





RITALKA, INC.

FLEXIBLE SPENDING PLAN



ELECTION FORM AND SALARY REDIRECTION AGREEMENT


Employee Name: 	

Employee Address: 	

Employee Social Security Number: _____________________________________

Plan Year    _________________  through 	December 31, 2025

As an eligible employee in the above Plan, I acknowledge that I have received the Summary Plan Description. I have read the Summary Plan Description and understand the benefits available to me as well as all other rights and obligations under the Plan.

In accordance with my rights under the Plan, I make the following elections for the Plan Year specified above. The Employer and I agree that my cash compensation will be reduced by the amounts set forth below for each pay period of Plan Year (or during such portion of the year as remains after the date of this agreement).

ELECTION OF HEALTH FLEXIBLE SPENDING ACCOUNT

(   )	I elect to participate in the Health Flexible Spending Account for the Plan Year in the amount of $_________ (not to exceed $3,300).  

I understand that:

· The amount elected may not be covered under another plan or reimbursed in any manner such as an insurance product, a Health Savings Account or other flexible spending account.   For persons receiving a benefit under a Health Savings Account plan, any reimbursement is limited to expenses not covered under the High Deductible Health Plan as allowed under Code Section 223. This amount is irrevocable absent a “qualifying event” that allows adjustments to contributions. 
· Reimbursements under the Health Flexible Spending Account will be available only for "qualifying medical care expenses" for myself, my spouse, and/or dependents. Generally, "qualifying medical care expenses" are those expenses normally deductible on federal income tax returns (without regard to the percentage of adjusted gross income limitation) or otherwise allowed by law.  For more information, please see IRS Publication 502 at:  www.irs.gov/publications/p502/index.html. 
· I must notify Employer if I have reason to believe that any expense for which I have obtained reimbursement is not a qualifying expense. I agree to indemnify and reimburse the Employer on demand for any liability it may incur for failure to withhold federal, state or local income tax or Social Security tax from any reimbursement I receive of a non-qualifying expense, up to the amount of additional tax actually owed by me.
· Claims must be submitted within 60 days after the end of the Plan Year.  If my employment is termianted, claims must be submitted within 60 days after the date of termination, subject to the conditions below.   Please note that the service must be received during the dates of employment to qualify for reimbursement.
· This section of the agreement will automatically terminate if the Plan is terminated or discontinued.
· If employment is terminated, my participation in the Health Flexible Spending Account will be subject to the continuation coverage rules of COBRA.
· I may not seek reimbursement from this account for a medical expense which they intend on taking as a deduction or credit on their tax return.

See next section for dependent care expenses.
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ELECTION OF DEPENDENT CARE FLEXIBLE SPENDING ACCOUNT

(   )	I elect to participate in the Dependent Care Flexible Spending Account for the Plan Year in the amount of 
$		 (not to exceed $2,500 for employees filing single returns and $5,000 for married couples filing joint returns).


I understand that:

· Reimbursement will be available only for "qualifying dependent care expenses" as described in the Internal Revenue Code Section 129, the Plan document and the Summary Plan Description. 
· I must notify the Employer if I have reason to believe that any expense for which I have obtained reimbursement is not a qualifying expense. I agree to indemnify and reimburse the Employer on demand for any liability it may incur for failure to withhold federal, state or local income tax or Social Security tax from any reimbursement I receive of a non-qualified expense, up to the amount of additional tax actually owed by me.
· I agree to provide the Administrator with a statement from the service provider that includes the amount of the expense as proof that the expense has been incurred.
· I agree to provide the Administrator with the name, address, and if applicable, the taxpayer identification number of the service provider.
· I will only be reimbursed for amounts up to the balance in my account at the time of my request.
· I cannot claim a dependent care tax credit on amounts I receive as reimbursements under this Dependent Care Flexible Spending Account.
· [bookmark: _Hlk121814832]Claims must be submitted within 60 days after the end of the Plan Year.  If my employment is termianted, claims must be submitted within 60 days after the date of termination.   Service must be received during the dates of employment to qualify for reimbursement.
· This section of the agreement will automatically terminate if the Plan is terminated or discontinued.

OTHER TERMS AND CONDITIONS

I understand that:

· I cannot change or revoke any of my elections or this compensation reduction agreement at any time during the Plan Year unless I have a change in status and my election is consistent with such change.
· The Plan Administrator may reduce or cancel my compensation reduction or otherwise modify this agreement in the event they believe it advisable in order to satisfy certain provisions of the Internal Revenue Code.
· The reduction in my cash compensation under this agreement shall be in addition to any reductions under other agreements or benefit programs maintained by my Employer.
· Any amounts that are not used during a Plan Year to provide benefits will be forfeited and may not be paid to me in cash or used to provide benefits specifically for me in a later Plan Year.
· If I select to be covered under the disability insurance through the Plan, then any benefits paid to me from such insurance will be fully taxable to me and that it will be my responsibility to include these amounts in my gross income.
· Prior to the first day of each Plan Year I will be offered the opportunity to change my benefit elections for the following Plan Year. If I do not complete and return a new election form at that time, I will be treated as having elected not to participate for the following Plan Year and all contributions will cease. 

THIS AGREEMENT IS SUBJECT TO THE TERMS OF THE EMPLOYER'S CAFETERIA PLAN, AS AMENDED FROM TIME TO TIME IN EFFECT, SHALL BE GOVERNED BY AND CONSTRUED IN ACCORDANCE WITH APPLICABLE LAWS, AND REVOKES ANY PRIOR ELECTION AND COMPENSATION REDUCTION AGREEMENT RELATING TO SUCH PLAN.






	Date
	Revision
	What was changed
	Approval

	1/1/2014
	A
	Initial Release-tracking started
	Bonnie Hanson HR

	12/15/2014
	B
	Changed Plan Year Medical Amount
	Robyn Leese HR

	11/16/2015
	C
	Changed Plan Year
	Robyn Leese HR

	11/1/2016
	D
	Changed Plan Year & Flex Medical Amount
	Robyn Leese HR

	11/1/2017
	E
	Changed Plan Year & Flex Medical Amount
	Robyn Leese HR

	12/1/2018
	F
	Changed Plan Year & Flex Medical Amount
	Robyn Leese HR

	12/1/2019
	G
	Changed Plan Year & Flex Medical Amount
	Robyn Leese HR

	11/25/2020
	H
	Changed Plan Year 
	Robyn Leese HR

	10/29/2021
	I
	Changed Plan Year for 2022
	Robyn Leese HR

	10/19/2022
	J
	Changed Plan Year for 2023
	Robyn Leese HR

	10/31/2023
	K
	Changed Plan Year for 2024
	Robyn Leese HR

	10/31/2024
	L
	Changed Plan Year for 2025 and updated limits
	Kayla Ruikkie HR
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