
Authorized Representative Form

1. Participant Information

- -

Employer Social Security Number

Employee ID

Participant Name Date of Birth

Address

City State Zip

- -

Day Telephone E-mail Address

2. Authorized Use and/or Disclosure
Intended Use or Disclosure:

This form is to document the designation of an Authorized Representative for a participant. The form authorizes the release of medical information to the
named representative(s). This authorization does not provide your “Authorized Representative” with any authority; either implied or direct, over any
direct care decisions. If you wish to set up a power of attorney or living will, please discuss this with your attorney. We will not condition benefit
payments, enrollment or eligibility for benefits on the execution of this form. I understand that your general policy is not to disclose my personal health
information to other parties, except those directly involved in my care, without my written authorization or as permitted or required by law. For this
reason, I authorize you to discuss and disclose my personal health information to the person(s) named below for the purpose of assisting with, or
facilitating, the coordination or payment of my health benefits. I also understand that if my Authorized Representative is not a health care provider or
another entity subject to federal or applicable state privacy laws, my personal health information may no longer be protected by those privacy laws and
my Authorized Representative may further disclose my personal health information without my authorization. I understand that the information in my
health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human
immunodeficiency virus (HIV). It may also include information about behavioral or mental health services and treatment for alcohol and drug abuse. I
acknowledge that my authorization is voluntary.

Authorized Representative #1
- -

Name Day Telephone

Address

City State Zip

Relationship to You

Authorized Representative #2
- -

Name Day Telephone

Address

City State Zip

Relationship to You

3. Expiration & Revocation
For North Dakota residents, this Authorized Representative Designation will remain in effect for 90 days past your Plans(s) termination date. For residents in all other states,
this authorization will terminate 12 months from the date of signature below. I understand that I have the right to revoke or end this authorization at any time. I understand that if
I do not wish the person(s) named in Section C to remain my Authorized Representative, I must revoke this authorization in writing by giving written notice of my decision to
Discovery Benefits, Inc. at the address listed below. I understand that my revocation of this authorization will not affect any action that you have taken, or any information that
you have already released, based upon this authorization before you actually receive my request to revoke it.

4. Signature & Authorization

Employee Signature Date



Reimbursement Request Form

STEP 1 - Participant Information ---- MMiissssiinngg iinnffoorrmmaattiioonn mmaayy ddeellaayy tthhee pprroocceessssiinngg ooff yyoouurr rreeiimmbbuurrsseemmeenntt..

Name Employer

Social Security Number Employee ID #

Email Address – Changes Only

STEP 2 - Reimbursement Information Did you file this claim online? Yes No

Participant Address - Changes Only

Would you like to receive your refund via direct deposit? Direct deposit enrollment forms can be found on online at discoverybenefits.com

Do you need more room? File your claim online at discoverybenefits.com

Plan
Type*

Date(s) Expense
Incurred or range of

dates

Product/Service Provider

Feel free to add all expenses for a

Plan Type together as one claim

Person Receiving
Product/Service

Claim
Amount

Dependent Care Provider Name,
Tax ID Number & Signature

*Plan Types:
MSA – Medical Spending Account; DCA – Dependent Care Account;
EMSA – Employer Funded Medical Spending Account; EDCA – Employer Funded Dependent Care;
HRA - Health Reimbursement Account; TRN – Transportation; PAR – Parking
LMSA – Limited Medical Spending Account

RMSA – Retiree Medical Savings/Spending Account

IPA – Individual Premium Account

STEP 3 - Participant Certification

To the best of my knowledge and belief my statements on this form are complete and true. I certify that the reimbursement requests I'm submitting are
IRS eligible expenses for myself or eligible dependents as defined by the IRS. I certify that I have not been previously reimbursed for these expenses
nor am I seeking reimbursement for these expenses from insurance or any other source. I also understand that Discovery Benefits, its agents or
employees, will not be held liable if I submit non-IRS eligible expenses for reimbursement. I authorize a deduction in my account in the amount of the
reimbursement. I have received the services described above on the dates indicated, and the expenses are my out-of-pocket expenses that qualify as
valid expenses under the Plan. Transportation participants: I certify that I used the Transportation Benefit for which I am requesting reimbursement
above only for purposes of commuting to and from work at the Employer noted above. BY SUBMITTING THIS FORM I CERTIFY THE ABOVE.

________________________________________________ ___________________________
Participant Signature Date

For office use only: Plan Year 1 _______ Plan Yea r 2 ____ ___

Total Reimbursement
Requested:

Address

City

State/Zip



Flexible Spending Account Enrollment Form

1. Employee Information (all information is required)

Company Name Employee ID/Number

- -

Participant Name (First MI Last) Social Security Number

Street Address Email Address (all notifications will be sent via email)

City State Zip

- -

Day Telephone Birth Date Hire Date

Pay Frequency: 12 24 26 48 52 Other: ________

Gender Marital Status

2. Enrollment Information

Enrollment Type (select one of the following) Plan Year Dates Month Day Year

Open Enrollment Period Participant Effective Date

New Hire/Change of Benefit Eligibility Plan Year Ending Date

3. Employee Premiums
If you have a payroll deduction for insurance premiums, eligible premiums will be deducted before taxes are calculated. Employees will automatically
be enrolled in this portion of the Section 125 Plan. However, if you wish, you may opt out of the Employee Premium Conversion part of the Plan by
contacting your HR Department and filling out a waiver form. *Please Note: Insurance premiums cannot be claimed as reimbursable expenses from
your Medical Spending Account.

4. Annual Election

5. Other Services
You may not elect both the Auto EOB and the Debit Card as it will result in duplicate reimbursement.

Debit Card

Yes! Sign me up.

A Debit Card pays directly from your flexible spending account at the point of service. Keep your receipts. Submission
of documentation is required. The debit card must be offered by the employer. Check with your employer to find
out if the card is an option with your flexible benefits plan.

Auto EOB

Yes! Sign me up.

Auto EOB is the automatic crossover of eligible health claims from a participant’s health insurance carrier. Payment is
made automatically to you from your flexible spending account. Not all carriers offer this feature and it may not be
available for your group. Check with your employer to find out if Auto EOB is an option with your flexible
benefits plan.

6. Participant Authorization
I authorize my employer to reduce my pay on a per pay period basis as indicated above. I understand my reduction is for one flex plan year and that I
cannot change or revoke my election unless I experience a status change in accordance with Internal Revenue Code Section 125 and submit the change
within 30 days of the status change. I am aware of the plan's forfeiture provision and that my Social Security and federal unemployment benefits may
be reduced because of my reduced salary for tax purposes. I authorize the release of any information necessary for Flexible Benefits. I hereby certify
that the reimbursement requests I will be submitting are IRS eligible expenses and that I will not be nor have I been previously reimbursed for these
expenses; nor am I seeking reimbursement for these expenses from insurance or any other source. I also understand that Discovery Benefits, its
agents or employees, will not be held liable if I submit non-IRS eligible expenses for reimbursement.

7. Participant Refusal
I understand that if I elect not to participate, I cannot enter the program until next year unless I experience a status change in accordance with Internal
Revenue Code Section 125 and submit the change within 30 days of the status change.

Employee Signature Date

Medical Spending Account Dependent Care Account Limited FSA
Annual Election (Medical Spending Account: limit set by your
employer, Dependent Care Account: IRS maximum set at $5000)

Number of Pay Periods (if enrolling mid-year, how many pay
periods remain in the plan year)

Per Pay Period Amount (To be deducted each pay period)

Date of First Payroll

÷

$

$



Direct Deposit Enrollment/Change Form

Please Read First
1. Complete Section 1 - Participant Information.
2. Attach a voided check (or a photocopy of a check). We CANNOT accept deposit slips; they do not always show the information

required.
3. If you do not have a voided check, complete Section 2.
4. Complete Section 3 and fax the form along with a copy of the voided check to Discovery Benefits Inc. at 1-866-451-3245.…………………………………………………………………….……………………………………………………………………………………………………….
1. Participant Information (Complete this form only ONCE during the initial enrollment into the plan. Disregard at renewal time.)

I am (check one): Beginning Canceling Changing a Direct Deposit account.

Employee Name (First MI Last) Employer Name

Employee ID Daytime Phone

- -
Email address (if provided, all account notifications will be sent via
email)

Social Security Number

…………………………………………………………………….……………………………………………………………………………………………………….
2. Financial Institution Information

Account Number*

Transit/ABA Number*

Financial Institution Name

Financial Institution Address City State Zip

Account Type: Checking Savings

…………………………………………………………………….……………………………………………………………………………………………………….

3. Employee Authorization

Individual/Employee Signature Date

*

Transit/ABA Number Account Number


