INTEGRITY ADMINISTRATORS, INC.
FLEXIBLE BENEFITSPLAN ELECTION & COMPENSATION REDIRECTION AGREEMENT

Employer: L] New Enrollment d Changein Status
Re-Enrollment AddressChange

Department: L ocation:

Eledion for the Plan Year starting on: DD/DD/DDDD Eledion Effedive Date: DD/DD/DDDD

EmployeeName
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S.S.N. DDDDDDDDD Date of Birth: DD/DD/DDDD Date of Hire: DD/DD/DDDD

ELECTION OF BENEFITS

In accordancewith my rightsunder the Plan, | eled to allocate the following amounts for each benefit that | seleded below. | understand that my
compensation for each pay period shall be reduced by the dollar amountsindicated below to create flexible benefit plan dollars during the plan year.

My paychecks are based on the following pay periods offered by my employer:

O weekly (52) U Biweekly (26) 0 semimonthly (24) U Monthly (12)
FLEXIBLE SPENDING ACCOUNT OPTIONS PAY PERIOD TOTAL FOR PLAN YEAR
ELECTION AMOUNT (Pay Period Amt. X # of Pay Periods)

1 |:| Premium Conversion Eledion $|:||:||:||:“:| $|:||:||:”:||:“:|

(Your employer may automatically make prospedive dangesin your Premium Conversion eledionsif the st of benefitsincrease or deaease and
such increases or deaeases effed the amounts that you are required to contribute for the corresponding coverage.)

2. |:| Medical Care Reimbur sement Account $|:||:||:||:“:| $|:||:||:”:||:“:|

(Maximum $ per plan year)
3. |:| Dependent/Child Care Reimbur sement Account $|:||:||:||:“:| $|:||:||:”:||:“:|
(Maximum $5,000per tax year)

4. |:| Individual Insurance Reimbur sement Account $|:||:||:||:“:| $|:||:||:”:||:“:|

(Thisoption is not offered by all Flex Plans. Contact your Benefits Department before making your eledion.)

WITH REGARDSTO MY COMPENSATION REDIRECTION AGREEMENT AND MY ELECTION OF FLEXIBLE
BENEFITS, | UNDERSTAND THAT:

A may not change dedions during the Plan Year unlessthereisachangein my family status (e.g., marr iage, divorce, death of my spouse or child,
adoption or birth of my child or termination of employment of my spouse).

** The Administrator is authorized to adjust the amount of my salary redirections and benefitsiif it is necessary to satisfy certain provisions of the
Internal Revenue Code or as a result of changesin premiums for benefitsthat are insured.

** My eledion of salary redirections and flexible benefits will remain in effed only during the Plan Year for which these dedions are made. Failure to
sign a new eledion form during the dedion period prior to each subsequent Plan Year will be mnsidered an election not to participatein the Plan
for that Plan Year.

**  Any amountsthat are not used during aPlan Year to provide flexible benefits will be forfeited and may not be paid to mein cash or used to provide
benefitsin alater Plan Year.

** | am solely responsible for notifying my Employer if | have reason to believe that any expense for which | have obtained reimbursement is not a
qualified expense. | also agreeto indemnify and reimburse my Employer on demand for any liability it incursfor failure to withhold federal, state
or local incometax or Social Security tax from any reimbursement | receive for a non-qualified expense, up to the amount of additional tax actually
owed by me.

** My Social Security benefits may be slightly reduced as aresult of my election. Inthe event of my death, my designated beneficiary may have certain
obligations and responsibilitiesto file daims and seek the payment of benefits under the ter ms of the Plan. | therefore designate as my beneficiary
under the Plan the following person:

BENEFICIARY DESIGNATION
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ELECTION TO PARTICIPATE IN THE PLAN

| hereby eled to participatein my Employer’'s Flex Plan. | understand that this agreement is subjed to the terms of my Employer’s Flexible Benefit
Plan, M edical Care Reimbursement Plan and/or Dependent Care AsdstancePlan in effed and as amended from timetotime. | also understand that
this agreement shall be governed by and construed in accordancewith applicable laws and shall take effed under such applicable laws and, to the
extent allowed by the law, revokes any prior eledion and compensation redirection agreement relating to such plan(s) for the mrre sponding Plan
Year.

X

Employe€s Signature Date

DECLINATION TO PARTICIPATE IN THE PLAN
| certify that | have been given the opportunity to participatein my Employer’s Flex Plan and have deded not to do so at thistime. | understand that
by not eleding to participate, | will not be ableto enroll in the Flex Plan until the next Plan year.

X

Employe€s Signature Date

EMPLOYER ACCEPTANCE
This Plan Elecion, Change or Dedination is hereby accepted and agreed to by the Employer’s Authorized Representative.

X

Employer Representative s Signature Date

I ntegrity Administrators, Inc.
P.O. Box 13128Sacramento, CA 958133128 ¢ (800) 562-9383 4 (916) 921-3388 ¢ Fax (916) 921-3383

1Al FLEX 2/2002



