g Flex$ystem:-

| (1) EMPLOYER/ADMINISTRATOR

PLAN APPLICATION [}
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Contact Name
Contact Name for Administration Telephone Number
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Company Name
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Address-Mailing City State Zip
TASC Administration Options
O FlexSystem FSA [ FlexSystem POP 0 Single Employer  [3 Multi Employer [ TPA-pro B e —
(Check only one option. Only the FlexSystem FSA and POP options need 1o fill out sections 2 and 3.) Business Federal ID#

Tax Filing Status: [J C-Corp 0 S-Corp O Partnership

[ Sole Proprietor 0 Non-Profit O LLC [ Other
Type of Business: _

Total Number of Employees:

Specify all applicable payroll cycies, (12, 24, 26,.ctc.)
o Number of pre-tax deductions in a typical 12 month plan
Do you own interest in any other business? [J Yes

Fast Track []

Number of Payrolls in First Year

[ No If yes, Name Federal D#

- If you would like assistance complcting sections 2 or 3 of this application, please check the FAST TRACK option, enter a contact name
and number, and send this form and payment to FlexSystem. A FlexSystem representative will contact you to help you complete the application.
Best Time to Call: Contact: Contact Phone Number: o

(2) PARTICIPATION AND ELIGIBILITY REQUIREMENTS - (Check eligible employces and their respective maximums. If a category is checked, but a
maximum is not elected, it will be defaulted to the maximum.)

O  Part-time employees completing, hours of work per week will be included (maximum of 30 hours)
O  Seasonal employees completing __months of work within a year will be included (maximum of 6 months)
O  Employees completing years of age will be included (maximum 21 years)

1 Employees meeting a p robationary period of _ months will be included {maximum 24 months)
[0 Members of bargaining unit wiil be included

Do you currently have a Section 125 Cafeteria Plan with another administrator? [] Yes

0 No
FlexSystem first year administration shall begin on the first day of (month/year) and continue for consecutive months. For the

second and successive years, the Plan shall operate starting on the first day of (month/year) and continue for the following consecutive twelve
(12) month period. Your first payroll deduction under FlexSystem administration will be taken on {month/day/year). Note: Plans are not required
to run on the calendar vear i.e, Januarv | - December 31.

[ Check here to offer direct deposit of reimbursement checks to your employees.

Entry Date - An employee is able to enter and participate in the Plan the first day of the Plan Ycar, or such dates within the Plan Year noted below, and after they
have met the eligibilty requirements above. (i.e. January 1 and July 1)* sce reverse side

. ____________ |
(3) AVAILABLE BENEFITS (Sclect the benefits available to the eligible employee(s). These benefits are taken through salary reductions.)
[ Medical or Medical-Related Premium - (Group Sponsored - Employee and Family)
O Medical or Medical-Related Expense Reimbursement Account §

Maximum Election - (Employee and Family)
O Dependent Care Reimbursement Account - (Annual Max $5,000, $2,500 if married filing separately - Employee and Family)

O Transportation Reimbursement Account - (Employee Only - Monthly Max - contact FlexSystem for limits)
O Voluntary Term Life Insurance Premium - (Employee Only-up 10 $50,000 in death benefits)
0 Disability Insurance Premium - (Employee Only)

O Cancer Insurance - (Group Sponsored - Employee and Family)

O Individual Premium Reimbursement Account - Not otfered through employer, not payroll deducted.

(4) PAYMENT - An Initial Enrollment Fee is due at the time of plan start-up and should be enclosed. The Administration Fee amount and frequency is determined by

a fee schedule and billed to Employer. (South Dakota residents add 4% sales tax. Purchasers of Self-Administration Options should add any state and/or local sales
tax that applies.) Credit Card charges will appear on your statement as Division of TASC.

Initial Enrollment Fee §_ + Tax $

* See Application Guide for
O Check Number: 0O Mastercard 0O Visa

fee schedule.
Frequency ot billing (monthly, quarterly. annually)
Name of Cardholder: _ Card#:

= Total Amount $

Minimum Fee §
0 American Express [0 Discover

Signature:

Exp. Date:

(5) AUTHORIZATION - [ have read, understand and agree to the terms and conditions stated on the other side of this document as attested by the signature below,
effective on the date of the signature.

LEmployer (sign here) Date 50562
Are you a current client of TASC; which service? O MAPP [0 PHiEd

. Provider Name Provider Number Agsociation Code EE .
To ask a question, contact FlexSystem for assistance at 800-422-4661, and press 7. 2021A-100100







