
You have until March 31, 2026, to submit claims for expenses incurred prior to 
March 15, 2026. The minimum amount you can elect is $100. 

I understand that: 
• Reimbursement will be available only for "qualifying dependent care expenses" as

described in the Internal Revenue Code Section 129, the Plan document, and the
Summary Plan Description. I agree to notify the Employer if I have reason to believe
that any expense for which I have obtained reimbursement is not a qualifying
expense. I also agree to indemnify and reimburse the Employer on demand for any
liability it may incur for failure to withhold federal, state, or local income tax or Social
Security tax from any reimbursement I receive of a non-qualifying expense, up to the
amount of additional tax actually owed by me.

• I agree to provide the Administrator with a statement from the service provider that
includes the amount of the expense as proof that the expense has been incurred.

• I agree to provide the Administrator with the name, address and, if applicable, the
taxpayer identification number of the service provider.

• This section of the agreement will automatically terminate if the Plan is terminated
or discontinued. I will, however, be entitled to be reimbursed for eligible expenses
(to the extent funded) for the remainder of the Plan Year.

• I will only be reimbursed for amounts up to the balance in my account at the time of my
request.

• I cannot claim a dependent care tax credit on amounts I receive as reimbursements
under this dependent care assistance program.
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