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COMPENSATION REDUCTION AGREEMENT FOR
PRE-TAX EMPLOYEE CONTRIBUTIONS FOR GROUP INSURANCE

This section to be completed by the employee
Please type or print legibly (illegible forms will be returned)

EMPLOYEE #: AGENCY:

EMPLOYEE NAME: SSN: XXX-XX-

| hereby certify that | have reviewed and understand the information about the County’s insurance
program. | have reviewed the personal information and coverage levels for myself and my
dependents (if any), and hereby certify the accuracy. | understand that my compensation reported for
tax purposes will be reduced in an amount equal to the rate of contribution for this fringe benefit as
set by my employer or bargaining agreement. | understand that the reduction amount will be
automatically adjusted in the event of a change in this rate.

The money will be taken from the first and second pays of each month, and used to pay for that
month’s benefits (example — January deductions pay for January insurance coverage). It is my
responsibility to review my paycheck stub to ensure the proper amount was deducted. In the event
that the payment was not processed, | understand that | am personally responsible for paying my
employing agency directly unless instructed otherwise by my agency.

| understand and agree that false certification may result in disciplinary action taken by my employer
up to and including dismissal from employment, and possible prosecution.

| understand that my elections may not be changed or voluntarily cancelled at any time during the
plan year unless a qualifying status change occurs, as defined by the Plan. The Benefits Office must
receive notification of such change within 30 days.

| understand that this compensation reduction agreement for pre-tax premium contributions will
remain in effect and is not revocable, except as noted above.

[] EMPLOYEE/EMPLOYEE & CHILD(REN)

[] EMPLOYEE+SPOUSE/EMPLOYEE + SPOUSE+CHILD(REN)

Signature: Date:

(For Agency Use Only)

[ MUNIS Deduction Code: Effective Date:




