
Employee Signature X ____________________________________________________________________________________________ Date Signed  _____________

   Home Address Street City State ZIP   Home Address Street City State ZIP

   Work Phone Home Phone E-mail   Work Phone Home Phone E-mail

ENROLLMENT STATUS: NEWLY HIRED   (Start Date:_________________) Return form to your payroll/benefi ts offi ce. 
OPEN ENROLLMENT: Mail form to FBMC, P.O. Box 1878, Tallahassee, FL 32302-1878

   Home Address Street City State ZIP   Home Address Street City State ZIP

   Work Phone Home Phone E-mail

(              )

   Home Address Street City State ZIP

Last Name (Please Print) First Name MI Last Name (Please Print) First Name MI Last Name (Please Print) First Name MI 

   Work Phone Home Phone E-mail

ERA Enrollment Form PLAN YEAR   20 ___  ____
State of Wisconsin Employee Reimbursement Account Pro gram
Complete this enrollment form if you wish to establish or continue a tax-free reimbursement account.
(Press hard with ball point pen.  Do not use carbon paper.)

MEDICAL EXPENSE ACCOUNT
[Maximum allowable annual contribution is
$7,500 per employee; Minimum allowable

annual contribution is $100.]

DEPENDENT CARE ACCOUNT
TAX FILING STATUS [PLEASE CHECK ONE]:

Married, fi ling separately   Married, fi ling jointly 
[maximum —$2,500] [maximum—$5,000] 

Single, head of household 
[maximum—$5,000] 

Administered for the State of Wis con sin,  
Department of Employee Trust Funds by:

(              )

TERMS AND CONDITIONS

For offi ce use only:

Received Date  _____________________________________ Payroll Center   __________________________________________________ Agency Code  _____________________________

Paycheck Frequency ____________________   Paycheck Effective Date  ___________________  Coverage Effective Date   _______________________  Payroll Authorization _____________________

Check here if you are sending in a separate Rapid Refund form. Current Rapid Refund par tic i pants do not need to submit another form.Check here if you are sending in a separate Rapid Refund form. Current Rapid Refund par tic i pants do not need to submit another form.Check here if you are sending in a separate Rapid Refund form. Current Rapid Refund par tic i pants do not need to submit another form.

FBMC/WIS/0906 EMPLOYER COPY: WHITE FBMC COPY: YELLOW DEPT/CAMPUS COPY: PINK EMPLOYEE COPY: GOLDENROD 

Total Plan Year Dollar Amount $ ________________________________  $ $ ___________________________________

 _________________________________  ____________________________________

Reduction Per Regular Paycheck  $  $ ________________________________  $ $ ___________________________________

Married, fi ling separately   Married, fi ling jointly 

Amount Amount

REIMBURSEMENT ACCOUNTS

  Social Security #  Employer (Please include the Name of the State Agency/U.W. Campus  Social Security #  Employer (Please include the Name of the State Agency/U.W. Campus

FBMC USE ONLY
DATA ENTRY VERIFICATION SCANNED INDEXED SPECIAL NOTESDATA ENTRY VERIFICATION SCANNED INDEXED SPECIAL NOTESDATA ENTRY VERIFICATION SCANNED INDEXED SPECIAL NOTESDATA ENTRY VERIFICATION SCANNED INDEXED SPECIAL NOTESDATA ENTRY VERIFICATION SCANNED INDEXED SPECIAL NOTES

Number of Paycheck Contributions

IMPORTANT
• I hereby authorize my employer to reduce my gross salary before federal, state and social security taxes are calculated  by the total amount of annual salary reduction indicated above.
• I understand that the contribution to my Social Security account will be reduced since con tri bu tions will be based on my income after reductions.
•  I understand that any amount remaining in any Reimbursement Account that is not used during this plan year will be forfeited. 
•  I understand that the funds in one account cannot be used to reimburse expenses covered by another ac count.
•  I understand that expenses for which I am re im bursed cannot be deducted on my income tax returns. 
• I understand that I am responsible for de ter min ing which expenses, if any, are eligible for re im burse ment according to IRS regulations and the Wisconsin ERA Plan.
•  I understand that the funds in the account can only be paid out to reimburse expenses for services actually incurred during my period of coverage.
•  I understand that the amount of salary reduction will include the items specifi ed above and will continue in effect unless I terminate employment or fi le an approved Change In Status form with 

FBMC's Madison Offi ce within 30 days after the Change In Status event.
•  I understand and agree that my employer and Fringe Benefi ts Man age ment Company, the contract ad min is tra tor, will not incur any liability resulting from either my participation in the account 

or my failure to sign or ac cu rate ly complete this enrollment form.  I further un der stand that if I elect not to participate in salary reduction with respect to the benefi ts listed above, I hereby forego 
my right to participate during the upcoming plan year.

• I certify that: 1) I will only use my ERA to pay for IRS-qualifi ed expenses only for me and my IRS-eligible dependents, 2) I will exhaust all other sources of re im burse ment, including those 
provided under my Employer’s plans before seeking re im burse ment from my ERA, 3) I will not seek reimbursement through any other source, and 4) I will collect and maintain suffi cient 
doc u men ta tion to validate the foregoing.

•  I understand and agree that, if I'm enrolling after the start of the ERA plan year, (January 1) my effective date of coverage will be 
the fi rst day of the month that begins on or after the date this enrollment form is received by my payroll/benefi ts offi ce and only 
eligible expenses for services incurred on or after that date will qualify for reimbursement.

ENROLLMENT STATUS: NEWLY HIRED   (Start Date:_________________) Return form to your payroll/benefi ts offi ce. 
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