
 
 
 
 
 
 
 
 

 
 
 
 

 
 

 

Flexible Spending Account (FSA) 
Summary Plan Description (SPD) 

 

Medical/Health Care FSA
Dependent Care FSA

 
 

V032015 



FSA SUMMARY PLAN DESCRIPTION  - Medical/Health Care FSA - Dependent Care FSA 1

Summary Plan Description 
Flexible Spending Account (FSA) 

 
The purpose of this Summary Plan Description (SPD) is to acquaint employees with the provisions of the Flexible 
Spending Account Plan (the “Plan”), the way in which it is administered, and participants' rights under the federal law 
which applies to employee benefit plans.  This Summary Plan Description ("SPD") describes the Flexible Spending 
Accounts available under your Employer-sponsored Group Insurance Plan.  This SPD is not a Certificate of 
Insurance. It is required by The Employee Retirement Income Security Act (ERISA) of 1974, as amended.  
 

 
Introduction 

 
Your Employer is pleased to provide a Flexible Spending Account Plan to you and your fellow employees.  This Plan 
provides you with ways to help pay for out-of-pocket expenses while reducing your taxable income in accordance 
with Internal Revenue Code (IRC) Section 125(c)*.   
 
Your Employer lets you redirect a portion of your pay through payroll deduction into FSAs. The money that goes into 
your FSA(s) is deducted from your pay on a pre-tax basis (before Federal, Social Security, and in certain cases, 
before State taxes are calculated). Because you do not pay these taxes on money that goes into your FSA(s), you 
decrease your taxable income and potentially increase your spendable income.  
 
This SPD describes the basic features of the two types of flexible spending accounts: 
 
 The Medical/Health Care Flexible Spending Account (FSA) provides you with the ability to save money on a 

pre-tax basis for any IRS-allowed health expenses not covered by your health care coverage. These expenses 
include but are not limited to deductibles, coinsurance and/or copayments, routine physicals, unreimbursed 
qualified dental expenses, vision care expenses (e.g. eyeglasses or contact lenses), hearing care expenses (e.g. 
hearing exams or hearing aids) and orthodontia. 

 
Note: Employers that offer High Deductible Health Plans (HDHPs) may also provide employees with the option of 
enrolling in a Limited Purpose or Post-Deductible Medical/Health Care FSA.  This type of FSA allows employees 
to maintain eligibility to contribute to a Health Savings Account (HSA), however it limits the types of expenses 
that can be reimbursed from the Health FSA to dental and vision expenses or to qualifying medical expenses 
incurred after the plan’s annual deductible is achieved, or both.  See your Plan Information Sheet for applicability. 

 
With the Medical/Health Care FSA, you can be reimbursed up to your total annual contribution election at any 
time during the Plan Year. You can begin to use all or some of the total amount elected as soon as the plan year 
begins.  This feature is commonly referred to as “day one availability” and is unique to the Medical/Health Care 
FSA benefit. 

 
 The Dependent Care Flexible Spending Account (FSA) provides you with the ability to set aside money on a 

pre-tax basis for day care expenses for your child, disabled parent or spouse that enables you and your spouse 
(if applicable) to work, seek employment and/or attend school on a full-time basis. 

 
Unlike the Medical/Health Care FSA, the Dependent Care FSA does not allow for “day one” availability of your 
total annual contribution election.  With the Dependent Care FSA, you will be reimbursed for dependent care 
services only up to the amount you have already contributed. If you submit a claim for an amount that exceeds 
your account balance, you will be reimbursed on a per pay basis until you have made enough additional 
contributions to cover the claimed expenses. 

 
The material contained in this SPD is provided for informational purposes only and does not constitute a 
representation by your Employer as to results and benefits which might actually be received by any individual.  All 
actions are wholly governed by applicable laws and regulations.  The IRS regulations are subject to change and may 
affect determinations made with respect to the benefits program. The burden of proof is on you as the participant in 
the Plan to show that each expense is reimbursable under the Plan, as well as being reimbursable under all laws 
(including the IRC) unless expressly indicated to the contrary within the SPD. 
 
*Flexible spending arrangements are designed to meet certain requirements of the Federal tax laws to ensure that the benefits you 
receive under the Plan will not be taxable to you.  However, your Employer cannot guarantee the tax treatment given to any 
individual participant because the degree of tax savings you can enjoy will depend on the amount of your contributions, your income 
and your tax bracket.  In case of doubt, you should consult your own tax advisor. 
 
Note: Your Employer’s benefits plan may include other benefits besides flexible spending arrangements that allow for 
pre-tax savings under the Internal Revenue Code.  However, the scope of this SPD is limited to the benefits named 
previously. 
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Your Employer intends that the Plan qualify as part of an “accident and health plan” within the meaning of Section 
105(e) of the Code and a dependent care assistance program within the meaning of Section 129 of the Code and that 
the benefits payable under the Plan be excluded from the employee’s gross income under Sections 105(b), 106 or 
129 of the Code.  
 

General Information about FSAs 
 
Purpose 
Your Employer allows eligible employees to choose from one or more flexible spending accounts offered through the 
Plan, and to pay for the elected benefits with funds provided through employee salary reduction (pre-tax payroll 
deduction). 
 
Benefits Offered 
The Plan, through its flexible spending components, features these major types of benefits:  
 
(a) uninsured health care expense reimbursement  
 
(b) dependent care expense reimbursement (expenses only reimbursable if dependent care is required    
     due to employment, full-time student status or seeking full-time employment). 
 
Please see the Plan Information Sheet (Appendix), for specifics on the FSA benefits offered by your Employer. 
 
Minimum/Maximum Annual Contribution Amounts 
The minimum and maximum amounts you can contribute to FSAs are determined by the type of account and IRS and 
employer rules. These amounts are indicated on the Plan Information Sheet. 
 
Earned Income (Definition) 
Income derived from goods sold, services rendered, and work performed. It includes revenue, wages, salary, 
bonuses, commissions, tips as well as pension and annuities based on income previously earned.  
 
If a spouse’s employer has an FSA program, you and your spouse can each enroll in separate FSA programs up to 
Plan and IRS limits.  However, you may not be reimbursed for the same expenses by more than one program. 
 
Per Pay Contributions 
Contributions to your accounts are made with before-tax (also known as pre-tax) dollars in installments every pay 
period, thereby reducing your taxable income.  The money that you contribute is never subject to federal taxes or 
Social Security (FICA) taxes, and in certain states, state taxes, resulting in an increase in your take-home pay.  The 
degree of tax savings you can enjoy will depend on the amount of your contributions, your income and your tax 
bracket.    
 
If making pre-tax contributions to your account(s) reduces your Social Security wage base, your eventual Social 
Security benefit may be slightly less (your residency and other factors may impact whether or not this is applicable). 
However, the tax savings you realize by making pre-tax contributions should be more than the amount by which your 
future Social Security benefits might be reduced.  
 
The money that you set aside for reimbursement through the Plan will be held by your Employer and presented to the 
Claims Administrator, on an as needed basis to process your reimbursements. 
 
Incurring Eligible Expenses 
Eligible expenses reimbursed under the Plan must be incurred during your Period of Coverage under the Plan. 
Expenses are treated as having been incurred when you are provided with the care or service that gives rise to the 
expense, and not when you are formally billed, charged, or pay for the care or service.  Charges associated with 
ongoing treatment (e.g. orthodontia) can be reimbursed provided the payment date and amount are clearly 
identifiable on the supporting documentation (reimbursement is limited to amounts paid and does not consider any 
remaining amounts due).  During your current participation year, you cannot be reimbursed for any expenses that 
occurred before the Plan Effective Date, before your salary reduction (pre-tax payroll deduction) and enrollment 
becomes effective, or for any expense incurred after the close of the Plan Year and grace period (described on pages 
3) as outlined in the Appendix. 
 
Receiving Reimbursement  
You have a variety of options when it comes to using and securing your funds: 
 
 Use BennyTM  - The BennyTM Prepaid Benefits Card (described on Page 10) is a special-purpose Visa® Card 

that lets you pay for eligible expenses directly from the funds available in your account. 
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 Submit Your Claim Online  - Go to www.myFlexDollars.com and select “File Claims” from the “Accounts” tab.  
Here you will enter information about your claim.  After you enter you claim information, you have the option of 
uploading or faxing your itemized bill(s) or receipt(s) and Explanation of Benefits (EOBs) showing payment or 
processing from your insurance plans. 

 
 Fax Your Claim  - Complete a Reimbursement Claim Form and fax it along with your receipts (see the Plan 

Information Sheet for contact information, including the fax number).  Claim forms are available at 
www.myFlexDollars.com.   

 
Reimbursement claims filed by participants must be received by an established deadline and are paid on a scheduled 
basis (see your Plan Information Sheet for your claim filing deadline and payment frequency).  Claims received after 
the established deadline will be processed as part of the next future payout cycle.   
 
Reimbursements will be made directly to you unless you indicate otherwise or your employer offers other 
reimbursement options (via payroll, for example – see your Plan Information Sheet for applicability). The funds can be 
deposited directly into your bank account.  Signing up for the direct deposit feature requires you to enter the required 
information online at www.myflexdollars.com after your enrollment is processed. 
 
No reimbursement can be made prior to the services actually being provided. You will be reimbursed only for 
services that are provided on or before your Final Service Date. Expenses submitted after the conclusion of your 
Final Filing Date (as defined below) will not be reimbursed. No expense reimbursed from an FSA can be claimed as a 
deduction for federal income tax purposes.  
 
You cannot withdraw cash from an FSA (other than as permitted under the HEART Act, see page 6).  Your account 
can only be used to help pay for qualifying out-of-pocket expenses, with the exact type of expense being determined 
by the type of account(s) for which you are enrolled.  Also, you cannot shift balances from one FSA to another (i.e. 
from the Dependent Care FSA to the Medical/Health Care FSA or vice-versa) unless the shift is the result of an 
administrative error. 
 
The myFlexDollars Mobile App 
This mobile app provides convenient access to your account information via your smartphone.  The app can also be 
used in conjunction with the phone’s camera to snap pictures of Medical/Health Care FSA expense receipts and 
immediately upload them for reimbursement.  The myFlexDollars app can be downloaded from the major app stores 
free of charge by searching “myflexdollars”. 
 
Denied Claims 
If you submit a reimbursement claim and your claim is denied, you will be notified in writing by the Claims 
Administrator within 30 days of the date you submitted your claim form.  Such notification will (1) state the reason why 
your claim was denied; (2) tell you what steps, if any, you can take to validate the claim and, (3) advise you of your 
right to request an administrative review of the claim denial.  You have 90 days to request a review after you have 
received notice that the claim was denied.  You or your authorized representative will have the opportunity to review 
any important documents held by the Claims Administrator and/or the Plan Administrator, and to submit comments 
and other supporting information.  In most cases, a decision will be reached within 60 days of the date you request a 
review. 
 
Grace Period Extension for Incurring Expenses (see Plan Information Sheet for applicability) 
On May 18, 2005, the IRS released Notice 2005-42, which modifies the “use-it-or-lose-it" rule for Medical (Health 
Care) and Dependent Care FSAs, thus extending your Final Service Date beyond the end of the traditional 12-month 
Plan Year. Your Plan Information Sheet will indicate if your employer since amended its Plan to provide for this “grace 
period”.  The grace period begins on the first day immediately following the last day of the plan year. In most cases, it 
ends two months and 15 days later.  The grace period applies to all participants. Expenses for qualified benefits 
incurred during the grace period may be paid or reimbursed from contributions remaining unused at the end of the 
immediately preceding plan year.  Therefore, if a new FSA Plan Year begins and you have funds remaining in your 
FSA from the previous FSA Plan Year, you can use the grace period to incur eligible expenses and exhaust your 
previous FSA Plan Year balance provided your claims are received before the your Final Filing Date.  The key dates 
are summarized in the Plan Information Sheet. 
 
Paper claims submitted via traditional mail must be postmarked with a date that is equal to or less than the Final 
Filing Date in order to be considered for processing.  Paper claims submitted via fax must be received by the Claims 
Administrator on or before the Final Filing Date in order to be considered for processing. Attempts to submit a claim 
online after 12 a.m. (midnight) on the Final Filing Date will be unsuccessful. 
 
Impact of Termination, Retirement or Death - If you are considered an active participant on the last day of the Plan 
Year and then terminate employment, retire or die during the grace period, you or your estate may continue to submit 
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claims to your FSA(s) for eligible medical expenses incurred on or before the last day of the grace period, even if 
such medical expenses are incurred after your termination of employment. 
 
Some Medical/Health Care FSAs allow for a $500 carryover provision in lieu of the grace period extension option.  
Please refer to the Medical/Health Care FSA section of this SPD and your Plan Information Sheet for additional 
information and applicability. 
 
Your Final Filing Date for Claim Submission/Forfeitures  
You are provided with an extended period of time to submit eligible expenses incurred during the Plan Year and the 
75-day grace period (if applicable) for reimbursement.  This extended period is known as your Final Filing Date (also 
commonly referred to as the “run-out period”.  Your Final Filing Date is identified on the Plan Information Sheet. 
 
You have until the Final Filing Date to submit claims for services that were incurred on or before the Final Service 
Date. Federal law dictates that any unused funds left in your Flexible Spending Account(s) after the Final Filing Date 
expires will be forfeited. This requirement is commonly termed the “use it or lose it” rule.   Any forfeited amounts will 
remain the property of your Employer and are generally used to offset Plan costs. 
 
Paper claims submitted via traditional mail must be postmarked with a date that is equal to or less than the claims 
run-out end date indicated on the Plan Information Sheet (Appendix), in order to be considered for processing.  Paper 
claims submitted via fax must be received by the Claims Administrator on or before the Final Filing Date in order to 
be considered for processing.  Attempts to submit a claim online after 12 a.m. (midnight) on the Final Filing Date will 
be unsuccessful. 
 
Annual Election Requirement 
Prior to the end of each Plan Year, you will be provided with an opportunity to enroll in the Flexible Spending Account 
Plan for the next future plan year.  Annual enrollment is required in order to participate and/or maintain participation in 
these benefits from one Plan Year to the next. 
 
When you enroll, you must indicate the type of account(s) for which you wish to enroll and the amount that you wish 
to allocate to the account.  Once these allocations have been made, you may not stop your contributions or change 
the amount of your allocation unless you experience a change in family status (see “Change in Status” that follows).  
You are not allowed to transfer funds between different types of accounts at any time or under any circumstances. 
 
Change in Election  
Outside of the annual enrollment period, you generally are not allowed to revoke your election, begin participation 
anew, or change the elections you made during the annual enrollment period or when you first became eligible for 
coverage. Your election will terminate if you are no longer eligible to participate.  You may change your elections only 
during the annual enrollment period, and then, only for the coming Plan Year. 
 
There are several important exceptions to this general rule: You may change or revoke your previous elections during 
the Plan Year if you file a written request for change within 31 or 60 days of experiencing any of the Qualifying Life 
Events as identified in the following section. 
 
Change in Status (Qualifying Life Events) 
If you experience one or more of the following changes in life or family status, you may revoke your old election and 
make a new election during the Plan Year, provided that both the revocation and new election are caused by and are 
consistent with the change in status (as described below). 
 
Examples of those occurrences which qualify as a Change in Status/Qualifying Life Event are: 
 
 a change in the number of your tax dependents (such as birth or adoption of a child, or death of a dependent). 
 termination or commencement of employment by you, your spouse or your dependent(s) or any event that 

changes your employment status or that of a spouse or dependent. 
 a change in your, your spouse’s or your dependent’s work schedule (including a switch between full- and part-

time status) when such event results in a change of benefits eligibility. 
 your dependent satisfying or ceasing to satisfy an eligibility requirement for a particular benefit. 
 a change in your, your spouse’s or your dependent’s place of residence or work. 
 a change in dependent care provider or the cost of dependent care. 
 an entitlement to Medicare or Medicaid by you, your spouse or your dependent(s). 
 a judgment, decree or order resulting from a divorce, legal separation, annulment or change in legal custody that 

requires health care coverage for your child or a foster child who is your dependent, or requires the spouse, 
former spouse, or other individual to provide coverage for the child. 

 Issuance of a Qualified Medical Child Support Order (QMCSO). 
 See Plan Information Sheet for Employer-specific Qualifying Life Events. 
 
You must submit your benefits changes within 31 calendar days of the event for the above QLEs. 
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 a change in your legal marital status (such as marriage, divorce or death of your Spouse).  
 Eligibility (or loss of eligibility) for Children’s Health Insurance Plan (CHIP) or Medicaid 
 Loss of dependent status 

 
You must submit your benefits changes within 60 calendar days of the event for the above QLEs. 

 
If you wish to change your election based on a change in status, the change must be consistent with the qualifying 
event.  For example, you may only increase your Medical/Health Care FSA election if you acquired a dependent (e.g. 
spouse, birth of a child) during the Plan Year.   
 
Unless accompanied by a QLE, your FSA election cannot be reduced, terminated or revoked for any reason 
whatsoever during the Plan Year.  Any QLE-driven change must be submitted within 31 or 60 days (as noted) after 
the QLE date and must be supported by proper documentation.  It is your responsibility to submit your change to your 
Employer of your QLE within the timeframe allotted, and to provide the requested documentation that allows your 
Employer to verify the event. 
 
All benefit election changes must be approved by the Plan Administrator.  The Plan Administrator will determine 
whether you will be permitted to make a change upon the occurrence of a particular event and the nature of the 
change that will be permitted. 
 
When Participation Ends 
Your participation will cease under the following circumstances: 
 

1. due to a separation from employment (termination); 
2. due to a change in status that renders you ineligible to participant in the Plan; 
3. at the end of the Plan Year as defined within this document; 
4. due to the start of an active-duty military leave period; 
5. on the date on which the Plan terminates. 

 
If you are a former active participant and become re-employed by your Employer more than 30 days after termination 
of employment or after the beginning of a new Plan Year, you may make new elections.  If you are reemployed within 
30 days of termination of employment and within the same Plan Year, prior elections will remain in force. 
 
Impact of Termination, Retirement or Death (Prior to last day of Plan Year) 
If you terminate employment (see Plan Information Sheet for definition of termination for FSA purposes), retire or die 
prior to the last day of the Plan Year and you do not elect to continue your Medical/Health Care FSA election under 
COBRA, your active participation in the Flexible Spending Account(s) will cease.  You or your estate may continue to 
submit claims to your FSA(s) for:  
 

 Eligible health care expenses incurred after your Medical/Health Care FSA effective date but prior to your 
termination date. Eligible expenses are reimbursable up to the amount of your annual election. 

 
 Eligible dependent care expenses incurred during the Plan Year in which your termination occurs (under the 

Dependent Care FSA). Eligible expenses are limited to the balance in your account as of your termination 
date.  Note:  Based on the intention behind this benefit, you must be actively employed, attending school 
full-time at an accredited institution, or seeking full-time employment in order to qualify for reimbursement. 

 
If your Employer has adopted the 75-day (roughly 2 ½ month) grace period extension, please see the previous 
section entitled “75-Day Grace Period Extension for Incurring Expenses” for additional information about the impact of 
termination during the grace period.    
 
Nondiscriminatory Operation  
All rules, decisions, interpretations and designations by the Plan Administrator under the Plan shall be made in a 
nondiscriminatory manner, and persons similarly situated shall be treated alike. 
 
Account Transfers Prohibited 
FSA funds CANNOT be transferred from one account to another. For example, you are not allowed to take the dollars 
available in a Medical/Health Care FSA and transfer them into a Dependent Care FSA. 
 
FSA While on an Unpaid Leave of Absence 
If you begin an approved, unpaid leave of absence (in accordance with the personnel policies and practices of your 
Employer), you can continue to participate in the Medical/Health Care FSA on an after-tax basis. Paying on an after-
tax basis allows you to continue to be reimbursed for eligible health care expenses that you incur while out on a leave 
of absence.  If you elect not to continue to pay your contributions on an after-tax basis then all eligible expenses that 
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are submitted for reimbursement with dates of services that you incurred during your leave of absence will be held 
until you return to work and arrange to make up the contributions that were missed. Upon your return to work, you 
may also choose to make a single lump sum pre-tax payment or have your per pay contributions recalculated to 
include any missed payments while out on leave. You can also pre-pay prior to your leave as described in the Plan 
Information Sheet. 
 
Access to your Medical/Health Care FSA via the Benny™ Prepaid Benefits Card (when available) described on page 
10 is suspended during a leave of absence period.  Claim reimbursements while on a leave of absence can be made 
online at www.myFlexDollars.com or via the submission of reimbursement claim form and the corresponding expense 
documentation. 
 
You are not allowed to submit claims for reimbursement from a Dependent Care FSA while on leave.  Eligibility for 
the Dependent Care FSA requires a participant to be actively at work or a full-time student.  However, you may 
terminate from the program or decrease your annual contribution within 30 days after the commencement of your 
leave.  The only exception to this rule would be a situation where the participant is physically unable to work.  In this 
situation, proof of disability may be required.   
 
USERRA - You can continue participation in the Plan during active military duty as set forth in the Uniformed Services 
Employment and Reemployment Rights Act (USERRA).  If you are absent from work for a period of active duty in the 
military for less than 30 days, your Health Care Flexible Spending Account participation will continue on the same 
basis as before the leave.  If the absence is for more than 30 days and not more than 24 months, you may continue 
to maintain your coverage under the Plan by paying the contributions in accordance with what is described on the 
Plan Information Sheet. 
 
Heroes Earning Assistance and Relief Tax (HEART) Act of 2008 
The Heroes Earnings Assistance and Relief Tax Act of 2008 (the "HEART Act") amends Internal Revenue Code 
Section 125, among other sections, to permit plan sponsors to make a cash distribution of unused Medical/Health 
Care FSA benefits to eligible individuals without disqualifying the cafeteria plan.  These distributions, made on or after 
June 18 2008, are called Qualified Reservists Distributions (QRDs).  Any employee called to active duty before June 
18, 2008 and whose period of active duty continues after June 18, 2008 may request a QRD if the period of active 
duty meets the duration requirements.   
 
In order to be eligible for a QRD, the following requirements must be met: 
 
1. A qualified reservist distribution can be made only to a member of a "reserve component" (as defined in section 

101 of title 37 of the United States Code). This means a member of the Army National Guard; U.S. Army, Navy, 
Marine Corps, Air Force, or Coast Guard Reserve; Air National Guard of the United States; or the Reserve Corps 
of the Public Health Service. 

2. The employer must receive a completed QRD Request Form as well as a copy of the order or call to active duty 
before any amounts are distributed.  The employer may rely on the order to determine the period that the 
employee has been ordered or called to active duty.  

3. The distributions can be made only to a reservist who has been ordered or called into active duty for 180 days or 
more or for an indefinite period.  It does not matter if the actual period of active duty is less or otherwise 
changed.  An employee will be eligible for a QRD if the original order or call is less than 180 days and 
subsequent calls or orders increase the total period of active duty to 180 or more days. 

4. The amount of the distribution is the balance of what has been contributed into the employee’s account. 
5. The individual’s request for a QRD must be made during a period beginning with the date the reservist is called 

or ordered to duty and ending on the last day of the plan year’s or grace period (if applicable). 
 
The right to receive a QRD only applies to the employee who is called to active duty.  It does not apply to an 
employee because another family member is called to active duty. 
 
QRDs are included in the employee’s gross income and are subject to employment taxes.  Your Employer must 
report the QRD as wages on the employee’s Form W-2 for the year that the distribution was made to the employee. 
 
The amount available as a QRD is indicated on the Plan Information Sheet.  The Claims Administrator must pay the 
QRD within a reasonable time, but not more than 60 days after the request for a QRD is made. A QRD may not be 
made with respect to a Plan Year ending before the order or call to active duty. Please see the Plan Information 
Sheet for information about how the Plan considers expenses incurred after a QRD request is made.  
 
QRDS must be uniformly available to all eligible plan participants. The QRD amounts are disregarded for the purpose 
of nondiscrimination rules. 
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Medical/Health Care FSA 

 
Availability of Funds 
With the Medical/Health Care FSA, you can be reimbursed up to your total annual contribution amount elected at any 
time during the plan year. You can begin to use all or some of the total amount elected as soon as the Plan Year 
begins. 
 
$2,500 Election Limitation 
See your Plan Information Sheet for current election limits 
The Patient Protection and Affordable Care Act (PPACA) imposed a $2,500 limit on annual salary reduction 
contributions to Medical/Health Care FSAs effective for plan years beginning after December 31, 2012.  The limit is a 
flat dollar amount that can be adjusted in future tax years for inflation by the IRS.  It applies on a per employee basis 
regardless of how many other individuals’ medical expenses are reimbursable under the employee’s Medical/Health 
Care FSA (e.g., a spouse or other family members). Individuals with family members are not permitted to make 
Medical/Health Care FSA salary reductions above the limit. However, spouses who are each eligible for their own 
employment-based Medical/Health Care FSAs have separate limits and can make separate Medical/Health Care 
FSA salary reductions up to the $2,500 limit, even if they have the same Employer and participate in the same 
Medical/Health Care FSA. 
 
Types of Eligible Expenses 
An “eligible expense” means any item, which you could have claimed as an expense deduction on an itemized 
Federal income tax return and was not paid, or payable by another source.  The only exceptions are: (1) expenses for 
qualified long-term care services and (2) a participant’s insurance premium payments for health coverage, including 
premiums paid for health coverage under a plan maintained by your Employer or by the employee’s spouse or 
dependent. 
   
Medical/Health Care FSA Eligible Expense Examples 
You can use the Medical/Health Care FSA to reimburse yourself for eligible health care expenses that were provided 
to you or your eligible health care dependent(s) and which meet the following criteria: 
 
 the expense is incurred for an eligible health care service; 
 the service is performed for an eligible health care recipient (defined on the following page); 
 the expense is eligible under the Internal Revenue Code (any expense defined by the IRS as a non-deductible 

expense for income tax purposes shall be ineligible for reimbursement under a Medical/Health Care FSA.  An 
expense deductible for income tax purposes does not necessarily mean that it qualifies for reimbursement under 
this Plan.; 

 the expense is medically necessary;  
 the expense is not for purely cosmetic and general health reasons; and 
 the expense was not reimbursed, will not be reimbursed, nor is reimbursable by your health insurance, or 

through any other plan. 
 
For an expanded listing of eligible health care expenses, please visit the Tools & Support section posted online at 
www.myFlexDollars.com. 
 
Over-The-Counter (OTC) Medicines and Drugs Eligibility Restriction 
Effective January 1, 2011, the Affordable Care Act (ACA) placed limitations on OTC expenses that qualify for pre-tax 
treatment through FSAs and HRAs.  As of this date, OTC items classified as drugs or medicines (excluding insulin) 
no longer qualify for reimbursement through an FSA or HRA unless the item is prescribed for use*.  A “prescription “ 
is defined as a written or electronic order for a medicine or drug that meets the legal requirements of a prescription in 
the state in which the medical expense is incurred and that is issued by an individual who is legally authorized to 
issue a prescription in that state. 
 
*Prior legislation enacted on September 3, 2003 by the Treasury Department and Internal Revenue Service (IRS) made OTC drugs 
eligible for reimbursement through FSAs.  These qualifications for reimbursement were changed (removed) by the ACA effective 
January 1, 2011. 
 
A Note About "Stockpiling" 
When shopping for FSA-eligible items, you should only purchase items that you anticipate using during the plan year 
(or grace period, if applicable). If you purchase large quantities of the same item(s) near the end of the plan year, you 
may be asked to provide a letter from a medical provider indicating that the purchase was necessary for the treatment 
of a diagnosed medical condition. If you purchase items in excess of what could reasonably be used by you and your 
dependents during the plan year, a portion of your claim may be denied, or you may be asked to reimburse the plan 
for a portion items if they were purchased with Benny™. 
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Eligible Health Care Recipients 
An eligible health care recipient is any person qualified to be covered by the participant’s employer-sponsored 
medical plan and is either: 
 
 the participant; 
 the participant’s spouse; or 
 the participant’s eligible dependent. 
 
Limitations on Income Tax Itemization 
Health care expenses that are reimbursed from the Medical/Health Care FSA are not deductible under the federal 
itemized deduction.  Once you have exhausted your Medical/Health Care FSA election amount, additional expenses 
that you incur can be deducted for federal tax purposes if certain requirements are satisfied.  To take advantage of 
the federal tax deduction, you must itemize your deductions.  In addition, your health care expenses must be greater 
than the IRS-established percentage of your adjusted gross income. 
 
$500 Carryover Option (see Plan Information Sheet for applicability) 
IRS guidance issued in October 2013 allows Medical/Health Care FSAs to offer carryovers of unused balances of up 
to $500 remaining at the end of a plan year.  These carryover dollars can then be used to pay for qualified medical 
expenses incurred in subsequent plan years.  The Plan cannot allow for both the $500 carryover feature and the 
grace period feature.  The Plan can set a carryover amount that is less than $500, but $500 is the maximum 
carryover amount it can allow per year.  The minimum balance that can be carried over is $15. 
 
Because the carryover amount is limited to $500, it is important that you: 
 
 incur eligible expenses for all but $500 or less of your Medical/Health Care FSA within the traditional 12-month 

plan year, OR   
 save receipts for qualifying expenses incurred during the plan year and submit them during the plan’s run-out 

period. 
 

Taking these measures will ensure that you do not lose any of your funds.  It also will enable you to begin using your 
carryover balance at the start of the new plan year. 
 
Impact of Carryovers upon HSA Eligibility 
Health Savings Account-eligible individuals must have qualifying High Deductible Health Plan (HDHP) coverage but 
are not allowed to have non-HDHP coverage unless it meets certain conditions.  A Medical/Health Care FSA is 
considered non-HDHP coverage, therefore a Medical/Health Care FSA carryover disqualifies participation in a HSA 
under IRS rules. 
 
To preserve HSA eligibility, the participant must decline (waive) the carryover prior to the beginning of the next year 
or elect to participate in a Limited Purpose Health FSA to which any amount can be carried over.  This transition to a 
Limited Purpose Health FSA may happen automatically based on your enrollment in the HDHP and your employer’s 
enrollment process. 
 
NOTE: During the plan’s run-out period, unused amounts carried over to the Limited Purpose Health FSA can be 
used to reimburse expenses covered by the general purpose Medical/Health Care FSA that were incurred during the 
previous plan year. 
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Dependent Care FSA 

 
Availability of Funds 
With the Dependent Care FSA, you will be reimbursed only for dependent care services you have already received 
using funds that you have already contributed to your FSA. If you submit a claim for an amount that exceeds your 
available account balance, you will be reimbursed on a pay period basis until you have made enough additional 
contributions to cover the expenses.  If you pay in advance during the current Plan Year for expenses that will not 
actually be incurred until the next Plan Year (e.g. a deposit for a child’s day camp), you cannot be reimbursed for the 
amount you paid in advance until after the camp has ended. 
 
Types of Eligible Expenses/Persons 
Only eligible employment-related expenses can be reimbursed through the Dependent Care FSA.  You can use the 
Dependent Care FSA to pay for expenses that meet the following qualifications: 
 
 The services are performed to enable you and, if you are married, your spouse to remain gainfully employed, 

remain full-time students, or to allow your or your spouse to seek full-time employment.  Dependent care 
expenses incurred while you are not working (sick leave, vacation, maternity leave, off hours, etc.), not a full-time 
student, not actively seeking employment or not disabled are not eligible for reimbursement through the 
Dependent Care FSA. 

 The services are for a dependent child claimed on your tax return who is under the age of 13.  For example, if 
your child will turn 13-years-old on July 1, plan to set aside only the amount needed for January 1 through June 
30. 

 The service is provided for a dependent adult or disabled child over the age of 13 and incapable of self-care 
(defined as any person who cannot dress, clean, or feed themselves because of physical or mental problems, or 
any person who must have constant attention to prevent them from injuring themselves or others).  This service 
only qualifies if the qualifying individual regularly spends at least eight hours each day in the taxpayer’s 
household. 

 
An individual is not a qualifying individual on the day the status terminates.  If a child achieves age 13 on the 15th day 
of the month, the participant can only be reimbursed for expenses incurred through the 14th day of the month. 
 
Expenses paid for a period during only part of which the taxpayer is gainfully employed must be allocated on a daily 
basis between days worked and days not worked (an exception is made for short, temporary absences).  Claims can 
only be paid up to the day the employee is eligible.  For example, if an employee pays for day care for a week but 
then terminates within that week, the amount reimbursed can reflect only the days the employee worked prior to 
termination. 
 
For an expanded listing of eligible dependent care expenses, please refer to IRS Publication 503 
(www.irs.gov/pub/irs-pdf/p503.pdf), and the Tools & Support section posted online at www.myFlexDollars.com. 
 
Dependent Care Service Providers 
Dependent Care services must be provided by a qualified caregiver or a qualifying day care center.  A qualifying 
caregiver is any person who is: 
 
 not your spouse; or 
 not your dependent; or 
 not a non-spouse parent of the employee’s qualifying child under the age of 13; or 
 not your child or your spouse’s child, unless he/she has attained the age of 19 before the close of the taxable 

year in which the service was performed AND is not allowed a deduction for a personal exemption as a 
dependent. 

 
A qualifying day care center is a licensed nursery school, pre-school, day camp (not overnight camp) or child care 
center that provides day care.  NOTE:  Overnight expenses cannot be reimbursed through the Dependent Care FSA, 
even if the camp organizing body is capable of separating the cost of the day portion of the camp from the cost of the 
night portion. 
 
A day care center must: 
 
 comply with all applicable laws and regulations of the state, city, town or village in which it is located; 
 provide care for more than six individuals (other than individuals who reside at the day care center);  
 receive a fee, payment or grant for any of the individuals to whom it provides services (whether facility is profit or 

non-profit); and 
 not be primarily for the purpose of education. 
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IRS rules mandate that all dependent care expenses are substantiated by way of a receipt or some form of 
documentation that allows the expense amount to be verified.  This requirement applies even in situations where the 
FSA participant’s preference is for the provider to be reimbursed directly by the Claims Administrator for the expense. 
 
Dependent Care FSA Versus the Federal Dependent Care Tax Credit 
Before deciding whether to allocate money to the Dependent Care FSA, it is important to consider the federal tax 
credit available to people who use dependent care services. 
 
The federal government allows you to take a tax credit on your federal income tax return for qualified dependent care 
expenses.  The difference between the Dependent Care FSA and the tax credit is that the Dependent Care FSA 
provides a reduction of your taxable income, while the tax credit offers a direct reduction of the amount of tax you 
pay. 
 
Reimbursement will be limited to employment-related expenses as defined by the Internal Revenue Code – that is, 
expenses which must be incurred to enable you or your spouse to remain gainfully employed, to seek full-time 
employment or to remain a full-time student at an accredited institution. 
 
If you are married certain limitations apply, such as: 
 
1. The amount of your federal tax credit, or the amount you allocate to the Dependent Care FSA, cannot exceed 

the annual earnings of the lower-income spouse.  A special rule permits reimbursement for months during which 
a spouse is a full-time student or is unable to care for himself/herself. 

 
2. Both the participant and spouse (unless a full-time student, seeking full-time employment or disabled) must work 

to be eligible for reimbursement. 
 
Your individual tax status and financial circumstances will determine which method is best for you.  Although you are 
permitted by law to use either or both the Federal Dependent Tax Credit or a Dependent Care FSA, you cannot apply 
the same expenses to receive both the federal tax credit and a dependent care reimbursement through your 
Dependent Care FSA.  You may wish to consult with a tax consultant or financial advisor before making a choice as 
to which approach will work best for your situation. 
 
If you are a Dependent Care FSA participant, you must also file Form 2441, “Child Dependent Care Expenses”, when 
you file Form 1040. 
 
Dependent Care FSA Contribution Amounts – Additional Considerations 
At the time of election, your Dependent Care FSA contribution for the Plan Year cannot exceed the lowest of: 
 
 $5,000 per calendar year (or $2,500 in the case where a separate federal income tax return is filed by a married 

participant); or 
 if the participant is single or is married and earns less than his or her legal spouse in a calendar year, the 

compensation paid to the employee by the employer as reflected on Form W-2 for the year; or 
 if the participant is married and the Earned Income of his or her legal spouse is less than the compensation paid 

to the employee by the employer in a calendar year, the Earned Income of the legal spouse. 
 
The Plan Administrator may require that you and/or your legal spouse certify the amount of such spouse’s expected 
Earned Income for the Plan Year in question and may require that the participant provide documentary evidence of 
the amount certified in the form of an employment contract, paycheck stub, medical records (if the spouse is 
incapacitated) or school enrollment form (if the spouse is a full-time student). 
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Prepaid Benefits Card 
 

The Benny™ Prepaid Benefits Card (the “Card”) is a special-purpose Visa® Card that gives participants an easy, 
automatic way to pay for qualified health care/benefit expenses. The Card lets participants electronically access the 
pre-tax amounts set aside in their respective Flexible Spending Accounts (FSAs). 
 
Each Benny™ Card has a magnetic strip, a signature panel on the back, and contains the following information: 
 
 Participant’s name 
 Card number – uniquely tied to participant’s eligibility 
 Expiration date  
 Toll Free Customer Service phone number and web site 
 Visa® logo 
 Benny™ name and logo 
 
When you pay for eligible benefit expenses at a business that accepts Visa®, you use the Card in lieu of cash to 
make the purchase or cover the expense. The amount of the qualified expense will be deducted automatically from 
your FSA account(s), and the pre-tax dollars will be electronically transferred to the provider/merchant for immediate 
payment.  
 
To assure compliance with IRS regulations requiring that 100% of FSA card transactions be substantiated, 
Evolution1, your Benny™ Pre-paid Benefits Card provider, offers the maximum electronic substantiation choices to 
drive the minimum amount of paper. Evolution1 screens transactions first by availability of Inventory Information 
Approval Systems (IIAS) and merchant category code (MCC), enabling the Claims Administrator to disallow use of 
the Card in locations that do not relate to eligible benefits (e.g. gas stations). 
 
Important: Using the Benny™ Card does not, in all instances, waive your requirement to save your qualifying 
expense purchase receipts and present them upon request.  You should always save your receipts for eligible 
health and dependent care expenses, even when using the Card. The IRS requires FSA Claims Administrators to 
validate every transaction to ensure it is health or dependent care related. You may not be required to submit a 
receipt, but all receipts should be retained in case they are requested (see “Receipt Request Letters and Card 
Blocks” below for additional information). 
 
The Prepaid Benefits Card is a special-purpose Visa® Card that can be used only for qualified health care/benefits 
and dependent care expenses. It cannot be used, for instance, at gas stations or restaurants. There are no monthly 
bills and no interest.  You cannot get cash with the Prepaid Benefits Card. 
 
Card Issuance 
On a periodic basis, Evolution1 takes an extract of enrollment data from the Claims Administrator and converts it to a 
Card production and distribution file. Once the demographic and contribution value information are successfully 
loaded, Evolution1 produces and mails 2 cards per family to the home address of each participant employee within 3-
8 business days. Cards are sent in a special envelope indicating “important benefit materials,” which includes a 
product-specific card carrier with instructions for activating and using the Card, and the cardholder agreement, which 
satisfy certain IRS requirements.  
 
Undeliverable mail (cards) will be returned to the Claims Administrator who will, in turn, communicate the mailing 
issue to the client to determine the accuracy and completeness of the participant’s address. 
 
Card Activation 
Prior to first usage, the Card must be activated by calling the Interactive Voice Response (IVR) toll-free number. 
Upon activation, both Cards will be available for use. By activating the Card, all cardholders consent to abide by the 
cardholder agreement. 
 
Card Expiration 
The Card has a three year expiration date.  At annual enrollment, the Claims Administrator will feed payroll deduction 
information to Evolution1.  This information will be automatically placed on the same card year-to-year during the 
three-year period if you remain eligible for and continue to enroll in the FSA program.  New cards are automatically 
reissued one month prior to the expiration date listed on the existing cards.  
 
Funds Availability 
The amount of money that can be accessed via the Card is dependent upon the type of account: 
 
For Medical/Health Care FSAs, the dollar value on the Card will be the annual amount that participants elected to 
contribute to account(s) during their annual benefits enrollment. It's from that total dollar amount that eligible 
expenses will be deducted as participants use their Cards or submit manual claims.  
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For Dependent Care FSAs, funds are incrementally added to the Card at each pay period and only available funds 
can be accessed by the Card.  Therefore, it is especially important that participants remain aware of their Dependent 
Care FSA balance – the amount contributed vs. the amount used - in order to avoid Card declines at the point of 
service. 
 
Online Access to Account Information 
The web site for the Card program – www.myFlexDollars.com – has specific information about the process and value 
of the Card along with full transaction tracking and reporting including: 
 

myFlexDollars.com – Participant Web Site 

Name Description 

Cardholder Profile View demographic information. 

Submit a Claim Claims can be submitted and receipts uploaded for faster processing. 

Direct Deposit Feature 
Sign up to have your reimbursements directly deposited into your bank account of 
choice. 

Cardholder Activity 

View summary: election amounts, deadlines, receipt request notifications, settlements, 
manual claims, balances. 
 
View transaction history: transaction date, settlement date, type of settlement, amount, 
account, description, MCC, substantiation, scheduled reimbursements. 

Notifications 
Set up notifications to match your preferences - email, traditional mail or text message 
alerts. 

Cardholder Statement View cardholder statement. 

Tools & Support View Frequently Asked Questions. Link to IRS for eligible expense listing. 

Lost/Stolen Cards Report a Card lost or stolen, request replacement cards. 

Dispute Contact the Benefits Service Center. 

 
Manual Claims Option 
Although using the Card will automatically adjudicate (process) the majority of transactions, in cases where the Card 
is not used, the cardholder can pay by other means and apply for reimbursement using the normal manual claims 
process outlined elsewhere within this document.  
 
Card Fees/Replacement Cards 
There is no fee for the initial set of two cards per family.  Any dependent cards requested beyond the initial two can 
be obtained at a fee of $5.  If replacement cards are requested by the participant (this happens, for example, when 
the participant’s name changes due to marriage), two new cards will be generated at a fee of $5.  Card fees, when 
applicable, will be deducted from the participant’s FSA.  When replacement cards are ordered, the original set of 
cards is cancelled.  Therefore, a participant can be left without card-based access to an FSA for 3-8 business days. 
 
Lost/Stolen Cards 
If a card is lost or stolen, the FSA participant should contact Baker Tilly-Vantagen to report it missing. All cards will be 
instantly turned off. The same risk-mitigation and security features exist with the Benny™ Prepaid Benefits Card as 
with a regular Visa®, assuming the cardholder reports the Card lost or stolen within 24 hours. The participant can 
then obtain replacement cards.  If replacement cards are requested by the participant, two new cards will be 
generated at a fee of $5. 
 
Receipt Request Letters and Card Blocks 
IRS requirements mandate that all FSA expenses are “adjudicated” or matched to a corresponding proof of purchase.  
When a card-based transaction cannot be automatically adjudicated (through real-time substantiation, copay 
matching recurring medical expense logic and Inventory Information Approval Systems implemented by merchants), 
a system letter is generated and emailed or mailed to the FSA participant.  This letter advises you that a particular 
transaction or set of transactions cannot be adjudicated unless documentation is submitted that can be used to verify 
the expense as FSA eligible.  Receipt request letters are either emailed to you or mailed to your home address 
depending upon the client’s preferred distribution method or if you have provided a valid personal email address as 
part of your Benny™ account setup. 
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When a receipt request letter is received by you, it is your responsibility to supply the documentation that can be used 
to verify the purchase.  If the receipt cannot be located or replicated by the merchant, you have the option of repaying 
the FSA for the amount that cannot be verified.  This repayment can take place by way of remitting a check or money 
order to the Claims Administrator, or by submitting repayment online at www.myFlexDollars.com. 
 
FSA participants receive a minimum of three separate notifications within a 60-day period: 
 
 The first letter is issued 5 days after an expense has been identified as unverified. 
 The second letter is issued 21 days after issuance of the first letter when an expense has been identified as 

unverified AND a receipt has not been supplied OR the participant has not repaid the FSA, and warns of a 
potential card block. 

 A third letter is issued 30 days after issuance of the second letter when an expense has been identified as 
unverified AND a receipt has not been supplied OR the participant has not repaid the FSA.  Here, the claim is 
denied and the participant is notified of a card block. 

 
If, after 60 days, an FSA expense remains unverified by way of documentation supplied by you or you have not 
repaid the FSA for the amount in question, your Cards will be blocked and a final notice will be mailed or emailed to 
you.  Card transactions will not be approved at any point in time while your Cards are held in a “blocked” status.  A 
blocked card prohibits card use as well as paper claim reimbursement.  Card blocks are removed when you supply 
the corresponding documentation that supports the qualifying expense, when you pay back the FSA for the amount in 
question, or when you submit another qualifying expense. 
 
Point of Sale Transaction Type – “Credit” vs. “Debit” 
Since there is no "prepaid" selection available, participants should select the “Credit” option/button when attempting 
to complete a purchase at the point of sale.  Participants do not need a PIN and cannot get cash with the Prepaid 
Benefits Card. 
 
Receipt Requirements for Card Purchases 
While many FSA transactions now can be recognized as FSA eligible or ineligible at the point-of-sale, you should 
always save itemized receipts for FSA purchases made with the Card.  You may be asked to submit receipts to verify 
that your expenses comply with IRS guidelines. Each receipt must show: the merchant or provider name, the service 
received or the item purchased the date and the amount of the purchase. 
 
Card Use during the Grace Period 
The Card can be used to recover funds, when available, from the prior benefit period during your Employer’s annual 
grace period (if offered). Once any prior year funds are exhausted, the Card will begin to look to pay for qualifying 
expenses using the current year’s funds.  A Card will not function during the grace period if you do not re-enroll in an 
FSA for the current year.   
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Claims and ERISA Rights 

 
For non-electronic reimbursement, claim forms must be filed along with documentation supporting your claim(s).  A 
written notice will be provided to any participant or beneficiary whose claim for any benefit is denied.  This notice shall 
include the reason for the denial, with reference to the specific plan provision that pertains to the situation. 
 
You are entitled to request a review of any claim that has been denied.  The review will be made within a reasonable 
period of time not to exceed 60 days or, if a hearing is required, 120 days from the date of the request. 
 
Request for review of claims that have been denied should be directed to: 
 

Baker Tilly-Vantagen 
1200 Abington Executive Park 

Clarks Summit, PA  18411 
 
As a participant in this Plan, you are entitled to certain rights and protection under the Employee Retirement Income 
Security Act of 1974. ERISA provides that all plan participants are entitled to: 
  
 Examine, without charge, at the Plan Administrator's office all plan documents, including insurance contracts and 

copies of all documents filed by the Plan with the U.S. Department of Labor, such as detailed annual reports and 
plan descriptions.  

 
 Obtain copies of all plan documents and other plan information upon written request to the Plan Administrator. 

The Administrator may make a reasonable charge for the copies.  
 
 Receive a summary of the Plan's annual financial report. The Plan Administrator is required by Law to furnish 

each participant with a copy of this summary annual report.  
 
In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible for the 
operation of an employee benefit plan. The people who operate a plan, called "fiduciaries" of the Plan, have the duty 
to do so prudently and in the interest of you and other plan participants and beneficiaries. No one, including your 
Employer, your union and any other person may fire you or otherwise discriminate against you in any way to prevent 
you from obtaining a welfare benefit or for exercising your rights under ERISA. If your claim for a benefit is denied in 
whole or in part, you must receive a written explanation of the reason for denial. You have the right to have the Plan 
Administrator or the insurer review and reconsider your claim. 
  
Under ERISA, there are steps you can take to enforce the above rights and duties. For instance, if you request 
materials from the Plan Administrator you must receive them within thirty-one (31) days. Unless the materials were 
not sent because of reasons beyond the control of the Administrator, you may file suit in a Federal court. In such a 
case, the court may require the Plan Administrator to provide the materials and pay up to $110 a day until you receive 
the materials. If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a 
State or Federal court. If it should happen that the plan fiduciaries misuse the Plan’s money or if you are 
discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor and you 
may file suit in a Federal court. The court will decide who should pay court costs and legal fees. If you are successful 
the court may order the person you have sued to pay these costs and fees. If you lose, the court may order you to 
pay these costs and fees, for example, if it finds your claim to be frivolous. 
  
If you have any questions about your Plan you should contact the Plan Administrator. If you have any questions 
about this statement or about your rights under ERISA, you should contact the nearest area office of the U.S. Labor 
Management Services Administration, Department of Labor.  The Plan Administrator shall have the maximum 
authority. 
 
 
 
 


