
BENEFITS ENROLLMENT FORM 

For enrollment assistance, please call Customer Care at (Sn) 933-3539. Have your enrollment form, Client TASC ID, 
and company name available. Please print this form, sign, and return to your employer for processing. 

EMPLOYEE INFORMATION 

Employee Name: 
LastNomt 

Social Security Number: 

Home Address: 
Srrttt 

Pfa11Type 

FirstNamt 

Date of Birth: 

I Ci!l'

Gender: 

Stott 

Mtddlt ln1t10/ 

Zip Codt 

Number of 
Payrolls 

Amount per 
Pay Check($) 

Per Month Per Year 
0 Healthcare Fle_idble Spending Account (FSA):

0 Dependent Care FSA: 

FOR DEPENDENT COVERAGE: 
Married? □ Yes O No If Y�s, 11st your spouse and 
Dependent Children? □ Yes □ No dependent children below: 

-------------.---------.a..------

La st Name first Name Social Security R.iatlonshlp to Date of Birth• Gender 
1-----------------------t--- Number• Emplo •• 

I certify the above Information to be true to the best of my knowledge and that the children for whom I will be claiming 
expenses either reside with me in a parent-child relationship or are legally dependent on me for their support. I understand 
that any amounts remaining in my account(s) not used for qualified expenses incurred during the Plan Year will be forfeited in 
accordance with current Plan provisions and tax laws. 

Furthermore, 1 agree that the IRS regulations state four conditions: (1) any expenses I/we incur must be within the Plan Year; 
(2) any expenses I/we incur must not be covered by any other sources, such as insurance, (3) I/we must provide proper
documentation to receive payment; (4) I/we cannot change or revoke elections during the Plan Year unless there is a specific
chan e in status and m employer allows such changes. Please see Summary Plan Descnpt,on_fo_r_d_e_ta_i_ls

________ -4 Employee Signature 
-

I Date 

•Socio/Security ond datt of b,rth for tmplovets and tht,r dependtnts are rtqvortd /or HI/A. rt porting pv,pasu ro rile CtMtrs /« Mtd,care and Mtd,ca,d Services 
01 port <J{ rhe MedKore, Mtdica,d, and SCHIP El<fension Act of 1001 Enrollment Forms wirhour th,s ,eq1111ed ,nfarmot,on will bt rtturntd for completiOn. 

Total Administrative Services Corporation (TASC) I P.O. Sox 7511 I Mad son, WI 53707•7511 
Phone: 877-933-3539 I Fax: 877-231·1287 


