
 

 

Pasco Sheriff's Office SALARY REDIRECTION AGREEMENT 
 

Employer:   Pasco Sheriff’s Office Employer Tax ID Number:   59-6000796 Cafeteria Plan Year: 10/01/2014 - 09/30/2015 

Social Security Number:    If new employee, indicate eligibility date:    

Name: (Last)    (First)    (Middle Initial)    

Address:    City/State:    Zip:    

24 Bi-Weekly Payroll Cycles - Date of first deduction:    
 
 
 
 
 
 
 
 
 
 

Pre-Tax     After-Ta x 

Check the desired coverage(s) below: 
Amount 

 
Pre-Tax     After-Ta x 

 
Amount 

Medical Insurance   
 

Dental Insurance   

Hospital Protection Insurance   
 

Group Term Life Insurance   
(if  family, must be after-tax) 

Vision   Care   Insurance       Accident   Insurance     X     
Cancel Insurance   Short-Term Disability Insurance  X    

 
Complete  the  following  section  ONLY  if  participating  in  a  Medical  or  Dependent  Care  Reimbursement  Plan  for  2015:  

Medical FSA Plan ($ _____________ per pay period) x (______2_4______) number of deductions) = $ _____________ Annual Election 

($2,500 Annual Election Maximum) 

Dependent Care FSA Plan ($ _____________ per pay period) x (         2 4      )  n u m ber of deductions) = $_____________ Annual Election 
 
 

I understand and agree that (initial all): 
 

INITIAL   
unless a “change in family status” 

 

 
 

INITIAL  

 

 
Redirection Agreement form at that time, benefit plans or policies currently in effect will continue. 

 
If I do not complete and return a new Salary 

 

 
INITIAL  

 
 
 
 
 
 
 

INITIAL  

 
 
 

INITIAL  
 

 
 
 
 
 
 
 

WAIVER OF PRE-TAX BENEFITS UNDER THE FLEXIBLE BENEFITS PLAN:  
INITIAL  

 
 
 
 

Employee Signature:    Date:    
 

PSO# 10132 (Rev. 7/14) 


