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A SIGN LANGUAGE INTERPRETING RESOURCE, L. L. C.





SignOn, Inc. Cafeteria Plan

Election Form and Compensation Reduction Agreement

Employee Name: ____________________
Social Security #:  ___________________

Employee Address: ______________________________________________________

City: _______________________
State: _____________   Zip: _________________

The company and I hereby agree that my cash compensation will be reduced by the amounts set forth below for each pay period during the plan year (or during such portion of the year as remains after the date of this agreement)

____
I ELECT TO RECEIVE THE FOLLOWING BENEFITS UNDER THE CAFETERIA PLAN



COVERAGE

ELIGIBLE PREMIUM

PAY FREQ.


_____
Dental Coverage

$__________


__________



*Offered to you through Washington Dental Services


_____
Group Medical Insurance
$__________


__________




*Offered to you through Regence

Annual Plan Limit


   Per Pay Period              # Pay Periods                Annual Election





$1,000.00   Medical Expense Reimbursement
   $___________
 x        ___________      =
   $____________


$5,000.00   Dependent Care Reimbursement Plan    $___________
 x        ___________      = 
   $____________


With regards to my salary reduction agreement and my election of benefits, I understand that:

● I may not change elections during the Plan Year unless such events as the Plan Administrator determines will permit a change or revocation of an election

● The Administrator is authorized to adjust the amount of my salary redirection and benefits if it is necessary to satisfy certain provisions of the Internal Revenue Code or as a result of change in premiums for benefits that are insured. 

● Any amounts that are not used during the Plan Year to provide benefits will be forfeiture and may not be paid to me in cash or used to provide benefits in a later Plan Year.

● My Social Security benefits may be slightly reduced as a result of my elections.

_____
I DECLINE TO PARTICIPATE IN THE CAFETERIA PLAN

● I understand all of the benefit options available under the Plan

● I decline to participate in the Plan and elect to pay for my eligible benefits with after tax compensation for the current plan year. 

● I understand that prior to each future plan year, I will be offered the opportunity to change my benefit elections for the new plan year. 

THIS AGREEMENT IS SUBJECT TO THE TERMS OF SIGN ON’S CAFETERIA PLAN AS AMENDED FROM TIME TO TIME IN EFFECT, SHALL BE GOVERNED BY AND CONSTRUED IN ACCORDANCE WITH APPLICABLE LAWS, SHALL TAKE EFFECT AS A SEALED INSTUMENT UNDER APPLICABLE LAWS, AND REVOKES ANY PRIOR ELECTION AND COMPENSATION AGREEMENT RELATION TO SUCH  PLAN(S).

_________________________________________________


_____________________

Employee’s Signature






Date

Your Communication in Our Hands
SignOn:  A Sign Language Interpreting Resource, Inc. ∙ 130 Nickerson, Suite 107 ∙ Seattle, WA  98109

P: 206-632-7100 ∙ TTY: 206-632-7200 ∙ F: 206-632-0405 ∙ Email:  Terps@SignOnASL.com ∙ www.SignOnASL.com
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