J. J. STANIS AND COMPANY, INC.

377 GAK STREET, SUITE 406
GARDEN CITY, NY 11530
516-465-3900 PHIOQINE
516-465-3820 TAX

Re; Health Flexible Spending/Dependent Care Account
Dear Participant,

This packet was deslgned to aid in the election and participation of the flexible spending
portion of the Section 125 Flexible Benefit Plan sponsored by your employer. The amounts
you elect to be set aside for your Health Flexible Spending Account {Health FSA) and/or your
Dependent Day Care FSA will be in-force for the 1/1/2016 through 12/31/2016 plan year.
Your employer will announce the new election limits for 2018.

The following sections are included in this booklet:

*» How Flexible Spending Accounts Work

* How to File a Claim

« What eligible expenses wilt be considered
* Enrcliment Forms

* Reimbursement Forms

For additional reimbursement forms, please visit our web site at:
www jjstanisco.com

We look forward to assisting you with your Flexihle Spending Account(s).

Sincerely,

J.J. Stanis and Company, Inc.
Section 125/Flex Administration



For helpful hints and an at-a-glance overview of how to submit
your Flexible and/or Dependent Care claims please see Page 6
of this packet.

How Flexible Spending Accounts Work

Flexible Spending Accounts allow you fo direct a part of your pay, on & pre-tax basis, into special accounts
that can be used throughout the year to reimhurse yourseH for certain out-of-pocket medical expenses and/for
dependent day care expenses. Baecause your money goes into your reimbursement acceunts before federal
and state income taxes are withheld, you pay less in taxes, and ultimately have mere disposable Inceme.
There are two separate accounts: a Health FSA and a Dependent Day Care FSA.

Health Flexible Spending Accounts

Your Health FSA may be used to reimburse eligible medical, dental, vislon, ete. expenses incurred for
yourself, your spouss, and your eligible dependents {(minus amounts reimbursed by insurance) up to the
maximum bensfit amount you elected for the year. {Please sae Page 2A for your employer's minimums and
maximums for tha 1/1/2016 through 12/31/2016 plan year). You may only be reimbursed for expenses
incurred for services rendered during the plan yaar, not far services rendered in a different plan year but paid
in the current plan year. If you are a new employse entering the plan during a plan year, services must be
rendered after you are eligible to participate in the plan. Participants are allowed a 90-day run-off period after
the plan year ends in which to submit claims that occurred during the plan year but were not yet submitted
{run-off period may vary),

What Expenses are Eligible for Reimbursement?

Effective 1/1/2011, healthsare FSA's are prohibited from refmbursing expenses for over the counter {OTC)
drugs and medications unless the purchase was obtained by prescription. The documentation required for a
reimbursement of a prescribed OTC drug/medicine is subject to IRS guidelines and applicable law. You will
need a prescription to be reimbursed for such over-the-counter items such as cough medicine and aspirin.
This new rule will apply only to medlcinas and drugs; it does not apply te non-drug medicat expenses for
example band-aids, crutches, contact eye sclution. (A detailed [Ist can be found on Pagas 7 through 10 of this
packat).

Premium Conversion Account
Tha purpose of this Plan is to allow employees to pay pre-tax contributions towards employer-sponsored

health plans maintainaed hy your employer. Participation in this plan is autornatlc unless you complete and
submit a waiver form to your employer.

Dependent Care I'SAs

An employee may contribute ta a dependent eare up to $6,000 (32,500 for a married employee filing separate
tax returns) of depsndent care expensas each plan year. Reimbursable expenses are non-health care
expenses that are incurred for the care of an eligible dependent so as la:

+ Enable the employee, or the employee's spouse, to be gainfully employed or to attend school full-
time. Gainful employment may be full or part-time, inside or oulside of the home. Volunteer work does
not meat the definition of gainful employment.

= Ensure a gualified dependent's well being and protection. Qualified dependents are children under age
13. Also considered to be qualified dependents are disabled spouses and other dependents who are
physically or mentally incapable of self care, and who regularly spend at lsast eight hours sach day in
the taxpayer's household.
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Herricks UFSD

Healthcare Reimbursement Acconnt
Minimum Allowable: $200

Maximum Allowable: $2,550

Dependent Care Reimbursement Account
Minimum Allowable: $200

Maximum Allowable: $5,000

DA-



Dependent care FSAs may nat reimburse employees for amounts paid to persons whom they claim as their
own dependents for income tax purposes or for amounts paid to & child of their own who is under age 19 at
the close of the tax year. Additionally, employees may not be reimbursed for amounts paid to camps where
~ the'r dependents stay overnight -e.g., summer camp for children.

No Advance Payment for Dependent Care FSAs

Dependent care expensas may not be reimbursed until they are actually incurred - i.e., after the care has been
provided, and not when the participant is formally billed, charged for, or pays for the dependent care. Thus,
even though some day care centers require advance payment for services, employers may not reimburse
employees for the expense until after the care has been provided - a situation that may cause cash flow
hardship for some employees.

Furthermore, the dependent care account can only reimburse with funds deposited into the account
{deductions withheld from your paychock). If there are not funds available when you submit a claim, we will
enter the claim Into our system. As scon as additional funds are deposited, a check will be issued. I the
amount of your expense was more than your account balance, the excess part of your claim will be carried
over to the next pay period, 1o be paid out, as your account halance becemes adequate.

“Qualifying Day Carc Center” means a day care center which provides full-time or part-time care
for more than six individuals (other than individuals who reside at the day care center) on a regular basis
during the Eligible Employee’s taxable year, and which:

A. Gomplies with all applicable laws and regulations of the state and town, city or village In which it is
located; and

B. Receives a fee, payment or grant for services for any of the individuals to whom it provides ssrvices
(regardless of whether such facility is operated for profit}.

“Qualifying Individual” means:

A. A Dependent of the Participant who s under the age of 13: ot
B. A Dependent of the Participant who is physically or mentally incapable of caring for himself or herself
C. A Spouse of the Participanl who is physically or mentally incapable of caring for himself or herseif,

“Qualifying Services” means services performed:

A. Inthe home of the Participant; or
B. Quiside the homa of the Participant for

(i) The carc of a Dependent of the Participant under the age of 13, or
(i) The care of any other qualifying individual who spends at least eight hours aday in a
participant's home

“Services” means the duties performed to enable a Participant or his Spouse to remain gainfully employed
and which ara related to the care of a Qualifying Individual.

“Spouse” means the person to whom the Participant is legally married but shall naot include an individual
legally separated from a Participant under a decres of legal separation.

“Student” means an individua! who during each of five calendar menths during a Plan Year is enrolled as a
full-time student at an Educational institution,



Terminating kmployees
Employees wha terminate thelr employtment before the end of the plan year:

+  May forfeit thair account balances, by failing to request reimbursement in the grace pariod astablished
by the smployer.

Obligations under COBRA for Health Care

A health care FSA is cansidered to be a “group health plan” with respect to the haalth care continuation rules
of tha Consolidated Omnibus Budget Reconciliation Act of 1885 {COBRA). This means that employees who
have terminated thair employment and have a positive FSA balance have the right to slect to continue their
participation in the health care FSA,

Risk-of-Lose Rule or "Uniform Coverage Rule" for ITealth Care FSAs

The uniform coverage regulremant, sometimes called the risk-of-loss rule, requires health care expense FSAs
to operate like Insurance plans and demonstrate risk, rather than mere reimbursement accounts. This
essentially means that employers must make the full amount of coverage elected by a plan parileipant
available to the employee from the start of the plan year; ragardless of how much te da‘e has been
contributed. Employer ¢an limit their lability by setting a maximum in the health care FSA.

FSA Forfeiturcs

Because of the tax advantages of the Flex Spending Account, the Internal Revenue Service (IRS) has strict
guidelines for its use. One of thesa guidelines is commonly known as the "use it or lose it" rule. Put simply, if
you contribute pre-tax dollars into your Health Care FSA or Dapendent Care FSA and then do not have
enough eligible expenses during the Plan Year to equal the amount you contributed, you will lose the balance
remaining in your account when the Plan Year ends, That is why it is important to plan carefully before
daciding how much to contribute. With carsful planning, you can minimize the risk of losing any of your
contributions, Accarding to the IRS, after all submitiad reimbursement claims have been procassed, any funds
remaining must be returned to the employer.

Employers are not permittsd to return funds directly or indirectly to employees that have remaining balances in
their accounts at the close of tha plan vear,

Change of Status Criteria for Medical FSA and Dependent Care Accounts

In order to make a mid-year change of election in or termination of a participant’s medical FSA or Dependent
Care Account, the parlicipant must have a change in family status falling into one of the following six
categories;

A change in the participant's legal marriod status

A change in the parlicipant’s numbaer of dependents

A change in the work schedule of the participant or the participant's spouss

Termination or commencement of employment of the paricipant’s spouse

An unpaid leave of absence taken by elther the participant or the participant’s spouse

Significant change in the participant's or the participant’'s spouse hsalth coverage as s result of the
spouse’s employment status

* & & = &+ B

I! such a qualifying event occurs and the participant wishes to make a changs in his or her elaction {consistent
with the resulting gain or loss of eligibility for coveragse), the plan administrator must be notified within 30 days
of ke event. Changes are made effeclive the date the Change of Status form is filed with the plan
administrator, Ta file a Change of Status form, please ses your employer.



Claims Appeals

Participants have a right to appeal claim payment determinations. If Participants dizagree with any claim
payment determination, then sald Participant must submit proof that a claim for benefits is covered and
payable under the Plan’s provisions; Including (2) all facts and theories supporting the claim, {(b) a staternent
within tha referenced Plan provision. If Participant does se, it may be that some or the entire claim will be
payable under the Plan. This Plan allows for two appeals of an adverse benefit determination. Each appeal
provides full and fair review of an adverse determlination. Participant wilt be provided free of charge with a
complete description of the Plan’s review procedures and the applicable time limits by contacting the Plan
Administrator. Brigfly, claimant may file an appeal within 30 days following receipt of this notice, which must be
in writing and addressed as follows:

J.J. Stanis and Company, Ine,
377 Oak St.
Suite 406
Garden City, NY 11530
ATTN: Claims Appeals

If participant provides the Plan will all information needed to address the appeal, the Plan will respond to the
appeal not later than 30 days after receipt of the appeal. Participant are enlitled to receive, free of charge upon
request, reasonable access (o, and copies of, all documents, records and other information relevant to a claim
for hencfits.



J.J. STANIS AND COMPANY, INC.

377 Qak 5t, Suite 406 « Garden City, New York 11530
Phone 516 » 465 » 3900 Fax 516 +465 » 3920

Please read the following helpful hints to aid in the processing and expediting of

1.

your Flexible Spending and Dependent Care claim reimbursements ~

Attach a Claim Form

Complete the Health Care or Dependent Care claim form and remember to Sign and Date it. If any information Is omitted, it
can cause & delay in processing your claim(s). (Flease see the Claim Appeals section of this packet).

Keep copies of all documantation sent in with your claim(s).

Include the (corresponding) Explanation of Benefits
When filing for reimbursement of Madical, Dental andfor Vision expenses, please be sure b include the Explanation of
Benefits from your Insurance company. If you do not have Insurance for the beneflts on which you are seeking reimbursemsnt,

please be sure to check off "I do NOT have insurance coverage for this expense” on the Request for Haalthcare
Reimbursemsnt Claim Form.

Please indleate on the Clalm Form the description of service being submitted (I.e. Durable Madical Equipmant, Contact
Lenses, Office Visit co-payment; etc.)

Plsasa submit reimbursamant claims for Healthcare and Dependent Care aftsr tha services are randarad and expenses arg
incurred.

Items submitted for reimbursement should be legible and contain the following
information:

Mame of service provider

Description of the service(s) being rendered or the name of the supplfeé furnished

The charge(s) for each service andfor supply

The date(s} for each service andfor supply

The name of tha person{s} receiving service

Prescrptions must Include the drug name as well as the ahove

Dependent Care provider Tax |dentification Number along with dates of service, and child ar children's name receiving
sarvices

Time Saving Tip: Request a (prescription) printout from your pharmacy that lists alf necessary information; eliminating
the need o submit prescription "sfubs”

4,

Claim Filing Fips:

Do not submit balance due statements or credit card raceipts as they are not valid raceipts, They must contain all of the
information stated above.

When possible, group expenses per family member, _
Separate claims by Plan Years. (l.e. group 1/1/15 through 12/31/15 expenses; group 1/4/16 — 12/21/15 cxpanscs, ele.)
Do not Hi-Light expenses or staple them together.

Do not submit duplicate receipts,

Include Letter{s) of Medical Necessity from your attending physician if submitting for durable medical eguipment, supplies,
vilamins; elc.

Include the prescription(s) for Over-the-Countar medicatlons.

If you are submitting a pholocopy, please be sure the copy is legible and contains all the information as the original.



J.J. STANIS AND COMPANY, TNC.

EXAMPLES OF QUALIFYING HEALTII CARE EXPENSES
(NOT ALL INCLUSIVE)

ABORTION
Yaur may Includs In health cars expanses the amount you pay for a f=gal atortion.

ACUPUNCTURE
You may include in health cars expenses the amount you pay lor acupunciure. It must be necessary to traat a sascific madical condition,

ALCOHOLISHM
You car Includa In haalth care expensss amaunts you pay for aninpalient's treatment at a therapeutic center for alcchol addiction. This includes meals
and lodging provided by the center during treatment.

AMBULANCE
You may include in health cara axpansas amounts yau pay for ambulance servlce.

ARTIFICIAL LIMB OR PROSTHESIS
You may include in heallh care expenses amounts you pay for an artificial fimb.

ARTIFICIAL TEETH
Y¥ou may includa in health care expensas amounts you pay for artificdal teeth,

BIRTH CONTROL .
You may Include in health care expenses, birth control pills preseribed oy your doclor. You may also include the cost of condems and spermicides.

BRAILLE BODKS/MAGAZINES
You may include in health care expenses he pa't of the cost of Braille tooks and magazines for usa by a visually ‘mpalred parson that is more thun the
cost for regular printed editiona.

BREAST PLIMPS
You may include in health care expenses the cost of a breast pump If there 's 1 medical reasen. Expenses MAY NOT be 'nchuder if only usad for
convenience, scheduling or otner parsonal reasons. A nota fram an attending physician stating that a medical condition oxists must be provided.

CAR

Special equipment. You may Include in haaith care expenses the costof specizl hand controls and other special equipment installed in a car for the
usc of 2 parson with a disabilily,

Special design. The amount by which the cost of a car spacfally dasignad ta hold a wheelchair is mare than the cost of a regular car is a health cara
sxpense,

CHIROPRACTORS
You may include in health care expensss fass you pay to @ chiropractor for nezlth cara.

CHRISTIAN SCIENCE PRACTITIONERS
You may include in health care excensas amaunts you pay to Chilstlan Sclence practitionsrs if paymeonts arc for health care,

CONTACT LENSES
You may include in health care expensas amounts you pay for contact lenses needed for health sare reasens, You can also include ihe cost of
equipment and materials requircd for using contact lenses, such as saling solJtion and enzyme cleaner.

CRUTGHES
Yad may include in health care expenscs emounts you pay to rent or buy ciulches,

DENTAL TREATMENT
You may include in health care expenses amounls you pay for dental treatment. This Includes feas pald to dentist, X-ravs, filings, braces, extractions
ane dentures. :

DNAGNOSTIC DEVICES
Youmay Includa In heallh care expanses the cost of devices used in diagnesing and treating illness amd discase {2.g. biood sugar test kits),

DOCTOR'S FEES

You may include in health care cxpenses amounts you pay for legal healln care ssrvices provided by: physic ans, surgeons, spedalists, and olher
medical practitioners. You inay also include amounts you pay for psychlatde care. This includes the cost of supgorting a mentally ill dependent at a
spaclaily agquipped haalth care centar where the dependent receivos heelth care,
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JJSTANIS AND COMPANY, INC,

DRUG ADDICTION
Yau may include in haalth care sxnersas amacunts you pay for inpatient’s treatment at a therapeutic center for drug addiction. This includes maals and
lodging at the center during reatment.

EYEGLASSES/EYE SURGERY
You ray Inclugs In health care expensss amcounts you pay for eyeglasses and conlect lenses you need for health care rzasens. You may afso inciude
fees peid for eye examinations.  You may also Include amounts you pay for aye susgary to treat defactive vislan.

FERTHLITY ENHANCEMENT
vau can inciude the cost of the fullowing precedures to aid in having shildren.
+  Procedures such as in vifro fertilizetior (including temporary storage of eggs cr sperm).
+  Surgery, induding an operat.an to reverse prior surgery that pravents you from having childran,

GUIDE DOG
You may Includs In haalth care expenses 1ne cost of a guide dog for the viaua ly impaired or hearing-impaired. Amounis you pay for lhe care of the daog
are also healih care exponses.

HEARING AlDS
Yeou may include in haalth care expenses amounts you pay for hearing aids and the batteries you buy o operafe it

HOSRITAL SERVICES
You may include in health care expenses amounts you pay for inpatient care if the ma'n reasan for being there is to receive health care.

LABORATORY FEES
You may include In haalth care expenses amounts you pay for laborata-y fees that are part of health care.

LEGAL FEES
You may include in health care expanses lagal feas paid o authoriza treatment for mental ifiness. However, you may not include fees for the
managerenl of a guardianship estate or cther fees not necessary for medical care,

LODGING
You may include in haalth cars expanses the cost of meals and ledging al a haspital or similar institution if your mein reason for being there is ko recalve
nealh care,

MEDICAL INFORMATION PLAN
Y ou may include in health care expenses amounts paid to a plan that kecps your health care infonmation in a comzuter dzta bank and relrieves and
furn'shes the infermation upon raquest.

MEDICINES OR DRUGS

Bat prescribed and over-the-counter medicines or drugs are reimbursable if they are primarily for medical care. Sas separate sheet entilled *Allcwacle
Expanses Under Haalth Care Fiexible Spending Accounts 1o Include Qver-The-Countzr Medicings and Drugs” for information regarding over-the-counter
medicines andfor drugs.

MENTALLY CHALLENGED, SPECIAL HOME
Youmay include in health care expenses the cost of keeping a mentally challanged parson in a special home, not the homa of a refative, en the
racommendalion of a psychiatrist to help the person adjust from living in a mental hospital ko community living,

NURSING HOME
Y ou may include in health care expenses the cost of health cara In a nursing homa or homea far the aged, or a similar instituiion, for you, your speuse or
vour deszndents, if the main reason for belng there is to get health care.

MNURSING SERVICES
¥oumay include in haalth cara axpenses wages and other amounts you pay for nursing sarvices.

OPERATIONS OR SURGERY
You may indude In heaith care cxpenses amounts you pay for legal opsrations that zre not for cosmetic surgary.

OXYGEN
You may include in hezllh care expenses amounts you pay for oxygen or oxygen cquipment to relicve breathing probiems czused by a madical
conditlon.

PSYCHOANALYSIS
Youmay Includs In haalth cara expensaes amounts you pay for psychcanalysis.



JJ.STANIS AND COMPANY, INC,

PSYCHOLOGISTS
¥ou may Include kn health care axpersas amounts you pay to a psychologls: for neaflh care.

SMOHKING CESSATION PROGRAMS
Y'ou may include in health care =xserseas tha cost of a program to stop smaking.

SPECIAL SCHOOLS
You may include In health care oxserses payments to a special school for a mentally impaired or physically disablad person If the main reason for using
the schoa! is its resources for refieving the disability.

STERILIZATION
Y'ou may include in health care exzerses the cost of a legal sterilizafion {a legally performed operation o make a person unable to have children).

TELEPHONE
You may include in health care exgerses tha cost and repair of spedal teleshone equipment that lels a hearing i paired person communicate over a
regular phone.

TELEVISION EQUIPMENT
You may include the cost of aquipment that displays the audio part of a television program as subtitles for hearing impalred persons.

THERARY
You may include in health care expenses emounts you pay for therapy you receive as medical trestment,

TRANSPLANTS
You may include in health care expenses peyments you make for surgical, hesp'tal lavoratory and ransporlation expenses for a donor or a passible
danor of a kKidnay or othar organ,

TRANSPORTATION
You may include amounts paid for transportation primarily for, and essenlizl to, haa'th care.

WHEELCHAIR
You mey include in health care expanses amounts you pay for an ambuletie or wheelchair used mabnly for (e reliefl of sickness or disability, and not just
te provice transportation to and from work.

WIG
Y¥ou may include the cost of a wig purchased an tha advice of a physician for the mental health of a patient who has lost all of hisfher hair from dissase
or as a result of medical care received for a discase.

X-RAY FEES
You may Include in health care expanses amounts you pay for x-rays you gel fur medical reasons,



J.J. STANIS AND COMPANY, INC.,

377 Oak St, Suite 406 « Garden City, Now York 11536
Phone 516 + 465 « 3900 Fax 516 » 465 + 3920

EXAMPLES OF NON-QUALIFYING HEAT.TH CARE EXPENSES
(NOT ALL INCLUSIVE)

BREAST IMPLANT REPAIR

COACH FOR CHILD BIRTH

CONTACT LENS INSURANCE CONTRACTS

COUNSELING FOR MARITAL OR RELATIONSHIP ISSUES
DANCING/SWIMMING LESSONS

DIAPERS/DIAPER SERVICES

EXERCISE PROGRAMS AND HEALTH SPA MEMBERSHIPS

EXPENSES iINCURRED AS A SURROGATE MOTHER

FUNERAL EXPENSES

HAIR RESTORATION DRUGS/TRANSPLANTS/IMPLANTS

HEALTH CLUB DUES

HQUSEHOLD HELP

ILLEGAL OPERATIONS AND TREATMENTS

INSURANCE PREMIUMS

MATERNITY CLOTHES

MEDICINES DR DRUGS PURCHASED OUTSIDE THE UMITED STATES
NUTRITIGNAL SUPPLEMENTS

You cannot include the cost of nuerlioral supplemants, vitamins, herbal supplements, “1atural modicines,” cte. unlzss you obtain them with a physiclan's
prascription and letter of meadical necess:ty.

OVER-THE-GOUNTER DRUGS AND MEDICATIONS

Overthe-counter drugs and medidne are not digible unless the purchass was shtained by prescription. The documentalic ™ required for reimburseament
al & prescribed OTC drugimedlclne |s subjact to IRS guidelines and applicable laws.
PERSONAL TRAINER

PERSOMAL USE ITEMS {a.g. taothbrissh ard toothpaste}

SAFETY GLASSES

TANNING BED (for a skin condition}

TATTOO REMOVAL

TEETH WHITENING OR BLEACHING
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FLEX PLAN ENROLLMENT FORM J. . STARIS and COMPANY, TNC.
{Please print clearly)
PLAN YEAR BEGINNING 1/1/2016 ENDING 12/31/2016

Emplovee Information

Group Mame: Herricks UFSD

Fffsctive Date (mm/dd/yyyy): January 1, 2016 Ilire Date (mm/dd/yyyy): December 31, 2016

Employse Last Name First Name ML Date of Birth SSN
o - (mm/dd/yyyy) (XXX-XX-XXXX)
. :"'._ .__.._f'_.__ [ _— T

Home Address

City: State: Zip Code:

Daytime Telephone Number; () E-Mail Address (optional)

Check one: 0O New Enrcllment T New Plan Year Election (Re enroliment)

Benefit Elections
Please indicate the number of paychecks you receive per year: _
{THESE CALCULATIONS MUST BE APPROVED BY YOUR PAYROLL DEPARTMENT]

Annual No. of Faycheck
Amount Paychecks Reductions
Health Care Expense s T T
Depandent Care Expense S . + I
TOTAL AUTHORIZED SALARY REDUCTIONS S g

(Pre-Tax Sulary Reduclions)

ALUTHORIZATION: | understand that any salary reduction amounts not used by the end of the above plan vesr for eligible expenscs incurred during the
plar year will be forfeited by mc in accordance with Seclion 125 of (he Internel Revenue Code. T lurlher undersiand that the reduclion(s) specilied abeve wil:
be in cffcst for such plan year aned cen be revoked only il the election change is due and consistent with o changa in my family status as defined in Section 125
and ollier applicable laws, rules and regulations, &s well as allowed under my plan (e.g., family or emplayment change n status if allowed under my plan). 1
hereby authorize my employer to reduce my salazy each pay period on a pre-tax hasis by the amaount of my bensfit elechon(s) specified ahove. Tn the evenr
thet any reimbursement T may clatm and receive under the Plan is later decnicd unsubstantiated by the IRS, [ hereby acknowlodge and aceept responsibility,
and ho'd my employer and I. J. Stanis and Company, [nc. harmless, for any edverse tax consequencey that may result, Furlthermore, Thave read and agree to
the General Provisions indicated on subsequent page.

Employee Signuiure Dote
Authorizad Empioyar Representative (orint name) Daie
Authorized Employer Representative Signgture fizta

PLEASE SEE PAGE THAT BEGINS WITH GENERAL PROVISIONS
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General Provisions ™

« You cannot changs your annual elections during the Plan Year unless you have a qualifying change in siatus
avent and your Pian provides for same Election changes must be requested within 30 days of the qualifying event.
Qualifying changa in status events include, but are not limited to:

- achangs in marital status (marriage, diverce, annulment, legal separation, or death of spouse),

- achangs in your number of dependents (birth adoption or death of a dependent), or

- a change in employment status {you, your spouse, or a dependent’s termination of employment or
semmencement of employment, strike, a commenecement of or return from, unpaic leave of absense,

¢ The Employer/Plan Spansor may reduce or cancel your salary reduction or otherwise modify this agreement if it is
necessary to satisfy provisiens of the Internal Revenue Code.

» Please refer to your Flex Plan documents, and other relevant materials provided to you, and relevant IRS
publications for more Information.

Flexible Spending Account Provisions {if applicable) **

« Any unused balances in your Health Care Reimbursement Account (HCRA) or Dependent Care Reimbursement
Account (DCRA) at the end of the Plan Year or any applicable grace period will be forfeited (the "use it or lose it”
rule).

» Expenses paid through your flaxible spending accounts will no longer be eligible in computing deductlons or tax
credits on your income tax return.

» Eligible health care expenses are those that are deductible for federal income tax purposss as defined under IRC
Section 213(d} and have not been reimbursed ar paid by insurance or any other plan.

« Expenses reimbursed under the Dependent Care Reimbursement Acsounl (DCRA} will reduce, dollar for dolar,
the Dependent Care Tax Credit you may otherwise qualify for.

« The IRS generally considers the date of an expanse to be the date service is rendered or received, not the date
the expense is actually paid.

+ You agree to Indemnify and reimburse your employer and/or J. J. Stanis and Company, Inc. on demand for any
liabilities that may occur from any reimbursement made for a non-qualified expense or for payment made in error.

« J.J. Stanis and Company, Irc., or your employer, cannot guarantee the tax treatment of Flexible Benefit Plan
deposits.

** Tha information contained herein or in any of the documents/information provided by J.J. Stanis and Campany, Ir¢. is
subject to your Employer's Flex Plan Document(s) and applicable IRS rulings and publications, and applicable laws.
Nothing contained hersin or in any of the documents/information provided by J.J. Stanis and Company, [nc. shall be
deemed or construed as legal or tax advice you are encouraged to seek the advice of your own counsel and consultants.
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Request for Return comptleted form to:

. J.J. Stanis & Company, Inc.
Healthcare Reimbursement 377 Ouk 51, Suite 406

Expenses Garden City, NY 11530
Fax Number 516-465-3920

Employer Group Number

Employes Narme SS Mo,
Last First Plichl b2

Homne Address:

Number/Streat Cily Stage Zp

Pleasa chack anly if this is a new addrass. Daytime Telephone Number

HEALTH CARE FLEXIBLE SPENDING ACCOUNT

Check the box that applies. Supporting documentation as required hy the IRS, applicable laws andfor your Plan must actompany this
reimbursament request farm,

0 Ihave group heaith [medical, dental, vision} insurance for this expense, Attach a copy of the Explanation of Barefits (EOB} statemnent  that
you received [rom your insurance carricr showing how benefits were paid.

0 1 do NOT have insurance coverage for this expense. Submit an itemized statement showing the date of sarvice, provider's name, and services
Provided, and the amount of the charge.
| balong ta an HMO, Submit a pa‘d receipt for your copayments, For expenses not covered, submit an Itemlzed statement.
| am submitting expenses for orthodontia, With your first request, submit & copy of the Truth in |end’ng Statement {contract) itemizing the
treatment period, down peymant and man:hly payments, and <he amouns covered by Insurance, f any. Submita  capy of your manthly
sayment coupon and/or itemized receipt each time you request reimbursement far angolng treatment.

Date For the Benefis of Requested

Amount
of Service {Name a1d Rzlationship) Descripton of Service Provider of Service

| certify that | have not previously requested reimbursement for the above expensa under this plan or any other plas, 2nd | am not cligible to receive
additional insurance benefits or reimburserments from any ather source for such expenses. | further certify that | am nat applying these expenses
toward any foderal or state inceme tax ded.action or credit.

Emplovea Signature: o Date:

If you have questlons about a claim, or the I'SA program, please call (516} 465-3900 sztween 8:30 a.m. and 5:00 p.m. ET, Monday Lhrough Friday.
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Return completed form to;

Request for Dependent J.J. Stanis & Company, Inc.
Care Reimbursement 377 Qak St, Suite 406
Garden City, NY 11530

Expenses Fax Mumber 516- 465 -3920

Employer L Group Number

Emrployec Name S5 Na.

Last Flrst Middle
Home Address: N
Mumber/Strect City State Zin
Please check anby if this is a new addrass, Layime Telephone Number

DEPENDENT CARE FLEXIBLE SPENDING ACCOUNT
You may complete the reversa side of this form and obtain your dezzndent care provider’s signature varifying charges, or you must submit a raceipt
or statement from the pravidar g'ving tha from-io dates of service. IMPORTAMT: You must provide the IRS with the name, address and Tax 1.D. (or
Sac. Sec. No.) of the dependent care providar on your federal income tax return. If you are unable to provide this information, the tax exclusion for
tie denandant care reimburserment account may be denied by the 1RS,

Date ;f Senvice For the Berefit of " Reqguested
From mofday/fyear to mo/day/fyesr {Mame and Relatlanship) Provider of Service A_"BUE

[l w S

AN A - R A

[ w S _I

pPd o w

P - to !

[l w ) )
/7w

AR

Pleasc provide the child care provider's tax identificatlon number here:

| cortify that | have not previously regquested reimbursement for the above expensa under this plan or any other plan, an2 [ am not eligible
-0 recelve additiona! insuranice benefits o7 reimbursements from aay other source for such expenses. | furiner certify that | am not applying these
axpensas toward any federal or state ircome tax deduction er credit.

Ernploye= Signature: ] Date:

If yor have questlons about a claim, or the FSA program, please call (877) 470-3715 netween B30 a.mn. and 5:00 p.m. ET, Monday through Friday.

To access additional claim forms, please visit our website: www.jjstanisco.com
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Employer e Group Number

Employae Namc 35 No.
Lask Firsk Micd'e

Dependeant Name

Home Address:

Number/Streel h City State Zip

VERIFICATION OF DEPENDENT CARE SERVICES/CHARGES

Provider of Service:

| certify that the charges listed on the reverse side for dependént care services have been incurred for the dates shown.

{Signiature of Provider}

{Data)

VERIFICATION OF DEPENDENT CARE SERVICES/CHARGES

Provider of Service:

| certify that the charges listed on the reverse side for dependent care services have been incurred for the dates shown.

(Signature of Brovider)




USING YOUR HEALTH FSA
FOR ORTHODONTIC EXPENSES

Information for Participants:

If you are considering using the Health Expense Flexible Spending Account {(FSA) for orthodontic expenses,
understanding how Flex determines your eligible expenses is very important. This document will assist you
with planning for and claiming orihodontic expenssas,

Plaase have your Orthodentist complete the enclosed Orthodantics Worksheet when filing for a claim. This
form will serve two purposes. First, it can help you project your sligible expenses far the plan year. Second, if
you decide to utilize the Health FSA for orthodontics, it can be used by the claims personnel to assist with
axpense verification.

You can alse submit an Explanation of Benefits from your dental carrier along with the Dental claim form from
tha pravider. These forms should have all of the same information as requested on the Orthodontic
Workshest.

Please note lhat if any of the needed infarmation is not supplied, the claim may be panded until the necessary
information is receivad. The following information is required from your service provider before any
reimbursements can be processed;

Total amount charged for orthodontic treatment
Expected amount of insurance reimbursement
Total estimated treatment time
The date treatment began (the date of application of appliances)
Appliance fee charged and the monthly maintenance fee.

S e

In order for an expense to be eligible through an FSA, the SERVICE MUST HAVE BEEN RENDERED, not
necessarily paid for. This means that you can enly be reimbursed for services as they are rendered even
if you paid for them in advance.

Things to Remember:

1. The informaticn on the orthodontic worksheel must come from an “independent third party”. This means that
the IRS will not just “take your word for it". The documentation must come from the Orthodontist or the
insurance company if you have dental coverage.

2. Orthodontic treatment generally continues for several years. When planning for these expenses, make
sure to only include the value of the expenses that will be rendered during the plan year.
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J.J. STANIS AND COMPANY, INC,

Return by Fax to: (516} 465-3920

1.1, Stanis and Company, Inc,
377 Qak St, Suite 406 Garden Cily, NY 11530

ORTHODONTIC WORKSHEET Questions? (877) 470-3715 or (516) 465-3900
I Seeuon I; Patient Information

Patlent Name: Date of Birth: __ o

Responsible Party; Diagnosis:

Scetion [1: Finaneial Infortnalion

(1) The total cost of treatment is expected to be: )
(2) The Primary Insurance Carrler Is expacted to pay: 5
(3] Thc Secondary Insurance Carrier is expacted to pay: S
(&) “Out-of-Pockel” expenses Lo responsible party: S
(5) Date Treatment Began or is Expected to Begin: / /
Seetion [ Expenses
Amount Charged or Has this procedure been
Percentage of Total perfarmed? 1f "YES", list
Treatment - : R Procedures: . Date of Service.
for Pre-treatment [X-rays, molds, spacers} YES NO
for Application of the Appliances YES NO
L _ for Ongolng Treatment YES _ NO
for Rerroval of Appliances e YES_ NO
for PosT-traatment {retainers, positlonars, etc.) YES NC
for Other Expanses {alease explain on separate sheoet) YES ND
TOTAL (this should equal 100% or the amount listed as the Total Cost of Traatment)

Section IV: Other Information

Estimated Treatment time 1s menths |
We offzra discourt If all fees arc paid in advance,

Yes No
Will there be addltlonal charges If treatment time Is longer than astimated?
If the total fee is paid in advance and treatment must stop due tc o NYes 1 No
Cxtanuating circumstances {i.e.: transfer, disability, death) willa refund bemade? | |

Seclion ¥; Sevvice Provider Information and Signaturs

The informution provided above may be used us o planning tool, and is not o contract for services. The above estirmates dre reasonable for client use
in benefit plunning and documentation. | understand that Lmay be asked for additional Information and docurmerntotion os services are rendered,

Provider Name: Phang Number:
Provider Address: o Fax Number:
Coniact Person:

Signature Data
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