The Health Care Flexible Spending Accounl Program is a division of the Office of Labor Relations' Pre-Tax Benefils Program

HEALTH CARE FLEXIBLE SPENDING ACCOUNT (HCFSA) PROGRAM
QUALIFYING EVENT MID-YEAR CHANGE FORM

40 Rector Stree!, 3rd Floor, New York, NY 10006
Tel: (212} 306-7760  TTY: (212} 306-7629
nyc.gov/html/alr

Do not write in this box

Agency Payroll Gede:

Plan Year: HCFSA S e
1) EMPLOYEE (PARTICIPANT) INFORMATION R . R
Last Name: First Name: M.l Soclal Security Number:
Home Address - Number and Streetl: Apl. No.: City: State: Zip Code:
Agency Name (Nol Divisian); Home Phone Number (Area Code): Woark Phone Number {Area Code):

{ ) { }

‘2)PLEASE INDICATE QUALIFYING EVENT INCURRED AND ATTACH APPROPRIATE DOCUME

QUALIFYING EVENT* DOCUMENTATION

[d Marriage i} Marriage certificale

1 Birth of a child {1 Birth certificate

{Z1 Adoption of a child [ Adaoption agresment

3 New employee [ Letter from employer/agency

* The Participanl has tha burden of proof ta show that the Qualilying Event is accaplable under the Plan, The Plan Administralor reserves the right to request addifional
Information. The Plan Adminlsiralor has, among niher dufles, the pawer and duty te Inlerpret the Qualifying Event and to resolve ambigulifes, Inconsistencies and omlssions.

3) PLEASE INDICATE THE CHANGE YOU WISH TC MAKE (Please complete an FSA Enrollment/Change Form) ' a

The change you wish to make must be consistent with your Qualifying Evenl and described on the Enrollment/Change Ferm, which you must return with this
form within 31 days of the Qualifying Event.

71 Start account

O Increase goal amount to; §

4y EMPLOYEE (PARTICIPANT) SIGNATURE

This is o cerify that on 20 | incurred the Qualifying Event Indicated above and, therelore, wish to modify
my benefils as indicated. | undersiand that the change(s) in benefits requestied must be consistent with the Qualifying Event, and that | must provide approved
documentation of all change(s). The effeclive date of the change will be the dale the forms are received by the Plan Administrator or the date of my first payroll
deduction 1f | become eligible after the beginning of the Plan Year.

Z58ignalure Date

Send the FSA Enrollment/Change Form with this form and all documentalion within 31 days of the Qualifying Event to:
Flexible Spending Accounts Pragram
HCFSA
40 Rector Street, 3rd Floor
New York, NY 10006

E ONLY (Do'nat write in |
- Effective. da':te

FHCSAMINVA R PMD





