2 S Section 125 Benefit Debit Card
Request for Spouse/Dependent Card(s)

I. Employer Name:

Employee Name:
(Please Print) FIRST M LAST

Employee SSN: Date of Birth:

Il. Please issue “The Benefit Card” to the spouse/dependent(s) listed below. | understand that it is my responsibility to
maintain all records necessary to substantiate the eligibility of all items/services purchased with the Benefit Card by my
dependent(s).

Spouse/Dependent #1.:
Dependent Name:
(Please Print) FIRST M LAST
Dependent SSN: Date of Birth:
Must be age 18 or older
Dependent #2:
Employee Name:
(Please Print) FIRST M LAST
Dependent SSN: Date of Birth:
Must be age 18 or older

[ll. | UNDERSTAND AND AGREE THAT:

| accept responsibility that al Benefit Card transactions of my above-listed spouse/dependent(s) are for expenditures incurred within the
Plan Year. Eachtimethe Benefit Card is presented for payment, the signed receipt will evidence that the expense has been incurred and
reaffirming that it is a qualified expenditure that has not been reimbursed, nor will any reimbursement be sought from any other source.
Upon request, | will immediately submit any required documentation and/or transaction detail. | understand that if the Benefit Card is
used for purchases other than qudified expenditures, | have violated this Agreement and my obligations under my Employer’s Plan. |
understand that, upon notification, | must immediately re-pay the expense to the Account and that my Benefit Card(s) may be
immediately suspended or revoked for such failure to comply.

Employee Signature Date
The dependent Benefit Card(s) should be received within three to four weeks.

Mail your completed form to: KBA FHexPro/ QPD
P.O. Box 55210
Indianapolis, IN 46205-0210
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Or fax your completed formto:  866-241-1488 PRD REP

DEPCARD 9204




