
AHR Benefit Election Form

FSA / DCA Plan

American Health Resources For AHR Use Only:

11 N. 2nd Avenue
Date received

St. Charles, IL 60174
Group Number

800-570-3757
Member Number

888-815-3921 (fax)
Effective Date

Enrollment Information

Employer Name

Madrid-Waddington Central School

Company Representative

Julie Abrantes

Phone Number

315-322-5746

Participant name (last, first, MI) Social security number Effective Date

9/1/2026

Plan Year:

2026

Participant Address City, State, Zip Home phone Work phone

E-mail Address Date of Birth

Election Amounts

 FSA Health: _____________ Per pay period, ____________ per plan year ($3,400.00 annual maximum)

 (Limited to Dental/Vision if you have an HSA account)

 Dependent Care Account (DCA): _____________ Per pay period, ____________ per plan year ($7,500.00/3,750.00 annual maximum)

Survivor Beneficiary Information
Primary beneficiary name (last, first, MI) Social security number Date of Birth Relationship

Address City, State, Zip code Home phone Work phone

Secondary beneficiary name (last, first, MI) Social security number Date of Birth Relationship

Address City, State, Zip code Home phone Work phone

Participant Attestation: 

Pursuant to the AHR Cafeteria Plan ("Plan"), the undersigned elects to become a participant in that Plan. AHR will determine if your request is consistent with federal

provisions. If you are changing from a prior election, the new amount you elect should be the total dollar amount of ALL contributions you want deducted for the 

entire Plan Year. Your employer elected either the Carry Over Option OR the Grace Period Option for when the Plan Year ends. For the Carry Over Option FSA Health

claims have a 30 day grace and, in accordance with the Internal Revenue Code Section 125, you will forfeit any balance over $660.00 after the 30 day grace ends.

For the Grace Period Option FSA Health claims have a 2 1/2 month grace period and you will forfeit any balance remaining after the 2 1/2 month grace ends. Eligible

claims for the Grace Period Option are extended an additional 2 1/2 months unlike the Carryover Option. All Dependent Care (DCA) claims have a 90 day grace and

you will forfeit any balance remaining after the 90 day grace ends.

 I understand my enrollment and elections are IRREVOCABLE  unless I have a Qualifying Status Change defined by Federal Code. I understand that I must 

request such change within 31 calendar days of the Qualifying Status Change. Pursuant to the AHR Cafeteria Plan ("Plan"), the undersigned 

authorizes the amount(s) elected above to be deducted from their salary/wages on a pre-tax basis.

Participant Name (print) Participant Signature Date




