
 

Flexible Spending Account Enrollment Form 
 

Employee Information 

Please provide your SSN if you are completing this form as part of your first Ceridian FSA 
election. Otherwise, you may provide your Account ID. 

Your Account ID is the 10 digit number found on most FSA correspondence from Ceridian. 
Please include the leading zeros. Example: 0000012345 

Account ID 

|____|____|____|____|____|____|____|____|____|____| 

Social Security Number 

|____|____|____|____|____|____|____|____|____| 
Last Name First Name M.I. 

Mailing Address   Number                                                Street                                                                         Apt. Daytime Phone 
 
(                         ) 

City State Zip Code 

FSA Election Plan Year:  1/1/2012 to  12/31/2012 FSA Plan Benefit Amount 
Health Care FSA 

 I elect to participate. My annual contribution is $___________ 

 I elect not to participate. 

Minimum Plan Year Contribution Amount:  $0.00 

Maximum Plan Year Contribution Amount: $2500.00 

Dependent Care FSA 

 I elect to participate. My annual contribution is $___________ 

 I elect not to participate. 

Minimum Plan Year Contribution Amount:  $0.00 

Maximum Plan Year Contribution Amount: $5000.00* 

* If you are married and file jointly, your combined contributions may not exceed $5000.00.   
  If you are married and file separately, your individual contributions may not exceed $2500.00. 

Authorization 
I understand that by signing and submitting this form, I authorize the adjustment of my annual taxable salary based on my elections above, 
with the “tax protected” funds being transferred into my Flexible Spending Account. My election cannot be changed during the plan year, 
unless I experience an eligible change in status. I further understand that this form must be signed and dated prior to my plan effective date to 
be eligible to participate in this plan year. Any unused amounts remaining in my account at the end of the plan year will be forfeited. However, I 
will have a specified period of time (indicated in the FSA enrollment materials) after the end of the plan year or date of my termination to submit 
receipts for reimbursement for services received during the plan year or coverage period. 
 
I also certify that I, and my spouse, dependent(s) and/or adult children if applicable, will only use the Flexible Spending Account Card that I will 
receive in connection with employer’s Health Care Flexible Spending Account Plan and in Section 213 of the Internal Revenue Code. I further 
certify that I will not seek reimbursement from any other plan for any medical expense paid with the Flexible Spending Account Card, nor will I 
claim any federal income tax deduction or credit with respect to such expense. 
 
Employee Signature X___________________________________________________      Date ___________________________

 

TO BE COMPLETED BY EMPLOYER 
Company Name 
Xavier University of Louisiana (G) (C1) 

Division 
 

Class 
 

Effective Date 
 

Client ID 
L01078 

Plan Year  
              From 1/1/2012  to   12/31/2012 

Pay ID 
 

Medical Plan ID 
 

Dental Plan ID 
 

Vision Plan ID 
 

Pharmacy Plan ID 
 

                         RBA1922 
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Benefits Card Additional Card Request 
 
 
Employee Information (All Fields Required. If more than 2 cards are needed, please complete additional form(s) as needed.) 
Employee Last Name 
 

First Name Middle Initial Social Security Number  

       -       - 
Employer Name 
 

Client Code 
 

Daytime Phone Number 

(        ) 
 
 
First Additional FSA Card User Information  
Last Name 
 

First Name 
 

Middle Initial 
 

Social Security Number  

       -       -
Relationship to Employee (check one box)                                     

  Spouse 
  Dependent or Adult Child 18 years of age or older  

Date of Birth 

         /      / 
 
I agree to use the FSA Benefits Card only for eligible medical care expenses under the Health Care Flexible Spending Account Plan of the 
Employee listed above and as defined in Section 213(d) of the Internal Revenue Code. I further certify that I will not seek reimbursement from 
any other plan for any medical expense paid with the FSA Benefits Card, nor will I claim any federal income tax deduction or credit with 
respect to such medical expense.  
 
First Additional User Signature X____________________________________________________     Date _____________________  
 
 
 
Second Additional FSA Card User Information  
Last Name 
 

First Name 
 

Middle Initial 
 

Social Security Number 

        -       -
Relationship to Employee (check one box) 

  Spouse 
  Dependent or Adult Child 18 years of age or older  

Date of Birth 

         /      / 
 
I agree to use the FSA Benefits Card only for eligible medical care expenses under the Health Care Flexible Spending Account Plan of the 
Employee listed above and as defined in Section 213(d) of the Internal Revenue Code. I further certify that I will not seek reimbursement from 
any other plan for any medical expense paid with the FSA Benefits Card, nor will I claim any federal income tax deduction or credit with 
respect to such medical expense.  
Second Additional User Signature X_________________________________________________     Date _____________________  
 
 
 
Employee Authorization  
 
I agree to ensure that each Additional User identified above will use the FSA Benefits Card only in connection with my employer’s Health Care 
Flexible Spending Account Plan (the “Plan”) for eligible medical care expenses, as defined in the Plan and in Section 213(d) of the Internal 
Revenue Code. I certify that each Additional User qualifies as either my spouse (as defined by Federal laws), dependent or adult child (as 
defined by the Plan) that is18 years of age or older.  I further certify that neither I nor any Additional User shall seek reimbursement from any 
other plan for any medical expense paid with the FSA Benefits Card, nor claim any federal income tax deduction or credit with respect to such 
medical expense.  
 
Upon request, one card for each eligible adult child, dependent, or spouse will be provided at no charge. I acknowledge that any request to 
replace a previously issued card will result in my being charged a $10.00 fee for each card replaced. This fee will automatically be deducted  
from my Flexible Spending Account balance.  
 
Employee Signature X ______________________________________________________________     Date ____________________  
 
 

Please return completed form to Ceridian via fax at 866-377-4261.  
You may also mail to: Ceridian, P.O. Box 534200, St. Petersburg, FL 33747.  

If for any reason an additional card cannot be issued, a Ceridian Representative will contact you.  
 

RBA1911 
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Direct Deposit Authorization 
Flexible Spending Account 
 
 
 
 
 
Instructions  
This form should be completed by FSA Participants upon initial enrollment of the benefit and need not be 
resubmitted each new plan period.  You should remit this form if you have new or updated banking 
information to provide. 
 
• Please print all information legibly. 
• Attach a voided check if you designate a checking account. Do not submit a deposit slip. If you designate a savings account 

attach a completed Savings Account Direct Deposit Form from your financial institution. 
• Please sign and date the form. Omission of signature will delay processing. 
• Mail completed form to the address indicated at the bottom of the page. 
• Notify Ceridian immediately of any account changes or account closings. 

Direct Deposit authorization requires that all account and bank routing numbers be verified for accuracy before any funds are 
transferred. Eligible claims submitted during the 10-day verification period will be reimbursed with a check. After the 
verification period, reimbursements will be posted to your bank account two to four days after the scheduled reimbursement 
date. You will receive a Reimbursement Statement through the mail. Always verify your statement to make sure it is not a 
negotiable check. 

Participant Information 
First Name___________________________________ Last Name_____________________________________ 

Social Security Number _______-_____-_________     Daytime Telephone (_____) _______________________ 

Employer Name _____________________________________  Client Code ____________________________  

Bank Information  
Check only one:   Set up Direct Deposit for:  
     Checking (please attach void check above)  
     Savings (please attach a Savings Account Direct Deposit Form from your financial institution 

    Change Account Information  
    Cancel Direct Deposit  
Full Bank Name ____________________________________________ Telephone (_______)_______________ 
Bank Routing Number (9-digit number on lower left of check)   |      |      |      |      |      |      |      |      |      | 
Bank Account Number (to 17-digits)   |      |      |      |      |      |      |      |      |      |      |      |      |      |      |      |      |      | 

Important 
• The designated account must be in your name. 
• Processing of your Direct Deposit information will be delayed if you do not include both the bank account number and the 

bank routing number. Contact your bank if you are unsure of your bank account information. 

Authorization 
I hereby authorize Ceridian to initiate credit entries for depositing my Flexible Spending Account reimbursements into my 
account designated above and, if necessary, make corrections for any entries made to my account in error. This authority is to 
remain in full force and effect until Ceridian has received written notification from me of its termination in such time and in such 
manner as to afford Ceridian a reasonable opportunity to act on it.  

Signature_________________________________________________ Date_____________________________ 
 

Please return completed form to Ceridian via fax at 866-377-4261.  
You may also mail to: Ceridian, P.O. Box 534200, St. Petersburg, FL 33747. 

 
Please attach a voided check or Savings Account Direct Deposit Form here. 


	Employee Last Name: 
	Middle Init: 
	Text2: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Daytime Phone Number: 
	Text5: 
	First Name_2: 
	Middle Initial: 
	Text3: 
	Text4: 
	Social Security Number: 
	Spouse: Off
	undefined: Off
	Date of Birth: 
	Text8: 
	Last Name_2: 
	First Name_3: 
	Middle Initial_2: 
	Text18: 
	Text19: 
	Social Security Number_2: 
	Spouse_2: Off
	undefined_2: Off
	Text20: 
	Date of Birth_2: 
	Text21: 
	First Name: 
	Client Code: L01078
	Last Name: 
	Daytime Telephone: 
	Employer Name:  Xavier University of Louisiana (G) (C1)
	Set up Direct Deposit: Off
	Change Account Information: Off
	Cancel Direct Deposit: Off
	Checking please attach void check above: Off
	Savings please attach a Savings Account Direct Deposit Form from your financial institution: Off
	Full Bank Name: 
	Telephone: 
	Text6: 
	Text7: 


