The
BEST“CX Enrollment Form
Plan

Employee Benefits Corporation M Submit completed form to your Employer.

B Genera Infomation

Clark County
Organization Name Department

N Patidpant Information (Please pint

LastName Suffix First Name M
OREOR:
Gender Date of Birth (mm-dd-yyyy) Date of Hire (mm-dd-yyyy) Patidpant Sodal Seaurity orldentification number
Mailing Address Apt. No. City State Zip Code
Home Phone 123-456-7890 E-mail Address (we do not share your e-mail address)
. Plan Dates (efer to “My Company Plan” Eligibility section)
Effective Start Date (mm-dd-yyyy) Number of Pay Periods

. Plan Benefits: | elect to have Elections below deducted from my pay taxfree and placed into the foll owing acoournts

Employee Election Employee Election

per Pay Peiod Plan Yer Total

Standard Health Care FSA S
Remburses all dighle medical eqenses; not foruse with HSA
limited Health Care FSA S S
With HSA only; rimburses dentd and vidon expenses only
Dependent Care FSA S
Remburses digble chid or dder cae eqenses (eg, dayare)
Total Election Amount S S

. Direct Deposit (optional; if you have not done so, complete banking information below to participate — authorization is in effect from plan year to the nex)

Financial Institution City State Zip Coce
() Check ng C Savings

Account Number Routing Number (exactly 9-digits)
I Authorization
) lemoll inthe BESTex Plan () Idonotwishtoemoll inthe BESTex Plan *

| agree thiselectioncannot be revoked or changed during the plan year, unless a qualifying event occurs tojustify the revocation or change as authorized by the IRC and Regulations. | understand my Social Security benefits may be
affected by my participation in this Plan and that any money | allocate to these accountsand do not spend by the end of the planyear (or grace period, if elected by the plansponsor) cannot be retumed to me. Your annual election will
be rounded down if it is not evenly divisible by the number of paychecks. If a debit card has been provided to me, | certify Iwill only use the Cardfor payment of eligible expenses under the Plan and any expense paid with the Card will
not be reimbursed nor will Iseek reimbursement under another Plan. | agree to provide substantiation that any expense is eigible for reimbursement under the Plan, and to reimburse the Planin cases where I have been reimbursed in
error for an expense ineligible under the Plan. lalso understand Employee Benefits Corporation may need “protected health information” regarding coverage or benefits to me or my dependents under the Plan. By signing this
Enrollment Form, | acknowledge that Employee Benefits Corporation will obtain “protected healthinformation” for purposes of the Planand only for as long as Employee Benefits Corporation is providing services regarding the Plan.
Any information disclosed pursuant to this Enroliment Form will not be subject to redisclosure by the recipient, except for purposes of the Plan. | understand that my enrollment can be denied if | do not sign this form.

If Direct Deposit iselected for reimbursement, | authorize Employee Benefits Corporationto send reimbursements (and appropriate adjusting entries) electronically or by any other commercially accepted method to my designated
account at the financial institution named above. | agree not to hold Employee Benefits Corporation responsi ble for any delay or loss of funds due to incorrect or incomplete information supplied by me or my financial institution or due
to an error onthe part of my financial institution in depositing funds to my account. It is my responsibility to notify Empl oyee Benefits Corporationimmediately of any changesin my financial institution (i.e., change of account number
or closure of account). This authorization will remainin effect until Employee Benefits Corporation has received written notification from me of its termination in such time and in such manner as to provide Employee Benefits
Corporation a reasonable opportunity to act on it.

*fyou donotwish toenrol, youare signing acknowledging that your employer offered coverage to you, andyou wil be unable to enroll ata later point intime for 2025 unkess you have a qualfying event,

Signature Date (mm-dd-yyyy)

Payroll use only: Check Date:

DED S YYYNN




