
Flexible Spending Account 
To be submitted by employer. 
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EMPLOYEE'S FLEXIBLE BENEFIT PER PAY DEDUCTION/ALLOCATION 

Medical Flexible Spending Account 

Full Flexible Spending Account 
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Employee Signature Date 

Please fax or email this form to: Ameriflex Fax: 80 0.282.9818 Email: forms@myameriflex.com 
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TOLL FREE 8 8 8 . 8 6 8. FLEX ( 3 5 3 9) myameriflex.com 
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