DAYTIME PHONE: HOME PHONE: E-MAIL ADDRESS: DATE OF BIRTH:
CSU HEALTH PLAN ENROLLMENT: CSU DENTAL PLAN ENROLLMENT: CSU VISION PLAN
ENROLLMENT:

| AM ENROLLED IN THE FOLLOWING CALPER | AM ENROLLED IN THE FOLLOWING CSU DE| * | aM ENROLLED IN THE ¢SU
HEALTH PLAN: PLAN(ALSO INDICATE PLAN LEVEL) VISION PLAN (VSP)
’ BLUE SHIELD HMO (ACCESS, NETVALUE DELTACARE USA:" BASIC ' ENHANCED

ADVANTAGE " DELTA DENTAL PPO BASIC ' ENHANCED
" KAISER PERMANENTEPORAC '’ ENHANCED |

" PERS CHOIGEIRS SELECT ' PERSCARE

TheFSA Debit Card is optional to you, and is only for Health Care Reimbursd#@RARtaonselet the “credit” option when you pr

the card is referred to as a “debit card.” There is no PIN number associated with this FSA debit card.

It is important to note that there will be times when you will be required to submit substantiating documentation for som
transactionsASIFlex will notify you whenfigtial@ecumentation (detailed statement of services, etc.) is réquiredo not provide
the requested documentation in the timeframe stated in your notification, your card will be deactivated.

PLEASE NOTE you use the Benny Card during the FSA Grace Period-(Warahr§5th) and have funds regiairyour HCRA
card transactions will automatiealypplied to available funds from the previous plan year and transactions that excee
balance from the previous plan year will have the erdessajgilable funds from the new plan year. If you do not -@woferto re
the HCRA, your card WILL continue to be active with prior year funds for the entire grace period. For amg,qulessensootacnce
ASI at (800) 62835 or email your questions to asi@asiflex.com

| hereby state that the above information is accurate, to the best of my knowledge. Additionally, | certify that the FSA debit «
only be used to purchase eligible medical-cdeded (i.e., health, dental, vision, etqpgnses, as defined in Code §213(d) of the
Internal Revenue Code and that | will not seek reimbursement from any other source for the expenses paid for with the F
card. | also acknowledge that if | do not provide requested dociomentat timely fashion, my card will be deactivated, in
accordance with Federal regulations.

Visit the CSU Systemwide Benefits Portal at: www.calstate.edu/hr/benefiispdditibnal informiain.

Employee’s Signature Date Signed
y y

The application must be sent directly to ASIFlex. Please fax appticaii¥8799038 or
Mail to: ASIFlex, P O Box 6044, Columbia, MG663205




	FLEXIBLE SPENDING PLAN (FSA) DEBIT CARD REQUEST FORM                                                                   Please type or print clearly with ballpoint pen.

