
Applicant MUST check  one: 

EMPLOYEE       Health Benefi ts Application    City of New York 

RETIREE         Health Benefi ts Program 

REASON(S) FOR SUBMISSION (Check one or more boxes: enter change date if appropriate)

A.
New Enrollment

Reinstatement

Retirement

Disability Retirement 

    Accident Disability 

        Retirement

Drop Optional Benefi ts 

Add Optional Benefi ts

Cancel Benefi ts (Check one) 

         Waive Benefi ts 

Buy-Out Waiver Program

                 (Employees only)

                 (Complete Sections

                   D, E,  F & I only) 

Other 

  

B.   Transfer of Health Plan and/or                                                                                                                                               

       Optional Benefi ts Based on:

Transfer Period

Permanent Move Into/Out of Health                                                                                                                                           

         Plan Area 

                        mo     dy       yr                       

Eff. Date:             /         /

Retiree Once-in-A-Lifetime

Other   

C.    Change Of:  

Spouse/Domestic Partner

 mo     dy       yr

Add     Drop          /         /

Dependent Child(ren)              mo     dy       yr       

Add     Drop          /         /

Change of Name - Former Name:  

 D. EMPLOYEE/RETIREE INFORMATION 

Last Name                                                     First Name                                                     M.I.             Social Security Number      Tel.No:   Home:    (            ) 

                                             _             _                                   Cell:        (            )

                                                                                                                                                              

Home Address - Number and Street     Apt. No.            Date of Birth                      Sex

                     /         /      Male    Female     

City                     State   Zip Code          Country (if outside the U.S.)   

Marital Status:    Single       Married    Divorced        Date of  Event             Agency in which employed or retired from   Union or Welfare Fund          

Widowed           Domestic Partnership                         /        /

 Name of Current City Health Plan                                                           Medicare Claim No.  If Medicare Part A - Effective Date                  /         /                  Attach copy of card

     If Medicare Part B - Effective Date                  /          /

Retirement System (Retirees Only )                Yrs. Credited Service               City Start Date                                    Retirement Date             Pension Number (Retirees Only) 

                  /              /                 /            /

 E. SPOUSE/DOMESTIC PARTNER  INFORMATION

Last Name                                                                              First Name                                                          M.I.                          Social Security Number                             Date of Birth

                                     --            --                           /            /

 Is your spouse/domestic partner:   employed      retired     not employed                                        Is spouse/partner to be covered by employee/retiree's health plan? 

         City Agency Name:                                                               Non-City related (Double City coverage is not permitted)             YesNo  
           
Does spouse/partner have Non-City group health plan?      Medicare Claim No.:       If Medicare Part A - Effective Date                  /         /                Attach copy of card                              

Yes        No     If Medicare Part B - Effective Date                  /         /  

 

(List all eligible dependents to be covered by your health plan)                                                                       Check if Applicable 

                         Birth Date                             Social Security               Sex       Full-Time        Permanently    Drop 

                                MO    DY     YR                        Number                                   M/F       Student             Disabled        Coverage
Spouse/Domestic Partner Last Name    First  

                   /           /                         -            -

Dependent  Last  Name        First                                          

                                                                                                                                                    /              /                          -            -

Dependent  Last  Name        First                        

                  /           /                                       -           -
Dependent  Last  Name        First     

                                                                                                                                                   /            /                                           -           -  

 F.  FAMILY INFORMATION  (Attach a second form if necessary; dependents may not be covered under two NYC Health  Plans.)

G.  HEALTH PLAN REQUESTED 

HEALTH PLAN NAME IN FULL  (Please Print Clearly):  

Optional Benefi ts? (Check "Yes" or "No" for optional benefi ts rider.  If no box is checked, it will be presumed that you do not want optional benefi ts.)   YESNO

H.  TO PARTICIPATE IN THE HEALTH BENEFITS PROGRAM - PLEASE SIGN & DATE BELOW  (Participant must sign either Section H or I)

I certify that the above information is correct and I authorize the City to deduct from my salary/pension the amount required, if any, through the City Health Benefi ts Program.  

I understand that the City Program’s benefi ts will be coordinated with those available through Medicare or any other source.  

Furthermore, I agree that my periodic health plan deductions, if any, will be made on a pre-tax basis pursuant to the Internal Revenue Code 125.  I understand that I have an 

option to decline this benefi t, by obtaining a Medical Spending Conversion Form, both of which are obtainable at my payroll offi ce.  (Section 125 does not apply to retirees.)

If I have checked the Waive Benefi ts Box in Section A, I am choosing not to participate in the City Health Benefi ts Program at this time.

Employee/Retiree Signature                 Date 

J.  FOR COMPLETION BY PAYROLL OR PERSONNEL OFFICE ONLY 

I certify that the above employee/retiree is eligible for the New York City Health Benefi ts Program (HBP) and that dependent documentation has been verifi ed in accordance 

with HBP procedures.   

I certify that the above employee is eligible for the Health Benefi ts Buy-Out Waiver Program and I have reviewed and processed the Medical Spending Conversion Form and 

I attest that the employee meets the qualifi cations for this Program.  

Certifying Signature             Date                                 Telephone Number

I.  TO PARTICIPATE IN THE HEALTH BENEFITS BUY-OUT WAIVER PROGRAM - SIGN & DATE BELOW (Participant must sign either Section H or I)

I wish to partipcate in the Health Benefi ts Buy-Out Waiver Program.  I have read the Medical Spending Conversion Health Benefi ts Buy-Out Waiver Program brochure and 

completed a Medical Spending Conversion Form and I attest that I meet the qualifi cations for this program.  (Retirees not Eligible.)

Employee Signature                               Date      

     Agency Code       Title Code No                                Status                                     Appointment Date/Ret. Date                                      Pay Period                                           Effective Date of Coverage   

                               FT               Civil Service          MO          DY            YR                                 Weekly             Monthly                          MO            DY                  YR   
  PT              Provisional    Bi-Weekly        Semi-Monthly

hbpapplication2012.indd



A copy of your NYC Health Beneftis Application and Welfare Fund Domestic Partner Form (if applicable) must be attached.

Last Name First Name

Social Security Number  -  - Job Title

Home Address

City State Zip Code  

Primary Contact # (         ) Primary Email

Date of Birth  /  / Sex Marital Status Domestic Partner

CUNY Campus Health Insurance Basic Rider

Welfare Fund Dental Option Effective Date of Hire               /        /

Guardian Earliest CUNY Hire Date               /        /

DeltaCare USA (Attach DeltaCare Form) Previous College (if applicable)

I hereby certify that all information I have provided on this Enrollment Form is true and accurate.

Member Signature Date  /  /

[College HR Office Use Only] Check here if this enrollee is classified managerial

The individual named herein is eligible for coverage effective       /  /

      /  /
Signature Position Date

 [ PSC‐CUNY Welfare Fund Use Only]
   Status Authorization

Enrollee

Enrollment Form
PSC-CUNY Welfare Fund

61 Broadway,  15
th

 Floor

New York, NY  10006

Dependent information will be obtained from your NYC Health Benefits Application, unless you indicate otherwise.

Phone  (212) 354-5230

Fax   (212) 354-5363

[PSC‐CUNY WF Office Use Only]
Data         ___________________
Rx             ___________________
ASO          ___________________
Dental      ___________________

 Stipend� Waived/Buy‐out

ENR FORM Eff. 7/2011



State

(to be completed by Delta)

Member Social Security Number   Last Name                MI  Date of Birth

Address (Is this a change of address?         Yes           No) edoC piZ                 etatSytiC

dnuF erafleW YNUC - CSP2052
DeltaCare USA Primary Care Dentist (required for DeltaCare USA enrollees)

Gender

Spouse
M      F

Children
M      F

M      F

M      F

M      F

M      F

E/C-S0804

     Date of Birth Social Security Number

Female

 New enrollment Delta Care USA

Carrier Name and Address:

Group Number:

GenderFirst Name

Group Name

Effective Date::

Do you or your dependents have other dental coverage?

Yes No If yes, please complete the following:

Enrollment Form

Last name (if different)                                     First Name                                        MI

Group Number

Member Signature

Street

Male

DeltaCare USA Primary Dental Office ID No. (required for DeltaCare USA enrollees)

Sublocation::

Please return to: 

PSC-CUNY Welfare Fund

61 Broadway - 15th Floor

New York, NY 10036

Tel: (212) 354-5230  Fax: (212) 354-5363





 

Return to: 
PSC-CUNY Welfare Fund 
61 Broadway, 15th Floor 
New York, NY 10006 

 
APPLICATION FOR WELFARE FUND BENEFITS FOR DOMESTIC PARTNERS / SAME SEX SPOUSES 

Member’s Name Last: ____________________________First: _________________________M.I.:__ 

SSN:  ________________________ Sex:  M [  ]   F [  ] DOB: ____/_____/19___ 

Street:  ______________________________________ Apt: ________ Tel# _______________________ 

City: ___________________________ State:  _____ Zip:  __________ 

Member’s College: ___________________________________________ Status:  Active [  ]      Retired [  ] 

NYC Health Insurance Coverage: _______________________________ Date of Eligibility:  ___/____/___ 

 
DESIGNATED BENEFICIARY (DOMESTIC PARTNER / SAME SEX SPOUSE): 

Last: ____________________________________ First: ______________________________ M.I.:__ 

SSN:  ________________________ Sex:  M [  ]   F [  ] DOB: ____/_____/19___ 
Street:  
______________________________________ Apt: ________ 

Tel# 
____________________ 

City: ___________________________ State:  _____ Zip:  __________ 

 
DEPENDENTS 

Dependent Children (If unmarried between ages of 19 and 23 or 25 (depending on the Health Insurance 
you are in) and a full-time student, please indicate college and expected date of graduation).  If not your 
natural child, indicate in each case whether adopted or stepchild and date. 
 
Name College Date of Grad. Status 

   [  ] Natural  
[  ] Adopted [  ] Stepchild   Date: __/__/__ 

   [  ] Natural  
[  ] Adopted [  ] Stepchild   Date: __/__/__ 

 
IMPORTANT NOTES: 
1) TAX CONSEQUENCES OF HEALTH BENEFITS FOR DOMESTIC PARTNERS / SAME SEX SPOUSES 
 
You should be aware that, under IRS rulings, if your domestic partner / same sex spouse is not a 'dependent', within the 
meaning of the Internal Revenue Code, the amount paid by an employer attributable to coverage of a domestic partner / same 
sex spouse is treated as part of the participant's gross income for Federal tax purposes. Consequently, unless you have 
indicated and provided proof to the Health Benefits Program (e.g. a copy of a recent tax return) that your domestic partner / 
same sex spouse is your dependent; the value of this benefit must be included as income in your Federal tax return for the 
applicable year. State and local tax treatment of the amount in question will vary among jurisdictions. You should consult the 
applicable laws and/or a tax professional to ascertain how the amount should be treated in your case.  

 
This is to certify that I wish to designate the above named Domestic Partner / Same Sex Spouse as a beneficiary of 
the PSC-CUNY Welfare Fund Program.  I understand that the value of theses befits will be a taxable income to me 
unless the designated beneficiary qualifies as my dependent under the Internal Revenue Code.  The designation will 
remain in force until revoked by me. 
  

Member’s Signature Date 

 



The City University of New York 

RETIREMENT PROGRAM ELECTION FORM 

for Full-Time Instructional Staff/Civil Service Man~gers 

This fonn is to be used for eligible employees of CUNY who are appointed, promoted, transferred or re

classified to an eligible instructional staff I Civil Service Managerial position and must be filed within 

30 days of written notification of eligibility (for new employees, filing IDJ.lSt occur within 30 days of 

appointment). For those electing the Optional Retirement Program (ORP), this election fonn must be 

accompanied by a TIAA/CREF Application to complete the election process. Those staff failing to 

complete the election ·process within the statutory time frame noted above, are forced into 

membership with the NYCTRS by law (Civil Service Managers into the NYCERS). 

Section 1: Personal Information 

Name: Social Security Number: ______ _ 

Address: 
--------------------~----------------

College: _____ Job Title: _______ Pension Mem. No. (if any): ____ _ 

Section 2: Election of Retirement Program 

Having received written notification of my retirement program options and having satisfied myself as 

to the desired retirement program available to me by or pursuant to law in connection with my 

employment by the City University ofNew York, I hereby make the following election in regard to my 

participation in the retirement program as specified below: (check one only) 

1 )_The Optional Retirement Program (ORP). I have attached the required TIAA/CREF Regular 

Annuity Application mat~rials; 

2) ___ The New York City Teachers' Retirement System* (Instructional Staff members only, unless 

already a member of the NYCTRS through a fanner position in public service); 

3)_The New York City Employees' Retirement System* (Classified Managers only, unless already 

a member of NYCERS through a fanner position in public service); 

4) __ The Board of Ed Retirement System* (for current members only); 

5)_ I have been appointed to a Substitute position, and opt not to join the ORP; therefore I choose 

not to be a member of a pension system at this time. . 

Employee Signature/Date Verification by Personnel/Date 

*Those participating as Transferred Contributors, please check here. _ pnselec.wpd, 8/98 

----------------------------------

--------------------- Step 2: online enrollment: www.tiaa-cref.org/

cuny. Email HR enrollment confirmation from TIAA CREF.

If already a member of TRS, please provide membership #:____________

If already a member of NYCERS, please provide ID #: _________________



The City University of New York 

Information Regarding Pension System Membership 

I. Full-Time Instructional Staff (Including Exec. Comp, REM & Substitute titles): 

All full-time instuctional staff are eligible for membership in either the Optional Retirement 

Program (ORP), which refers to membership in TIAA/CREF and the Alternate Funding 

Vehicles, or the New York City Teachers' Retirement System (TRS). In some cases, an · 

employee who is already a member of the New York City Employees' Retirement System (ERS) 

and who is appointed to a full-time instructional staff position may retain membership in ERS as 

a "transferred contributor", thereby revoking his/her rights to join any other public pension plan 

in the future. Regardless of choice, pension membership, with the exception of Substitutes, is 

mandatory for all full-time instruction~! staff. Substitutes can join the ORP only (unless they are 

Transferred Contributors of another public pension) .. 

New instructional staff who are ERS members on a leave of absence from a civil service position 

must remain in ERS until they have relinquished their leave, generally upon attainment of 13.3b 

status in the Instructional staff position. Once this status is attained, the employee has sixty (60) 

days to 1) elect to remain in ERS, 2) transfer to TRS, or 3) elect membership in the ORP. 

Any member of TRS or ERS who is eligible to elect membership in the ORP may be able to 

retain rights to a TRS or ERS retirement benefit even if normal vesting time frames have not been 

met, provided contributions to the system are not withdrawn. Please consult with your college 

personnel office for details. 

II. Full-Time Civil Service Managers: 

All full-time classified service personnel are required to join the New York City Employees' 

Retirement System after six months from gaining permanent status (those in provisional status 

may elect to join earlier). Civil Service Managers are also given the opportunity to join the 

Optional Retirement Program upon appointmentto their position, pursuant to the rules cited in 

"I." above. 

My signature below indicates that I have read the information above and have consulted 

with my college personnel office regarding any questions I may have had concerning my 

pension program options and rights. 

Name Signature/Date Personnel Office Verficiation 

The information provided within this document is based upon currently available information and should not be 

considered the sole source of information regarding pension ·membership. In all cases, the provisions of governing 

laws, rules and regulations prevail. 

(please attach to CUNY "RETIREMENT PROGRAM ELECTION FORM") 



EN10 (4/12)   

TRS ENROLLMENT APPLICATION 

 

FirstName MI LastName   SocialSecurityNumber

PermanentHomeAddress       Apt.No. PrimaryPhoneNumber(Checkone:HomeWorkMobile)

City   State ZipCode   AlternatePhoneNumber(Checkone:HomeWorkMobile)

DateofBirth(M/D/Y)         EmailAddress

Gender          TRSMembershipNumber(ifavailable)

CONTINUED ON PAGE 4

Please read the instructions before completing this form.

(NOTE: Please print in black or blue ink, and initial any changes that you make on this form.)

PART A: Allinformationmustbeprovided.

(      )

(      )

PleasekeepyourpersonalinformationwithTRSuptodate.Wewillupdateourrecordsbasedontheinformationyouprovideabove,
so do not enter a temporary address;instead,TRSsuggeststhatyouconsulttheU.S.PostalServiceabouthavingyourmailforwarded
onatemporarybasis.Toregisteranychangestoyourpermanentaddress(and/orphonenumber),pleaseaccessourwebsiteorfilea
“Member’sChangeofAddressForm”(codeDM13)withTRS.

PART B:Pleasecompletethefollowinginformationaboutyouremployment.

Employer: DepartmentofEducation CharterSchool CityUniversityofNewYork

SchoolName  DepartmentofEducationFileNumber(ifapplicable)

SchoolAddress  PayrollTitle

City State ZipCode

AppointmentDate(M/D/Y) AnnualSalary(Roundedtothenearestdollar)

HaveyoupreviouslybeenamemberofTRS?If“Yes,”writeyourpreviousTRSmembershipnumberbelow:

$

PAGE 3

MaleFemale

Proof of date of birth required: passport, birth certificate



EN10 (4/12)  

CONTINUED FROM PAGE 3 

Membershipdatesinyourformerretirementsystem(M/D/Y):

From:   To:

Didyouretirefromyourformerretirementsystem? Yes No

If “No,” do not complete the remainder of Part C.  Please proceed to Part D. 

If “Yes,” please complete the remainder of Part C.

Whatwasyoureffectiveretirementdate?(M/D/Y):

Haveyoususpendedyourretirementallowance? Yes No

If “No,” you cannot enroll in TRS at this time. 

If “Yes,” on what date was your retirement allowance suspended? (M/D/Y):  

I certify that I have read the EnrollinginTRSbrochure, including the information about membership in other retirement systems. I 

acknowledge my rights as they relate to my previous membership and to my tier status. I understand the conditions of enrolling in TRS,  

and that TRS must verify my membership eligibility. 

As a retired member of the ____________________________ Retirement System, I have suspended my retirement allowance so that I 

may enroll in TRS.

I hereby elect to join TRS and make the required pension contributions toward a potential retirement allowance in the future. I understand 

that I will be enrolled in TRS under the provisions of the tier in effect as of my TRS membership date. I am filing a “Designation of QPP 

Beneficiary Form” (code EN6), or online equivalent, and documentation of my date of birth in accordance with the instructions in the 

EnrollinginTRSbrochure. I hereby certify that the information I have provided above is accurate to the best of my knowledge.

APPLICANT’SSIGNATURE_________________________________________________DATE(M/D/Y)_______________________

PART D: Ifyouarenotaretireeofaneligibleretirementsystem,pleasereadthefollowingstatementandsignanddatebelow.

I certify that I am not a retiree of an eligible retirement system and that, to the best of my knowledge, I am eligible to enroll in TRS; 

however, I understand that TRS must verify my membership eligibility. I have read the EnrollinginTRSbrochure, including the  

information about membership in other retirement systems. I hereby elect to join TRS and make the required pension contributions 

toward a potential retirement allowance in the future. I understand that I will be enrolled in TRS under the provisions of the tier in  

effect as of my TRS membership date. I am filing a “Designation of QPP Beneficiary Form” (code EN6), or online equivalent, and 

documentation of my date of birth in accordance with the instructions in the EnrollinginTRS brochure. I hereby certify that the  

information I have provided above is accurate to the best of my knowledge.

APPLICANT’SSIGNATURE_________________________________________________DATE(M/D/Y)_______________________

PART C: IfyouarenowamemberorhavebeenamemberofanyotherNewYorkCityorNewYorkStatepublicretirementsystem, 
oroftheOptionalRetirementProgram,pleasecompletethissection.

Note:IfyouhaveneverbeenamemberofanyotherNewYorkCityorNewYorkStatepublicretirementsystem,oroftheOptional
RetirementProgram,pleasedonotcompletePartC;insteadcompletePartDbelow.

Nameofyourcurrentretirementsystem(notTRS): Membershipnumberinthecurrentretirementsystem(notTRS):

Nameofanyotherpreviousretirementsystem: Membershipnumberinthepreviousretirementsystem:

PAGE 4



EN6 (1/12)  PAGE 1

If you are providing new information above, please indicate the effective date (M/D/Y):  

Please read the instructions on pages 3 and 4 before completing this form.

(NOTE: Please print in black or blue ink, and initial any changes that you make on this form.)

PART A:  All information must be provided.
 

First Name MI Last Name   Social Security Number (last 4 digits only)

Permanent Home Address     Apt. No. TRS Membership Number

City  State Zip Code  Primary Phone Number (Check one:       Home       Work       Mobile)

      Alternate Phone Number (Check one:       Home       Work       Mobile)

(      )

(      )

X XXXX

DESIGNATION OF QPP BENEFICIARY FORM 
FOR IN-SERVICE MEMBERS UNDER THE QUALIFIED PENSION PLAN

PART B:  Please provide all requested information for each beneficiary and cross out any unused  
sections below.  Please also indicate the total number of beneficiaries listed for this request. 

CONTINUED ON PAGE 2

Beneficiary Name:
Primary       

Percent  (if  
applicable) _______%

Check One:

Male      
Female  

Date of Birth:

Street: Relationship:

City, State, Zip: Beneficiary Soc. Sec. No.:

Beneficiary Name: Check One:

Primary       
Contingent  

Percent  (if  
applicable) _______%

Check One:

Male      
Female  

Date of Birth:

Street: Relationship:

City, State, Zip: Beneficiary Soc. Sec. No.:

Beneficiary Name: Check One:

Primary       
Contingent  

Percent  (if  
applicable) _______%

Check One:

Male      
Female  

Date of Birth:

Street: Relationship:

City, State, Zip: Beneficiary Soc Sec No.:

Beneficiary Name: Check One:

Primary       
Contingent  

Percent  (if  
applicable) _______%

Check One:

Male      
Female  

Date of Birth:

Street:                   Relationship:

City, State, Zip: Beneficiary Soc. Sec. No.:

(mm/dd/yyyy)

(mm/dd/yyyy)

(mm/dd/yyyy)

(mm/dd/yyyy)

1.

2.

3.

4.

➡

 



EN6 (1/12)  PAGE 2

CONTINUED FROM PAGE 1

CONTINUED ON PAGE 3

This form must be signed and notarized in order to be valid.

Part B:  Beneficiary Information (Continued)

PART C:  Please read the following and sign and date below.

I, the undersigned, revoking all former designations made by me pursuant to my death benefit coverage under the Qualified Pension 

Plan (QPP), hereby direct TRS, in the event of my death, to pay the QPP death benefit allowable as a lump-sum payment(s) to the 

beneficiary(ies) named in Part B. Should I survive all named beneficiaries, any death benefit payable shall be paid to my estate. 

I certify that I have read the instructions and information on this form and that the information I have provided above is accurate to the 

best of my knowledge.  I have also completed the beneficiary designation checklist below. 

PART D:  To be completed by a Notary (Attestation made outside the U.S. must be executed before an American Consul.)

State of  ____________________________ )

 ) s.s.:

County of  __________________________ )

 On the _______________ day of __________________________, __________, before me personally appeared the person 

known to me to be ______________________________________________________________________________, the individual 

who executed the foregoing instrument and acknowledged to me that (s)he executed the same.

Signature: ______________________________________________________________

Official Title: _____________________________________________________________  

Expiration Date of Commission: _____________________________________________

BENEFICIARY DESIGNATION CHECKLIST

Is your designation form signed, dated, and notarized?

Did you indicate the total number of beneficiaries listed for this request in the appropriate box on page 1?

Did you designate at least one primary beneficiary?

Did you initial any changes?

Do all the percentages (if any) you indicated for primary beneficiaries total 100%? Do all percentages  
(if any) you indicated for contingent beneficiaries, total 100%?

Beneficiary Name: Check One:

Primary       
Contingent  

Percent  (if  
applicable) _______%

Check One:

Male      
Female  

Date of Birth:

Street: Relationship:

City, State, Zip: Beneficiary Soc. Sec. No.:

Beneficiary Name: Check One:

Primary       
Contingent  

Percent  (if  
applicable) _______%

Check One:

Male      
Female  

Date of Birth:

Street: Relationship:

City, State, Zip: Beneficiary Soc. Sec. No.:

MEMBER’S SIGNATURE ______________________________________________________ DATE (M/D/Y): __________________

If you want to designate more than six beneficiaries, check this box and attach a completed “Additional QPP  
Beneficiary Form” (code EN7). 

5.

6.

(mm/dd/yyyy)

(mm/dd/yyyy)



EMPLOYEE ACTION

NEW
(Enroll)

CANCELLATION
(Terminate Your Transit 
  Plan Payroll Deduction)

Telephone 

EMPLOYEE IDENTIFICATION  (All fields in this section are required and must be filled out completely.  Please Print.) 

PAY DATE TO SUSPEND DEDUCTION

MONTH DAY YEAR MONTH DAY YEAR

PAY DATE TO RESUME DEDUCTION

Employee Signature

WW-TRANSITBENEFIT-FORM Jan 2013) 

www.cuny.edu/transitbenefit www.getwageworks.com/nycSubmit completed form to: Your College TransitBenefit Coordinator

Monthly
Deduction Amount*

Employee
Initials

$

Monthly
Deduction Amount*

Employee
Initials

$

Monthly
Deduction Amount*

Employee
Initials

$

*For the Commuter Card – Unrestricted, Transit Pass and Access-A-Ride plans you may elect any amount up to $800 per month where the 
first $245 will be deducted pre-tax and any amount over $245 will be deducted post-tax.

Submit at least 2 weeks before you want to suspend your deduction. Remember, administrative deductions will continue when applicable.  If you are also enrolled in the Commuter Benefits Parking Plan, 
the parking plan will be suspended for the same period. Please note this will only suspend your payroll deduction.  To also suspend your transit pass orders you must do so directly with Wageworks at 
www.wageworks.com or 1-877-924-3967.    

I certify that the above data was entered in PayServ / PMS via EForms:

TRANSIT PLAN

Access-A-Ride

Commuter Card-Unrestricted

Transit Pass

CHARGE METHOD

Deducted from post-tax pay

Deducted from post-tax pay.

Deducted from post-tax pay.

FEE

$3.05

$1.77

$3.05

THE CITY UNIVERSITY OF NEW YORK COMMUTER BENEFITS PROGRAM

TRANSITBENEFIT PLANS

CHANGE PERSONAL INFORMATION 
(Change Mailing address, Email or Telephone)

SUSPEND DEDUCTION
(Temporarily Stop Transit Plan   
  Deduction from Pay)

CHANGE DEDUCTION  
(Change Transit Plan and/or Amount 
  Deducted from Pay each Month)

Social Security / ERN #*

Name (First/Middle/Last)

Address Line 1

Address Line 2**

City/State/Zip

Email Address

* Located on your pay statement or check stub.                       ** Apt.#, Fl.# or Box# if applicable.

TRANSIT PLAN AUTHORIZATION   

ACCESS-A-RIDE
($3.05 Monthly Admin Fee 

through Payroll Deductions) 

COMMUTER CARD - Unrestricted
($1.77 Monthly Admin Fee

through Payroll Deductions)

TRANSIT PASS
($3.05 Monthly Admin Fee 

through Payroll Deductions) 

SUSPEND TRANSIT PLAN DEDUCTION

Personal information updated in PayServ /PMS (check all that apply): 

AGENCY PAYROLL SECTION

I hereby authorizeTthe City University of New York to deposit my payroll deduction as indicated above into my Wageworks Commuter Benefits Transit Account.  

I also grant authorization for the reversal of a credit to my account in the event the credit was made in error.  I understand that, under the “National Automated Clearing House Association” operating 
guidelines and rules, The City University of New York can only reverse the amount of the incorrect direct deposit.

I understand, according to the Internal Revenue Code, that the average monthly amount of my transportation deductions should not exceed my average monthly cost of public transportation to and from 
work.  If my average monthly cost of public transportation to and from work should change, I will change my deduction plan to accommodate my new circumstance.  Furthermore, no reimbursement will be 
provided for pre-tax transportation fringe deductions. Upon cancellation, voluntary or otherwise, any funds remaining in my Transit Account will be available for use for a period of 90 days from the effective 
date of cancellation. Residual funds remaining in the account beyond the 90 day period will be forfeited.    

I understand there is a monthly fee to cover administrative costs of the program. Said fee will deducted from my post-tax pay each month. The administrative charge is non-refundable. The administrative 
fees and charges are as follows:

I grant authorization for The City University of New York to provide my enrollment information, including mailing address, phone number and e-mail address to Wageworks for uses exclusively related to the 
administration of the program.  

I understand that this authorization will remain in effect until I submit a new request for a change or cancellation.

I understand that my Commuter Benefits transit account balance and information will be maintained by Wageworks and are accessible online at www.wageworks.com or by calling Wageworks Customer 
Service at 1-877-WageWorks (1-877-924-3967).

EMPLOYEE CERTIFICATION

(Please select One of the following plans by writing your initials in the column next to the Transit Plan of your choice.  
 Please enter the total amount, including dollars and cents, you want deducted from your pay each month.)

DATE

MONTH DAY YEAR

PMS ENTRY DATE

MONTH DAY YEAR

Mailing
Address

Email
Address

Phone
Number

Prepared By (Please Print)

Payroll #

Signature Date

D.O.B MM_ _    /  DAY _ _    /
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Welcome to the New York State Deferred Compensation Plan (Plan). The Plan is voluntary, long-term retirement savings 
program designed for your retirement needs.  The amount you contribute to the Plan is deducted from your salary and any 
investment returns grow on a tax deferred basis.   
Contributions to the Plan: The minimum contribution to the Plan is 1% of your gross pay, but must also be at least $10 per 
pay period.  The maximum contribution you may make in 2013 is $17,500.  If you are age 50 or over, or will become 50 
years old prior to the end of the current calendar year, you are eligible to contribute a maximum of $23,000.  If you are within 
four years of the date that you are eligible to retire without a reduction in pension benefits, you may be eligible to make 
additional contributions.  See your Account Executive or call the HELPLINE (1-800-422-8463) to speak with a 
representative for more information.  
Pre-Tax Deferrals: The amount you contribute to the Plan can be deducted from your salary on a pre-tax basis for federal 
and New York state income tax purposes and, thereby reducing your taxable income for the calendar year.  The investment 
returns also grow on a tax-deferred basis and income taxes are paid only when money is withdrawn from the Plan.  
Roth Contributions: These deductions are made from your pay on an after-tax basis.  Contributions grow tax deferred, but 
when a distribution is qualified, it is not subject to federal or New York State income taxes.   
Processing Time Frame: Enrollments are processed upon receipt; however, because of administrative processing, up to two 
payroll periods may elapse before deferrals begin.  Also federal law states that deferrals may not begin before the beginning 
of the next calendar month, unless you make your election prior to your first day of service. You may change or cancel your 
deferral amount at any time, but these changes may also be subject to these timing limits.  
Next Steps: Please read the bullets below to understand the basics of the Plan and then complete your application.  
 

All information requested in this application must be completed to assure timely processing.  

I understand that: 

• Withdrawals from the Plan may be taken only upon separation from employment, absence due to qualified military 

service, death, an unforeseeable financial emergency, attainment of age 70 ½, from an account that has been in 

inactive status for two years and has a balance of $5,000 (inclusive of any outstanding loan balance but exclusive of 

assets in a rollover account), or as a loan;  

 

• There is an administrative fee deducted from my Plan Account on a semi-annual basis as outlined in the Plan’s 

Investment Options Guide;  

 

• Participation in the Plan is not intended to replace a regular savings program necessary to cover day-to-day 

unanticipated financial expenses.  The law regulating the Plan limits withdrawals for “Unforeseeable Financial 

Emergencies” to those that are related to events such as natural disaster, a sudden and unexpected illness or accident, 

or other similar extraordinary and unforeseeable events beyond my control, involving myself, or my dependents or 

designated beneficiaries.  Should I need an unforeseeable emergency withdrawal, the request must be made in 

writing and detail the circumstances supporting the financial emergency.  If my request is denied, I may appeal to 

the Review Committee.  

 

• I may enroll in the Plan for the purpose of transferring assets from another deferred compensation plan, a 403(b), 

401(k), 401(a), Keogh plan, a traditional IRA or a conduit IRA without becoming an active participant.  

 

• As long as I have provided an accurate email address and have not opted for a paper statement, I will receive an 

email notification that my quarterly statement, Quarterly Newsletter, and investment performance report are 

available on the Web site.  

 

• If my employer has opted to allow Roth contributions, contributions to the Roth account may not be reclassified to 

pre-tax deferrals.  The investment allocation for Roth contributions will be the same as for any pre-tax deferrals. 

Distributions of Roth contributions must meet the withdrawal requirements listed in the first bullet.  

 
Information relating to the Plan or a copy of the Plan document may be obtained by calling the HELPLINE at 1-800-422-
8463 or visiting the Plan’s Web site at www.nysdcp.com.  



  

HELPLINE: 1- 800- 422- 8463 

           WWW.NYSDCP.COM 

                                                             

ENROLLMENT APPLICATION 

                    Male   

___________________________________________________________________ Female ________________________________ 

Name (Please Print) Social Security Number 
 
____________________________________________________________________________ ________________________________ 
Home Address Date of Birth 
 
____________________________________________________________________________ ________________________________ 
City      State   Zip Home Telephone Number 
 
____________________________________________________________________________ ________________________________ 
Employer Work Telephone Number  
 
_____________________________________________________________________________________         ________________________________ 

Email Address (Required – Please see Paperless Statement section for additional detail)             Local Plan ID Number or  
                                                                                                                                                                State Agency Code* 
_______________________________ 
New York State Employee ID Number*             *If you are unaware of this number, please contact your Payroll Center or the HELPLINE as your                                      

enrollment cannot be completed without it. 
    .  

Please fill in the name, relationship, date of birth, and Social Security Number of each of your primary and contingent beneficiaries.  Then 
indicate the percentage payable to each beneficiary.  A person may not be listed as both a primary and contingent beneficiary 

• Primary Beneficiary (ies) (must be in whole percentages and total 100%) A primary beneficiary is the person or persons who are 
your first choice to receive your Plan benefits in the event of your death. 

• Contingent Beneficiary (ies) (must be in whole percentages and total 100%) A contingent beneficiary is the person or persons who 
would receive your Plan benefits if all of your primary beneficiary (ies) predeceases you.  

Prima ry Be ne fic ia ry (ie s) (must be in whole percentages and total 100%) 

____________________________ _____________________________  ______________     ___________________ _____% 
 Beneficiary Name                                  Relationship        Date of Birth Social Security Number Percent 

____________________________ _____________________________  ______________     ___________________ _____% 
 Beneficiary Name                                  Relationship        Date of Birth Social Security Number Percent 

____________________________ _____________________________  ______________     ___________________ _____% 
Beneficiary Name                                  Relationship        Date of Birth Social Security Number Percent 

                                       Tota l = 100%  

Conting e nt Be ne fic ia ry(ie s) (must be in whole percentages and total 100%) 

____________________________ _____________________________  ______________     ___________________ _____% 
 Beneficiary Name                                  Relationship        Date of Birth Social Security Number Percent 

____________________________ _____________________________  ______________     ___________________ _____% 
 Beneficiary Name                                  Relationship        Date of Birth Social Security Number Percent 

                                       Tota l = 100%  

Your deferral cannot be less than 1% of your gross salary or less than $10 per pay period.  The maximum you may defer in 2013 is $17,500.  
There are special provisions that may allow you to defer more than $17,500 if you are age 50 or over or will become 50 years old in 2013, or if 
you are within four years of any age at which you may retire and immediately receive unreduced retirement benefits.  If you have questions, 
please call the HELPLINE at 1-800-422-8463 or visit www.nysdcp.com for further information. 
 
Please note that you do not have to select both types of deferrals.  If you do select both, the total cannot exceed 100%. If your employer is a 
local town, village, or school, please check with your payroll department or the HELPLINE to determine whether to insert a dollar amount or a 
percent. If you are paid through the State Comptroller, please enter a percent. 
 

Pre-Tax Deferral: _________%  (Whole percentages only) per pay period 

 

Roth Contributions: _______%  (Whole percentages only) per pay period 

BENEFICIARY ELECTION 

PERSONAL DATA 

DEFERRAL INFORMATION 

Ac c o unt Exe c utive  # 

 

 

Inte rnal Use  Only  



  

 

Write the percentage you wish to allocate to each investment option.  You may allocate your salary deferrals among any of the 
investment options listed below.  The allocation of your contributions may be in any whole percentage and must total 100%. 

Tie r I -  The  following  inve stme nt options a re  profe ssiona lly ma na g e d a sse t a lloc a tion funds ba se d on your 

e xpe c te d re tire me nt da te . (Note: Tiers are not related to the Retirement System) 

  VRU#   
______% (4505) TRP Retirement Date 2010 
______% (4506) TRP Retirement Date 2015 
______% (4507) TRP Retirement Date 2020 
______% (4508) TRP Retirement Date 2025 
______% (4509) TRP Retirement Date 2030 

               VRU#  
______% (4510) TRP Retirement Date 2035 
______% (4511) TRP Retirement Date 2040 
______% (4512) TRP Retirement Date 2045 
______% (4513) TRP Retirement Date 2050 
______% (4514) TRP Retirement Date 2055 

 

Tie r II -  The  following  c ore  inve stme nt options pe rmit pa rtic ipa nts to  c re a te  the ir own a sse t a lloc a tion. 

 Sta ble  Inc ome  Fund  
______%   (2756) Stable Income Fund      

  Bond Funds   

______%   (4521) Federated Total Return Gov't Fund 
______%   (8261) Vanguard Total Bond Market Index  

  Ba la nc e d Funds  

______% (7298) PAX World Balanced  
______% (8957) Vanguard Wellington 

  La rg e  Ca p Funds 

______% (6451) Davis NY Venture Fund A 
______% (4515) Eaton Vance Large Cap Value 
______% (3672) Fidelity OTC Portfolio 
______% (3679) Hartford Capital Appreciation 

______% (4523) Principal Large Cap Growth 
______% (8466) Vanguard Institutional Index 
______% (7739) T. Rowe Price Equity Income 
______% (2765) Vanguard Primecap 

   

   

              Mid Ca p Funds  
______% (2570) Perkins Mid Cap Value   
______% (3224) Vanguard Capital Opportunity 
______% (8259) Vanguard Mid Cap Index 

  Sma ll Ca p Funds  
______% (2696) Columbia Acorn USA 
______% (2785) Federated Clover Small Value Fund   
______% (5175) Vanguard Small Cap Index  
______% (4524) Wells Fargo Advantage Small Cap Fund 

  Inte rna tiona l Funds 
______% (5025) International Equity Fund –  
   Active Portfolio  
______% (5030) International Equity Fund –  
   Index Portfolio  

  Eme rging  Ma rke ts  
______% (2766) MSIF Emerging Markets Portfolio 

   100    % (MUST TOTAL 100%) 
Some mutual funds may impose a short- term trade fee. Please 
read the underlying prospectuses carefully

 By checking this box, I elect to receive my quarterly statement, newsletter, and Investment Performance Report by regular mail. I 

understand that by not checking this box, I elect to receive a quarterly e-mail notification, to the email address provided under the Personal 
Data section, when this quarterly information is posted on the Plan's Web site. 

I agree to the terms of the New York State Deferred Compensation Plan. I authorize my employer to deduct the amount or percentage set 
forth herein each pay period for the purposes of contributing it to my Plan account. I further authorize my employer to deduct any deferral 
changes I request through the Plan in the future. This agreement will continue until further notice by me. Deferrals made by other than New 
York State residents may be subject to their state of residence's income tax in the year deferred. Please read your state income tax 
instructions carefully. 
 
___________________________________________________________ ______________________ 
Participant Signature      Date  
 
Return to: New York State Deferred Compensation Plan Overnight Address: New York State Deferred Compensation Plan 
  Administrative Service Agency    Administrative Service Agency, DSPF-F2 
  P.O. Box 182797      3400 Southpark Place, Suite A   
  Columbus, OH 43218-2797     Grove City, OH 43123-4856 
                                                                                                                                                 DC- 4009-0413 

DEFERRAL ALLOCATION 

AUTHORIZATION 

PAPERLESS STATEMENT OPT OUT 
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The Health Care Flexible Spending Account (HCFSA) Program and the Dependent Care Assistance Program (DeCAP) 

are divisions of the Office of Labor Relations’ Tax-Favored Benefits Program

PLAN YEAR 2014 ENROLLMENT/CHANGE FORM  

FLEXIBLE SPENDING ACCOUNTS (FSA) PROGRAM
40 Rector Street, 3rd Floor, New York, NY 10006-1705     (212) 306-7760     TTY: (212) 306-7629     nyc.gov/fsa

Please review the FSA Program Brochure and Pages 3 and 4 of this form before completing.

Program (check one): ❏ DeCAP   or    ❏ HCFSA    or    ❏ DeCAP and HCFSA

EnrollmEnt PEriod:  ❏ Open Enrollment Period (Sept. 9, 2013 - Oct. 18, 2013) - Skip Section C

mid-YEar EnrollmEnt/changE : ❏ (Oct. 19, 2013 - Nov. 15, 2014) check all applicable boxes.  Please complete all appropriate sections, including Section c 

for mid-year enrollment. 

❏ Newly Eligible Employee:  Hire date________________________ Benefit effective date if later than hire date _________________________
❏ Change - ❏ Name    ❏ Address    ❏ Agency Transfer    ❏ Dependent    ❏ Direct Deposit 

❏ DeCAP ONLY- Increase, Decrease or Terminate Contribution    ❏ HCFSA ONLY - Increase Contribution

❏ HCFSA ONLY - If you terminate your employment with the City of New York during the Plan Year and would like to elect Continuation Coverage, you may elect to deduct the 
remaining balance of your goal amount on a pre-tax basis either by lump-sum or pro-rated payroll deductions, as long as the FSA Program Administrator is able to meet the payroll 
deadlines for the applicable pay dates. Department of Education employees terminating employment in the summer must notify the FSA Program Administrative Office by the 
second week in May.     Last pay date:  ______ /______ /______           Last date at work:  ______ /______ /______

Section a employee, Spouse and Dependent information

1. EmPloYEE (ParticiPant) information (All SeCtionS MuSt Be CoMpleted.)

SOCIAL SECurITY NuMBEr DATE OF BIrTH FEDErAL MArITAL STATuS

               -            - /             / ❏ Single      ❏ Married      ❏ Divorced      ❏ Separated     ❏ Legally Separated

AgENCY NAME (NOT DIvISION): (CuNY AND HHC EMPLOYEES PLEASE SPECIFY NAME OF COLLEgE Or HOSPITAL)

Check here ❏ If you are on a weekly payroll.  

LAST NAME FIrST NAME M.I.

HOME ADDrESS - NuMBEr AND STrEET APT. NO.

CITY STATE zIP CODE

WOrk PHONE NuMBEr HOME PHONE NuMBEr MOBILE PHONE NuMBEr

(            )                      - (            )                      - (            )                      -

2. SPouSE information (pleASe note: doMeStiC pArtnerS/Civil unionS Are not eligiBle for the fSA progrAM.)

SOCIAL SECurITY NuMBEr DATE OF BIrTH EMPLOYMENT STATuS  * Must provide proper documentation under DeCAP   ** Not eligible under DeCAP  
*** Need description of occupation on letterhead stationery; or with no letterhead stationery, notarization is required

               -            - /             / ❏ Employed    ❏ Self-Employed***   ❏ Full-Time Student*   ❏ Disabled*   ❏ Unemployed**

LAST NAME FIrST NAME M.I.

3. dEPEndEnt information  (liSt All Your eligiBle dependentS. CheCk thiS Box  ❏ if AttAChing An AdditionAl pAge.)

for decaP:  thE dEPEndEnt muSt bE claimEd on Your incomE tax rEturn and undEr thE agE of 13.

LAST NAME FIRST NAME SOCIAL SECURITY NUMBER DATE OF BIRTH AGE RELATIONSHIP TO EMPLOYEE

(CHECk ONE) c ac dc

c ac dcc - child under age 13

c ac dc
ac - child age 13 

through age 26
c ac dc

dc - disabled child

Section B annual contribution amount* (January 1, 2014 - December 31, 2014)

health Care flexible Spending Account $____________________ Annual Contribution:  Minimum $260 - Maximum $2,500  
hcfSa

* Your DeCAP and HCFSA annual contribution amount will be prorated over each paycheck.  Please note that CuNY and DOE/Q Bank will be prorated over 24 paychecks. 

dependent Care Assistance program $_____________________
Annual Contribution:  Minimum $500 - Maximum $5,000  

decaP (note: If you are married and filing separate income tax returns, the maximum that you may allocate to DeCAP is $2,500.)

Does your spouse’s employer offer a DeCAP that you take part in? ❏ No  ❏ Yes  If Yes, Dollar Amount $_________ The total combined Plan Year dollar amount for you and your spouse cannot exceed $5,000.

Please Sign Section F on Page 2. Over 
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Section c Mid-Year Qualifying event enrollment/change  

Please indicate the Qualifying Event incurred and attach appropriate documentation.  All Qualifying Events MuST be submitted with appropriate documentation in order to be 
processed. This change must be consistent with your Qualifying Event and described on Page 3 of this Enrollment/Change Form.  You must return this form within 30 days 
after the Qualifying Event indicated below.

Qualifying Event (Please Write): Qualifying Event Date:
/            /

decaP and hcfSa - Qualifying Events and required documentation decaP only - Qualifying Events and required documentation

• Marriage - Marriage certificate
• Birth of a child - Birth certificate
• Death of participant - Death certificate
• Adoption of a child - Adoption agreement and employee’s tax return showing eligible 

dependents
• New employee - Letter from employer/agency
• Termination of  employment  (self) - Letter from employer/agency
• Approved unpaid leave of absence (during Open Enrollment Period) - Letter from 

employer/agency

• Divorce/legal separation/annulment - Divorce, annulment decree/separation agreement
• Death  (spouse or dependent) - Death certificate
• Change from FT or PT employment or vice versa-Letter from employer/agency (self, 

spouse)
• Approved unpaid leave of absence - Letter from employer/agency (self, spouse)
• Termination of employment - Letter from employer (self, spouse)
• reduction or increase of hours worked - Letter from employer (self, spouse)
• Ineligibility of dependent - Birth certificate or other appropriate documentation

Section D Direct Deposit information - (MuSt AttACh voided CheCk)

*ABA nuMBer:  CHECkINg ACCOuNT - THE ABA NuMBEr IS THE FIrST NINE (9) NuMBErS PrIOr TO THE ACCOuNT NuMBEr AT THE BOTTOM LEFT COrNEr OF THE CHECk. SAvINgS ACCOuNT - CONTACT YOur BANk FOr THE 
ABA NuMBEr, IF NOT kNOWN.    **ACCount nuMBer:  SEE CHECk, PASSBOOk, Or ACCOuNT STATEMENT FOr ACCOuNT NuMBEr.

Account Type:
(Check only one)
❏ Checking
❏ Savings

Person(s) Named on Account (Please Print Clearly) ABA Number* (Must be 9 Digits) A
tta

c
h

 V
O

ID
E

D
 

C
h

e
c
k
 H

e
re

Person 1: ___________________________________________________________________________

Person 2: ___________________________________________________________________________
Account Number** (Please Write)

Section e Authorizations, Annual Salary Reduction Agreement and Certification of Qualifying Event

authorization and annual Salary reduction agreement

I have read the printed material explaining the HCFSA and/or DeCAP benefits and my choices under these programs.  I have also read the Enrollment/Change Form information on 
Pages 3 and 4 of this form.  I understand that by signing and submitting this Enrollment/Change Form, I am making a binding election as to my benefit coverage for the Plan Year that 
begins January 1, 2014.  I authorize my Employer to reduce my gross salary as indicated on this form in order to pay for the benefits I have elected.  I understand that my payments will 
be pro-rated over each payroll period.

notE:  I understand that my HCFSA election cannot be reduced or revoked for any reason except for termination of employment during the Plan Year, or if I should take an unpaid leave 
of absence.  I agree to pay, in full, the amount elected on this form for the Plan Year for HCFSA, by recalculating the payroll deductions upon returning from unpaid leave.  My HCFSA 
and/or DeCAP election can only be changed if I experience a Qualifying Event (Section C).  I further understand that each account is separate and that DeCAP funds cannot be used 
for or transferred to HCFSA or vice-versa.  I understand that any amount remaining in these FSAs that is not used during the Plan Year and HCFSA grace Period, if applicable, will be 
permanently forfeited by me.  I understand that I am only eligible to receive reimbursement on behalf of my eligible dependents listed on this form.

I understand that I will be terminated from participation in the Program if I cease employment with the City of New York, unless I elect to participate in the Continuation Coverage for 
HCFSA.

direct deposit authorization

I hereby authorize the Tax-Favored Benefits Program to deposit my HCFSA/DeCAP reimbursement directly into my checking or savings account as requested. I also grant authorization 
for the reversal of a credit to my account in the event the credit was made in error. I understand that, under the “National Automated Clearing House Association” operating guidelines and 
rules, the Tax-Favored Benefits Program can only reverse the amount of the incorrect direct deposit. I agree that this authorization will remain in effect until I provide to the Tax-Favored 
Benefits Program a written cancellation to terminate the service. I will notify the Tax-Favored Benefits Program if my bank account numbers listed above should change.

mid-Year Qualifying Event 

This is to certify that I incurred the Qualifying Event indicated in Section C and, therefore, wish to modify my benefits as indicated.  I understand that the change(s) in benefits requested 
must be consistent with the Qualifying Event, and that I must provide approved documentation of all change(s), and that the effective date of the change(s) will be the date the forms are 
received by the Plan Administrator or the date of my first payroll deduction if I become eligible after the beginning of the Plan Year.  The participant has the burden of proof to show that 
the Qualifying Event is acceptable under the Plan.  The Plan Administrator reserves the right to request additional information.  The Plan Administrator has, among other duties, the power 
and duty to interpret the Qualifying Event and to resolve ambiguities, inconsistencies and omissions.

Section F employee/Participant Signature

SignaturE: datE:

/             /

return completed form to: Tax-Favored Benefits Program - FSA 2014
40 Rector Street, 3rd floor

New York, NY 10006-1705 retain a copy for your records
DO NOT WRITE IN THIS AREA

Payroll database agency Payroll code

Program Initials Date PMS DOC# Other Payroll Initials Date

DeCAP /            / /            /

HCFSA /            / /            /

J/FSA/PLYr2014/FSA/FSAec2014.indd 9/13 2,500k



The Health Care Flexible Spending Account (HCFSA) Program and the Dependent Care Assistance Program (DeCAP) 

are divisions of the Office of Labor Relations’ Tax-Favored Benefits Program

PLAN YEAR 2014 ENROLLMENT/CHANGE FORM 

FLEXIBLE SPENDING ACCOUNTS (FSA) PROGRAM
40 Rector Street, 3rd Floor, New York, NY 10006-1705     (212) 306-7760     TTY: (212) 306-7629     nyc.gov/fsa

By signing the Enrollment/Change Form:
• I authorize my Employer to reduce my gross salary before federal income taxes and Social Security (FICA) taxes are calculated by 

the total amount of the annual salary reduction (Plan Year 2014 contribution amount) indicated on Page 1.
• I understand that contributions to the FSA Program may reduce my Social Security benefits, since Social Security contributions will 

be based on my adjusted gross salary.
• I authorize the FSA Program to deposit my HCFSA/DeCAP reimbursement directly into my checking or savings account as requested 

(See Section D).  If this section is left blank, a reimbursement check will be sent to the address indicated on the attached form.

Under HcFSa

• I understand that the amount of salary reduction will continue throughout the Plan Year and cannot be reduced or revoked for any 
reason except for termination of my employment during the Plan Year or if I should take an unpaid leave of absence.

• I understand that I may enroll in the Program or increase my contribution should I become eligible to participate in this Program or 
acquire new dependents during mid-year.  I understand that I must complete all applicable sections of this form and submit it to the FSA 
Program Administrator within thirty (30) days after a Qualifying Event in order to enroll and/or add dependents.  A Qualifying Event can 
be marriage, adoption or birth of a child, commencement of new employment with the City, or employee’s return from approved unpaid 
leave of absence (taken during the Open Enrollment Period) or termination of participant’s employment with the City of New York.

• I understand that I will be reimbursed for eligible expenses up to my total annual contribution amount, less the administrative fee and 
any claims previously reimbursed, regardless of the current balance in my account.

• I understand that any health care expense defined by the IRS as a non-deductible expense for income tax purposes shall be ineligible 

for reimbursement.  I further understand that although an expense may be deductible for income tax purposes, it may be ineligible 

for reimbursement under this Program.
• I understand that my personal and claim information will not be released to any other individual unless I complete the Health Insur-

ance Portability and Accountability Act (HIPAA) Protected Health Information (PHI) Authorization Form.
• I understand that I have the right to revoke my HCFSA HIPAA authorization at any time in writing.

employees terminating employment/Unpaid Leave of absence

• Should my employment terminate with the City of New York, I understand that I will be terminated from participation in the HCFSA 
Program, unless I elect HCFSA Program Continuation Coverage. In this case, I agree to fund the balance of my HCFSA goal amount 
for the current Plan Year with either (a) pre-tax dollars deducted from my last paycheck(s) prior to leaving City service; or (b) post-tax 
dollars for the remainder of the current Plan Year.

• I understand that if I elect HCFSA Program Continuation Coverage and would prefer that the balance of my goal amount for the cur-
rent Plan Year be deducted from my last paycheck(s) on a pre-tax basis, I will notify the FSA Program Administrative Office in writing 
thirty (30) days prior to the date I cease employment, or as soon as possible in order for the FSA Program Administrator to meet 
payroll deadlines.

• I understand that if I take an unpaid leave of absence, I must notify the FSA Program Administrative Office to recalculate the deduction 
amount upon my return from the unpaid leave of absence.

• I authorize the FSA Program Administrative Office to recalculate any missed HCFSA payroll deduction amounts, if the FSA Program 
Administrator identifies such missed deductions.

Under DecaP

• I understand that the amount of salary reduction will continue throughout the Plan Year, unless I incur an approved Qualifying Event.  
I understand that I must complete all applicable sections of this form and submit it to the Plan Administrator within thirty (30) days 
after a Qualifying Event in order for any change to be effective.

• I understand that I may enroll in the Program or increase my contribution should I become eligible to participate in this Program or 
acquire new dependents during mid-year.  I understand that I must complete all applicable sections of this form and submit it to the 
Plan Administrator within thirty (30) days after a Qualifying Event in order to enroll and/or add dependents.  A Qualifying Event can 
be marriage, adoption or birth of a child, commencement of new employment with the City, employee’s return from approved unpaid 
leave of absence (taken during the Open Enrollment Period) or termination of participant’s employment with the City of New York.

• I understand that I will be reimbursed up to the total current balance in my account less the administrative fee.  Any amounts requested 
for reimbursement which exceed the current balance in my account will be carried forward to the next month.

• I understand that if I am married and my spouse is not employed, he/she must be either: a) incapable of self-care or b) a full-time student.
• I understand that I may not receive a benefit for eligible employment-related dependent care expenses incurred by me which is in 

excess of my Earned Income or the Earned Income of my spouse, if I am married.
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Under HcFSa and DecaP

• I understand that I will receive a confirmation letter(s) for HCFSA and/or DeCAP when my Enrollment Form has been processed. If 
I do not receive a confirmation letter(s), or do not experience accurate payroll deductions, I understand that it is my responsibility to 
notify the FSA Program immediately. 

• I understand that the funds in these FSAs can only be paid out to reimburse eligible medical and/or dependent care expenses actu-
ally incurred after the start of my participation in the FSA Program and during the Plan Year and HCFSA Grace Period, if applicable.

• I understand that I have the burden of proof to show that each medical and/or dependent care expense is reimbursable under the 
FSA Program, as well as eligible and reimbursable under all regulations (including the Internal Revenue Code).

• I understand that, under all circumstances, the FSA Program Administrator reserves the right to request additional information.
• I understand that the FSA Program Administrator has, among other powers and duties, the power and duty to interpret the FSA 

Program and to resolve ambiguities, inconsistencies, and omissions.
• I understand that if I participate in both the HCFSA Program and DeCAP, I cannot transfer funds from one account to the other.
• I understand that there is a maximum administrative fee of $4.00 per month per account.
• I understand that any amount remaining in these FSAs that is not used during the Plan Year, Claims Run-Out Period and 

HCFSA Grace Period, if applicable, will be permanently forfeited by me.
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PLAN YEAR 2014 ENROLLMENT/CHANGE FORM

MEDICAL SPENDING CONVERSION (MSC)
HEALTH BENEFITS BUY-OUT WAIVER PROGRAM 
(212) 306-7760     TTY: (212) 306-7629     nyc.gov/fsa

employee (Participant) return completed from to: 

Agency Benefits Office, NYCAPS Central or HR Share Services 
Office.  See information in Section V and instructions on reverse 
side.

INSTRUCTIONS:
Please review the MSC Health Benefits Buy-Out Waiver section in the Flexible Spending Accounts (FSA) Program Brochure which is on the FSA 
Website at nyc.gov/fsa.  Also, see instructions on reverse side of this form before completing.

ENROLLMENT 

(check one):

❏ Open Enrollment (September 9 - October 18, 2013; effective January 1, 2014) Complete Sections I, II, and IV.
❏ Mid-Year Enrollment (January 1 - November 15, 2014; effective Qualifying Event date) Complete Sections I, II, III, and IV.

I. EMPLOYEE (PARTICIPANT) INFORMATION (Please Print)

LAST NAmE FIrST NAmE m.I. SOCIAL SECUrITY NUmBEr

HOmE ADDrESS - NUmBEr AND STrEET APT

CITY STATE zIP CODE + FOUr

                     -

HOmE PHONE NUmBEr WOrk PHONE NUmBEr mOBILE PHONE NUmBEr E-mAIL 

(            )                - (            )                - (            )                -

AgENCY NAmE (NOT DIvISION) CUNY AND HHC EmPLOYEES PLEASE SPECIFY THE NAmE OF COLLEgE Or HOSPITAL

II. MSC HEALTH BENEFITS BUY-OUT WAIVER PROGRAM SECTION: If completing this section during mid-year, you must also complete Section III below.

A) to participate in the Buy-Out Waiver Program, complete this form and a Health Benefits Application.  Return both forms to your agency’s Human Resources 
Department/NYCAPS (if applicable) for approval and completion.

❏ I wish to participate in the Buy-Out Waiver Program.  Check one

❏ Individual Coverage ($500) ❏ Domestic Partner/Civil Union Coverage ($500) ❏ Family Coverage ($1,000)

Non-City group health plan provider (company name)                                                                                                                                                                    

Please note: You must attach proof of non-City health coverage (letter or health insurance card).

B) to terminate your participation in the Buy-Out Waiver Program, you must complete this form and a Health Benefits Application for reinstating City health ben-

efits.  Return both forms to your agency’s Human Resources Department/NYCAPS (if applicable) for approval and completion.

❏ I wish to withdraw from the Buy-Out Waiver Program.

III. MID-YEAR QUALIFYING EVENT: Newly eligible employees or current employees changing their status during mid-year must complete this section.

This is to certify that I incurred the Qualifying Event indicated below and, therefore, wish to modify my benefits as indicated.  I understand that the change(s) 
requested must be consistent with the Qualifying Event and that I must submit this form with legal/supporting documentation of all changes to my agency’s Human 
Resources Department/NYCAPS (if applicable) and they must be received by the MSC Administrative Office within 30 days after the Qualifying Event to take effect.

Date of Qualifying Event:             /            / 2014 Today’s Date:             /            / 2014

If Today’s Date is more than 30 days from the Date of Qualifying Event, please note that you are not eligible for Plan Year 2014.

Please check one of the following:

Employment Status: Documentation must be provided by employer/agency Family Status Change: Legal documentation must be provided by participant
❏ Beginning/termination of employment (❏ self  ❏ spouse) 
❏ Unpaid leave of absence (❏ self  ❏ spouse)
❏ Return from unpaid leave of absence (❏ self  ❏ spouse)
❏ Change from P/T to F/T employment or vice versa (❏ self  ❏ spouse)
❏ Increase in health plan deductions by more than 20% 

❏ Marriage/domestic partner
❏ Birth or adoption of child
❏ Divorce
❏ Ineligibility of dependent (❏ age  ❏ marriage)

IV. Employee Signature

I have read the MSC Program materials and instructions and I attest that I meet the qualifications to enroll or withdraw from the MSC Health Benefits Buy-Out 
Waiver Program.

Signature:__________________________________________________________________________________________________ Date: _____/ _____/____

V. FOR COMPLETION BY EMPLOYING AGENCY’S HUMAN RESOURCES DEPARTMENT/NYCAPS PERSONNEL ONLY:  
Please review the above information and submitted documentation from employee before completing the information below.

Note to Benefits/Payroll/NYCAPS/HR Share Officer:  Send this MSC Form and the Health Benefits Application, along with any legal/supporting documentation, 
to: MSC Administrative Office, 40 Rector Street, 3rd Floor, New York, NY 10006.  You should retain a copy of this form for your records.  

• If your agency is a centralized agency  - send directly to: NYCAPS Central,  1 Centre Street, New York, NY 10006

• DOE Employee/Payroll/Secretary - send directly to: DOE MSC Unit, 65 Court Street, #101, Brooklyn, NY 11201

• HHC Centralized Agency - send directly to: H.R. Shared Services, 160 Water Street, 17th Floor, New York, NY 10038

1) For the Health Benefits Buy-Out Waiver Program (Section II), I have reviewed and processed the Health Benefits Application and certify that the employee 
has listed a non-City group health insurance policy under which he/she is covered.  I have notified the appropriate health carrier of this change.

2) For mid-year changes, I certify that a Qualifying Event listed in Section III has occurred within 30 days after this request and this form, along with legal/
supporting documentation, have been submitted.

Employee’s Agency Appointment Date:             /           /           Effective Date of Health Benefits:             /           /           

A) MSC Buy-Out Waiver Effective Date: (Check one) ❏ Open Enrollment: (September 9 - October 18, 2013: effective January 1, 2014)

❏ Mid-Year Enrollment:              /           / 2014   (January 1, 2014 - November 15, 2014)

(June 1- June 30, effective July 1, 2014) (December 1- December 31, effective January 1, 2015)

B) MSC Buy-Out Waiver Withdrawal Date: (Check one) ❏ Open Enrollment: (September 9 - October 18, 2013: effective January 1, 2014)

❏ Mid-Year Withdrawal:              /           / 2014   (January 1, 2014 - November 15, 2014)

AgENCY BENEFITS mANAgEr/NYCAPS/Hr SHArE PErSONNEL SIgNATUrE EFFECTIvE DATE WOrk PHONE NUmBEr

/             / (          )            -

EmPLOYEE AgENCY  CODE E-mAIL ADDrESS

MSC ADMINISTRATIVE OFFICE USE ONLY

ENrOLLmENT EFFECTIvE DATE WITHDrAWAL EFFECTIvE DATE PrOCESSINg DATE PrOCESSOr AgENCY PAYrOLL CODE

/             / /             / /             /

J:FSA\PLYR2014\MSC\MSC_FoRM_2014.indd 9/13 2K



MEDICAL SPENDING CONVERSION (MSC)

PLAN YEAR 2014

INSTRUCTIONS:

HEALTH BENEFITS BUY-OUT WAIVER PROGRAM - SECTION II: 

 The Medical Spending Conversion (MSC) Health Benefits Buy-Out Waiver Program allows you to receive an incentive 
payment for waiving your City health benefits.  Refer to the MSC Health Benefits Buy-Out Waiver Program section in the 
Flexible Spending Accounts Program Brochure for detailed information.

 A.  Enrolling:

 Please Note:  The Internal Revenue Service does not permit any retroactive participation from a previous Plan Year.

 If you are covered under your spouse’s/domestic partner’s or parent(s)’ non-City group health insurance, or a group health 
plan available through other employment, you may waive New York City health benefits.  Once your enrollment form has 
been processed and approved, you will receive a confirmation letter from the MSC Administrative Office.  Please contact 
your agency’s Human Resources Department/NYCAPS/HR Share personnel if you do not receive a confirmation letter. 

 Current employees:  You may enroll in the Program during the Open Enrollment Period (September 9 - October 18, 2013) 
for an effective date of January 1, 2014.  You must complete Sections I, II, and IV.  Section V is to be completed by your 
agency’s Human Resources Department/NYCAPS/HR Share personnel.

 Newly eligible employees:  You may enroll in the Program within thirty (30) days after becoming eligible for City health 
benefits.  You must complete Sections I, II, III, and IV.  Section V is to be completed by your agency’s Human Resources 
Department/NYCAPS personnel.

 During mid-year:  If you incur a Qualifying Event, you must notify the MSC Program Administrative Office within thirty 
(30) days after the Qualifying Event in order to participate.  You must complete Sections I, II, III, and IV and attach legal/
supporting documentation.  Section V is to be completed by your agency’s Human Resources Department/NYCAPS/HR 
Share personnel.

 Any MSC Form received in June will be effective July1st of that Plan Year.  Any MSC Form received in December will be 
effective January 1st of the following Plan Year.

 By signing the MSC Health Benefits Buy-Out Waiver Program Enrollment/Change Form, you elect to receive $1,000 (family 
coverage waived),  $500 (individual coverage waived), or $500 (domestic partner/civil union coverage waived) annually 
in lieu of New York City health benefits.  You will receive $500 for family coverage, $250 for individual coverage, or $250 
for domestic partner/civil union coverage waived at the end of every six-month calendar period.  Please note that same 
sex marriage will be treated as family coverage (This amount will be pro-rated for any period less than six months 

by the number of days you are in the Health Benefits Buy-Out Waiver Program.)

 An employee participating in the City’s Deferred Compensation Plan (DCP) in lieu of FICA and participating in the Health 
Benefits Buy-Out Waiver Program (taxable income), may need to increase his/her salary deferral percentage to an amount 
higher than 7.5% of annual salary in order to account for the increase in income due to the “Buy-Out Waiver Incentive 
Payment.”  If the 7.5% of total salary income requirement is not met, the participant who is enrolled in the DCP may have 
to continue to pay FICA taxes until that requirement is met.

  B.   Terminating:

 Your waiver will remain in effect during the Plan Year unless a) you experience an approved mid-year Qualifying Event or, 
b) you reinstate your City health coverage during the Health Benefits Program Fall Transfer Period.  During the mid-year, 
your form must be received by the MSC Administrative Office within thirty (30) days after the Qualifying Event in order for 
the change to be effective.  If you are returning from an approved leave of absence or transferring to a new City agency, 
you must complete the MSC Health Benefits Buy-Out Waiver Program Enrollment/Change Form and the Health Benefits 
Application within thirty (30) days after such event to be reinstated, or to receive a pro-rated incentive payment. 

 If you wish to terminate your participation in the Health Benefits Buy-Out Waiver Program and reinstate your City health 
benefits coverage, complete Section II, by indicating your requested change.  If you are terminating your participation 
mid-year, you must also complete Section III.

Please Note:  If you waive City health coverage, you must have other non-City group health coverage available to you.  
The Health Benefits Application must accompany this MSC Form so that your agency’s benefits/payroll manager is able 
to verify that you have other coverage.  Your agency’s Human Resources Department/NYCAPS/HR Share personnel 
may request additional documentation.

 This form is not valid if you have not completed Sections I, II, III (for mid-year Qualifying Event) and IV. 
 This form is not valid if Section V has not been completed by your agency’s Human Resources Department/NYCAPS/HR Share 

personnel.

Please return the completed form and documentation to:

• If your agency is a non-centralized agency  - send directly to your agency benefits office. 
• If your agency is a centralized agency  - send directly to: NYCAPS Central,  1 Centre Street, New York, NY 10006.
• DOE Employee/Payroll/Secretary - send directly to: DOE MSC Unit, 65 Court Street, #101, Brooklyn, NY 11201.
• HHC Centralized Agency - send directly to: H.R. Shared Services, 160 Water Street, 17th Floor, New York, NY 10038.



2014 Salary Reduction Agreement

The undersigned parties agree that the employee (“you”) will participate in the CUNY Tax-Deferred Annuity Program; and that, 
with respect to amounts paid on or after ______________________, which is after the date this Agreement is signed, your 
salary shall be reduced by the amount indicated below, and the employer will contribute that salary reduction amount to your 
tax-deferred annuity account.

You must specify a salary reduction percentage (in whole or fractional percentages) in the space provided below or this Salary  
Reduction Agreement will not be valid. Salary reductions to the tax-deferred annuity are made after all other mandatory  
CUNY deductions.

This Agreement shall be legally binding and irrevocable as to each of the parties hereto while employment continues and will  
only cover amounts paid while in effect. It will remain in effect unless it is revised or terminated, and no annual renewal is  

 
 

 
annuity account at a time.

You agree to hold the City University of New York harmless under this Agreement, provided that any and all sums withheld by 
the employer pursuant to this Agreement are remitted to the insurer you designated to purchase non-forfeitable contracts in 

The salary reduction maximum percentage listed above is an estimate based upon your projected salary for this year and 
assumes contributions to one investment provider. Please contact your selected investment provider at the number provided 
below for a recalculation of your maximum limit if: you have made tax-deferred contributions to another investment provider, 
including transfers between investment providers; if you are or have been employed on a part-time basis; if you have had a 
break in service; if you have transferred from one CUNY campus to another; you are or have been on a leave of absence; if 
you receive income from CUNY in addition to your base salary; or if you are planning to retire this year.

I elect to participate in the CUNY Tax-Deferred Annuity Program account issued by or through (select one):

  
Managerial Staff])

  

 

I elect to reduce my annual salary by ______% provided that this percentage does not exceed the maximum allowed by 

permitted under the Internal Revenue Code, my deferral will be increased in subsequent years if the permissible maximum 
deferral amount is increased. 

Employee Name:  _________________________________

Address: ________________________________________

________________________________________________

College:  ________________________________________

 ____________________________

Telephone Number:  _______________________________

Date of Hire:  __________________________

Year of Birth: __________________________

 ___________%

Based on a projected  

 _________________

EMPLOYEE:  

Print Name: ______________________________________

Signature: _______________________________________

Date:  ___________________________________________

CUNY:  

By: 

 Leslie E. Williams 

 University Executive Director 

 Shared Services

2014 Contribution Limits

 .............................................................

 ...........................................................

Generated at: Tue Dec  3 16:36:07 2013
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Home Office

(Herein called the Company)

Administrative Office: P.O. Box 9186, Des Moines, Iowa 50306-9186
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Please note: Appendix 11 (enclosed) for applicant must be filled out, signed, dated, and returned with the application.

ADMINISTRATOR

Marsh U.S. Consumer,

a Service of Seabury & Smith, Inc.

P.O. Box 9186

Des Moines, IA 50306-9186

Our hearing-impaired or voice-impaired members may call the

Relay Line at 1-800-855-2881.

QUESTIONS?

Call: 1-888-386-9788

customerservice@marshpm.com
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4. Mail your application, one copy of Appendix 11

(and the appropriate deduction authorization form, if

applicable) to:

Marsh U.S. Consumer Insurance Plans Administrator

P.O. Box 9186

Des Moines, IA 50306-9186

Plan Administrator:

P.O. Box 9186

Des Moines, IA 50306-9186

Call Toll-Free: 1-888-386-9788

AR Ins. Lic. #245544

CA Ins. Lic. #0633005

d/b/a in CA Seabury & Smith Insurance Program

Management

Underwritten By:

The United States Life Insurance Company in

the City of New York

This is a brief description of coverage underwritten by

The United States Life Insurance Company in the City

of New York, and is subject to the terms, conditions,

exclusions and limitations of Group Policy Nos. G-233,

615, and G-170,468, Form No. G-19000. Please see

your Certificate of Insurance for details.

The underwriting risks, financial and contractual

obligations and support functions associated with the

products issued by the United State Life Insurance

Company in the City of New York are its

responsibility.

AG-8163
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