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Department Name:    

Employee Number:    

Employee Name:    

Employee SSN:    

Employee DOB:  ____________________________________ 

 

 
 
 

 
RICHLAND COUNTY 

FLEXIBLE SPENDING ACCOUNT

 

 
ADDRESS:    

City:                                                                             State:                                                     Zip:                                 Phone:   
 

 
 
 
 

FLEXIBLE SPENDING ACCOUNT                                               PER PAY                                                                        ANNUAL AMOUNT 

 
A.    Unreimbursed Medical Expenses                                             X 24 Pays                                           ($2,700.00 max) 

B.     Dependent Day Care                                  X 24 Pays       ($5,000.00 max)

 
 
 
 

SIGNATURE   Date    
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