
Wrap-Up Instructions 
 
Now is the time to carefully check over all of your answers. Please make 
sure you have read all of the instructions carefully and have answered all the 
questions to the best of your ability. Please follow the directions below to 
forward the paperwork to Human Resources. Please read the BRING THE 
FOLLOWING ITEMS to help insure you have the appropriate items with you 
for orientation. 
 
Instructions on how to DOWNLOAD: 
1. Click the Download Icon (typically has an arrow pointing downward often 

next to the printer shaped icon) on the menu bar. 
2. If a dialog box appears, navigate to the location on your computer or 

network to which you would like to save the PDF. Otherwise go to your 
computers Download folder and locate the downloaded packet file. 

3. Please change the file name to your First and Last name (First Last.pdf). 
4. Once you have successfully saved a PDF file from our website to your 

computer, you’re ready to begin. 
 
Instructions on how to EMAIL: 
1. Address the email to humanresources@lakelandcollege.edu 

Subject: “New Employee Packet” and then fill out the body as you would 
with a normal message. 

2. Click the Attach button and navigate to your PDF file, select the PDF file 
and click the Attach button. 

3. Once your PDF file has been attached click the Send button. 
 
Instructions on how to PRINT: 
1. Click File on the Acrobat Menu bar. 
2. Scroll down to PRINT. 
3. You may bring your New Employee Packet with you on your first day of 

employment.  OR 
4. All forms will need to be signed and dated.  You can print, sign, scan       

and email or fax the forms to 217/234-5534. 
 
BRING THE FOLLOWING ITEMS: 
1. Your New Employee Packet, if not previously emailed to Human 
 Resources. 
2. Documentation of Eligibility for Employment according to Form I-9 
 (i.e. Drivers License and Social Security Card). 
3. Voided check for direct deposit. 



 Employment Policies 
 

 
 

Carefully read the following Lake Land College employment policies and notices: 
 

 Appropriate Employee Handbook/Union Contract 

 Child Abuse Reporting Act 

 FERPA (Student Privacy Rights) 

 Graham Leach Bliley Act 

 Drug Free Workplace 

 Anti-Harassment Policy 

 Affirmative Action Policy 

 Family Medical Leave Act, Employee Rights and Responsibilities  

 Academic Year Pay dates 

 Employee Communication Expectations 

 Social Media Expectations and Guidelines 

 

If you have any questions or comments regarding any of the above policies and notices 
please ask Human Resources during your orientation or contact them at 217-234-5410. 
 
 
I,      , acknowledge that I have carefully read and 
understand the Affirmative Action/Equal Opportunity Employment, Child Abuse 
Reporting Act, FERPA, Graham Leach Bliley Act, Drug Free Workplace, Harassment 
Policy, Affirmative Action Policy, and Employee Communication Expectations.  I have 
also read and understand my rights under Family Medical Leave Act. 
 
 
 
              
Signature       Date 



 
 

 

Office of the Director 

406 E. Monroe Street • Springfield, Illinois 62701 

www.DCFS.illinois.gov 

ACKNOWLEDGEMENT OF MANDATED REPORTER STATUS 

 

 

I,       , understand that when I am employed as a  

 (Employee Name) 

 

      , I will become a mandated reporter under the 

 (Type of Employment) 

Abused and Neglected Child Reporting Act [325 ILCS 5/4].  This means that I am required to report or cause a 

report to be made to the child abuse and neglect Hotline number at 1-800-25-ABUSE (1-800-252-2873) 

whenever I have reasonable cause to believe that a child known to me in my professional or official capacity 

may be abused or neglected.  I understand that there is no charge when calling the Hotline number and that the 

Hotline operates 24-hours per day, 7 days per week, 365 days per year. 
 

I understand that in an effort to help mandated reporters understand their critical role in protecting children by 

recognizing and reporting child abuse/neglect, DCFS administers an online training course entitled 

Recognizing and Reporting Child Abuse: Training for Mandated Reporters, available 24 hours a day, 

seven days a week.   
 

I further understand that the privileged quality of communication between me and my patient or client is not 

grounds for failure to report suspected child abuse or neglect, I know that if I willfully fail to report suspected 

child abuse or neglect, I may be found guilty of a Class A misdemeanor.  This does not apply to physicians who 

will be referred to the Illinois State Medical Disciplinary Board for action. 
 

I also understand that if I am subject to licensing under, but not limited to, the following acts:  the Illinois 

Nursing Act of 1987, the Medical Practice Act of 1987, the Illinois Dental Practice Act, the School Code, the 

Acupuncture Practice Act, the Illinois Optometric Practice Act of 1987, the Illinois Physical Therapy Act, the 

Physician Assistants Practice Act of 1987, the Podiatric Medical Practice Act of 1987, the Clinical Psychologist 

Licensing Act, the Clinical Social Work and Social Work Practice Act, the Illinois Athletic Trainers Practice 

Act, the Dietetic and Nutrition Services Practice Act, the Marriage and Family Therapy Act, the Naprapathic 

Practice Act, the Respiratory Care Practice Act, the Professional Counselor and Clinical Professional Counselor 

Licensing Act, the Illinois Speech-Language Pathology and Audiology Practice Act, I may be subject to license 

suspension or revocation if I willfully fail to report suspected child abuse or neglect. 
 

I affirm that I have read this statement and have knowledge and understanding of the reporting requirements, 

which apply to me under the Abused and Neglected Child Reporting Act. 
 

   

 Signature of Applicant/Employee 

 

   

 Date CANTS 22 

Rev. 5/2019 



 

Acknowledgment 

 

I______________________________________hereby acknowledge that I have  
                      (Print Name) 
 
Carefully read and understand the part-time employee handbook. 

 

Signature_________________________ 

 

Date_____________________________ 

 













Note: For tax years beginning on or after 
January 1, 2017, the personal exemption 
allowance, and additional allowances if you 
or your spouse are age 65 or older, or if 
you or your spouse are legally blind, may 
not be claimed on your Form IL-1040 if 
your adjusted gross income for the taxable 
year exceeds $500,000 for returns with a 
federal filing status of married filing jointly, 
or $250,000 for all other returns.  You may 
complete a new Form IL-W-4 to update your 
exemption amounts and increase your Illinois 
withholding.

How do I figure the correct 
number of allowances?
Complete the worksheet on the back of 
this page to figure the correct number 
of allowances you are entitled to claim. 
Give your completed Form IL-W-4 to your 
employer. Keep the worksheet for your 
records. 

  If you have more than one job or your 
spouse works, your withholding usually will 
be more accurate if you claim all of your 
allowances on the Form IL-W-4 for the 
highest-paying job and claim zero on all of 
your other IL-W-4 forms.

How do I avoid underpaying my 
tax and owing a penalty?
You can avoid underpayment by reducing the 
number of allowances or requesting that your 
employer withhold an additional amount from 
your pay. Even if your withholding covers 
the tax you owe on your wages, if you have 
non-wage income that is taxable, such as 
interest on a bank account or dividends on 
an investment, you may have additional tax 
liability. If you owe more than $500 tax at the 
end of the year, you may owe a late-payment 
penalty or will be required to make estimated 
tax payments. For additional information 
on penalties see Publication 103, Uniform 
Penalties and Interest. Visit our website at 
tax.illinois.gov to obtain a copy.

Where do I get help?
 • Visit our website at tax.illinois.gov
 • Call our Taxpayer Assistance Division  
  at 1 800 732-8866 or 217 782-3336
 • Call our TDD (telecommunications  
  device for the deaf) at 1 800 544-5304
 • Write to 
  ILLINOIS DEPARTMENT OF REVENUE
  PO BOX 19044
  SPRINGFIELD IL 62794-9044

  Illinois Department of Revenue

  Form IL-W-4  Employee’s and other Payee’s Illinois Withholding 

   
Allowance Certificate and Instructions

 

IL-W-4 (R-08/17)

Note:  These instructions are written for 
employees to address withholding from wages.  
However, this form can also be completed and 
submitted to a payor if an agreement was made 
to voluntarily withhold Illinois Income tax from 
other (non-wage) Illinois income.

Who must complete Form IL-W-4? 
If you are an employee, you must complete 
this form so your employer can withhold 
the correct amount of Illinois Income Tax 
from your pay. The amount withheld from 
your pay depends, in part, on the number of 
allowances you claim on this form.
Even if you claimed exemption from 
withholding on your federal Form W-4, 
U.S. Employee’s Withholding Allowance 
Certificate, because you do not expect 
to owe any federal income tax, you may 
be required to have Illinois Income Tax 
withheld from your pay (see Publication 
130, Who is Required to Withhold Illinois 
Income Tax). If you are claiming exempt 
status from Illinois withholding, you must 
check the exempt status box on Form  
IL-W-4 and sign and date the certificate. Do 
not complete Lines 1 through 3.  
If you are a resident of Iowa, Kentucky, 
Michigan, or Wisconsin, or a military spouse, 
see Form W-5-NR, Employee’s Statement of 
Nonresidence in Illinois, to determine if you 
are exempt. 

 If you do not file a completed Form 
IL-W-4 with your employer, if you fail to 
sign the form or to include all necessary 
information, or if you alter the form, your 
employer must withhold Illinois Income Tax 
on the entire amount of your compensation, 
without allowing any exemptions. 

When must I submit this form?
You should complete this form and give it 
to your employer on or before the date you 
start work. You must submit Form IL-W-4 
when Illinois Income Tax is required to be 
withheld from compensation that you receive 
as an employee.  You may file a new Form 
IL-W-4 any time your withholding allowances 
increase. If the number of your claimed 
allowances decreases, you must file a new 
Form IL-W-4 within 10 days. However, the 
death of a spouse or a dependent does not 
affect your withholding allowances until the 
next tax year.

When does my Form IL-W-4 
take effect?
If you do not already have a Form IL-W-4 
on file with your employer, this form 
will be effective for the first payment of 
compensation made to you after this form 

is filed. If you already have a Form IL-W-4 
on file with this employer, your employer 
may allow any change you file on this form 
to become effective immediately, but is not 
required by law to change your withholding 
until the first payment of compensation is 
made to you after the first day of the next 
calendar quarter (that is, January 1, April 1, 
July 1, or October 1) that falls at least 30 
days after the date you file the change with 
your employer.
Example:  If you have a baby and file a 
new Form IL-W-4 with your employer to 
claim an additional allowance for the baby, 
your employer may immediately change 
the withholding for all future payments of 
compensation. However, if you file the new 
form on September 1, your employer does 
not have to change your withholding until the 
first payment of compensation is made to 
you after October 1. If you file the new form 
on September 2, your employer does not 
have to change your withholding until the first 
payment of compensation made to you after 
December 31.

How long is Form IL-W-4 valid?
Your Form IL-W-4 remains valid until a new 
form you have submitted takes effect or until 
your employer is required by the Department 
to disregard it. Your employer is required to 
disregard your Form IL-W-4 if 
•  you claim total exemption from Illinois 

Income Tax withholding, but you have 
not filed a federal Form W-4 claiming 
total exemption, or

•  the Internal Revenue Service (IRS) has 
instructed your employer to disregard 
your federal Form W-4. 

What is an “exemption”?
An “exemption” is a dollar amount on which 
you do not have to pay Illinois Income Tax 
that you may claim on your Illinois Income 
tax return. 

What is an “allowance”?
The dollar amount that is exempt from 
Illinois Income Tax is based on the number 
of allowances you claim on this form. As 
an employee, you receive one allowance 
unless you are claimed as a dependent 
on another person’s tax return (e.g., your 
parents claim you as a dependent on their 
tax return). If you are married, you may claim 
additional allowances for your spouse and 
any dependents that you are entitled to claim 
for federal income tax purposes. You also will 
receive additional allowances if you or your 
spouse are age 65 or older, or if you or your 
spouse are legally blind. 



Illinois Withholding Allowance Worksheet 

Step 1: Figure your basic personal allowances (including allowances for dependents)

Check all that apply:

   No one else can claim me as a dependent.

   I can claim my spouse as a dependent.

 1 Enter the total number of boxes you checked.  1 _______________

 2 Enter the number of dependents (other than you or your spouse) you will claim on your tax return.  2 _______________

 3 Add Lines 1 and 2. Enter the result. This is the total number of basic personal allowances to which you are 
  entitled. You are not required to claim these allowances. The number of basic personal allowances that you 
  choose to claim will determine how much money is withheld from your pay. See Line 4 for more information.  3 _______________
 4 Enter the total number of basic personal allowances you choose to claim on this line and Line 1 of 
  Form IL-W-4 below. This number may not exceed the amount on Line 3 above, however you can claim as 
  few as zero. Entering lower numbers here will result in more money being withheld(deducted) from your pay. 4  _______________

Step 2: Figure your additional allowances  
Check all that apply: 

   I am 65 or older.  I am legally blind. 

   My spouse is 65 or older.  My spouse is legally blind.

 5 Enter the total number of boxes you checked.    5  _______________

 6 Enter any amount that you reported on Line 4 of the Deductions and Adjustments Worksheet     
  for federal Form W-4 plus any additional Illinois subtractions or deductions. 6 _______________ 

 7 Divide Line 6 by 1,000. Round to the nearest whole number. Enter the result on Line 7. 7 _______________

 8 Add Lines 5 and 7. Enter the result. This is the total number of additional allowances to which     
  you are entitled. You are not required to claim these allowances. The number of additional allowances 
  that you choose to claim will determine how much money is withheld from your pay. 8 _______________
 9 Enter the total number of additional allowances you elect to claim on Line 2 of Form IL-W-4, below.  This 
  number may not exceed the amount on Line 8 above, however you can claim as few as zero. Entering lower 
  numbers here will result in more money being withheld(deducted) from your pay. 9  _______________
IMPORTANT: If you want to have additional amounts withheld from your pay, you may enter a dollar amount on Line 3 of Form IL-W-4 
below. This amount will be deducted from your pay in addition to the amounts that are withheld as a result of the allowances you have 
claimed.
  

     Cut here and give the certificate to your employer. Keep the top portion for your records.      

General Information
Use this worksheet as a guide to figure your total withholding 
allowances you may enter on your Form IL-W-4.
Complete Step 1. 
Complete Step 2 if 
 • you (or your spouse) are age 65 or older or legally blind, or 
 • you wrote an amount on Line 4 of the Deductions and   

 Adjustments Worksheet for federal Form W-4.

 Illinois Department of Revenue

 IL-W-4  Employee’s Illinois Withholding Allowance Certificate

____ ____ ____ - ____ ____ - ____ ____ ____ ____
Social Security number

________________________________________________________________________
Name

________________________________________________________________________
Street address

________________________________________________________________________
City     State  ZIP

Check the box if you are exempt from federal and Illinois 
Income Tax withholding and sign and date the certificate.        

IL-W-4 (R-08/17)

If you have more than one job or your spouse works, your withholding 
usually will be more accurate if you claim all of your allowances on the 
Form IL-W-4 for the highest-paying job and claim zero on all of your 
other IL-W-4 forms.
You may reduce the number of allowances or request that your 
employer withhold an additional amount from your pay, which may help 
avoid having too little tax withheld.

Employer: Keep this certificate with your records. If you have referred the employee’s federal 
certificate to the IRS and the IRS has notified you to disregard it, you may also be required to 
disregard this certificate. Even if you are not required to refer the employee’s federal certificate to 
the IRS, you still may be required to refer this certificate to the  Illinois Department of Revenue for 
inspection. See Illinois Income Tax Regulations 86 Ill. Adm. Code 100.7110.

1 Enter the total number of basic allowances that you 
  are claiming (Step 1, Line 4, of the worksheet). 1 ____________
2 Enter the total number of additional allowances that 
  you are claiming (Step 2, Line 9, of the worksheet). 2 ____________
3 Enter the additional amount you want withheld 
  (deducted) from each pay.  3 ____________

I certify that I am entitled to the number of withholding allowances claimed on 
this certificate.

______________________________________________________________________
Your signature  Date

This form is authorized under the Illinois Income Tax Act. Disclosure 
of this information is required. Failure to provide information may 
result in this form not being processed and may result in a penalty.



Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 
 
 

INSTRUCTIONS TO COMPLETE I-9 FORM 
 

Every employee hired after November 6, 1986 must complete an I-9 form at the time 
of hire. Employees must complete Section 1 of the form upon commencing 
employment. The employer must complete Section 2 within three days of the 
employee's starting date at work.  The employer is responsible for ensuring that the 
forms are completed properly and in a timely manner. 

If an employee cannot read or cannot write English, a translator or preparer may 
complete the form and sign it on their behalf.  

The form requires the employee's own signature. 

 

 

After completion of Section 1 of this form, please print and return to Lake Land College 
Human Resources office. Within three business days of the first date of employment, 
the employee must provide original documentation. Acceptable documents that 
establish identity and employment verification are listed on page 4 of this form. You 
may present one selection from List A or a combination of one selection from List B 
and one selection from List C. 

If you have any questions, please email or call 217/234-5528 or 217/234-5410. 

 

 



USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 10/31/2022

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Form I-9  10/21/2019   Page 1 of 3

►START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically, 
during completion of this form. Employers are liable for errors in the completion of this form. 
  ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which document(s) an 
employee may present to establish employment authorization and identity. The refusal to hire or continue to employ an individual because the 
documentation presented has a future expiration date may also constitute illegal discrimination. 

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later 
than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)

Address (Street Number and Name) Apt. Number City or Town State ZIP Code

Date of Birth (mm/dd/yyyy)

- -

 Employee's E-mail Address Employee's Telephone Number U.S. Social Security Number

1. A citizen of the United States

2. A noncitizen national of the United States (See instructions)

3. A lawful permanent resident

4. An alien authorized to work    until 
(See instructions)

(expiration date, if applicable, mm/dd/yyyy):

(Alien Registration Number/USCIS Number):

Some aliens may write "N/A" in the expiration date field.

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in 
connection with the completion of this form. 
  

I attest, under penalty of perjury, that I am (check one of the following boxes):

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9:  
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:

2. Form I-94 Admission Number:

3. Foreign Passport Number:

Country of Issuance:

OR

OR

QR Code - Section 1   
Do Not Write In This Space

Signature of Employee Today's Date (mm/dd/yyyy)

Preparer and/or Translator Certification (check one):     
      I did not use a preparer or translator.  A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)
I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct.
Signature of Preparer or Translator Today's Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code

Employer Completes Next Page
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USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 10/31/2022

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Section 2. Employer or Authorized Representative Review and Verification 
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You 
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists 
of Acceptable Documents.")

Last Name (Family Name) M.I.First Name (Given Name)
Employee Info from Section 1

Citizenship/Immigration Status

List A
Identity and Employment Authorization Identity Employment Authorization

OR List B AND List C

Additional Information QR Code - Sections 2 & 3 
Do Not Write In This Space

Document Title

Issuing Authority

Document Number

Expiration Date (if any) (mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any) (mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any) (mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any) (mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any) (mm/dd/yyyy)

Certification: I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, 
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the 
employee is authorized to work in the United States. 
The employee's first day of employment (mm/dd/yyyy):  (See instructions for exemptions)

Today's Date (mm/dd/yyyy)Signature of Employer or Authorized Representative Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative First Name of Employer or Authorized Representative Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) City or Town State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial

B. Date of Rehire (if applicable)
Date (mm/dd/yyyy)

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes 
continuing employment authorization in the space provided below.

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if 
the employee presented document(s), the document(s) I have examined appear to be genuine and to relate to the individual. 
Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A  
or a combination of one selection from List B and one selection from List C.

LIST A

2.   Permanent Resident Card or Alien 
Registration Receipt Card (Form I-551)

1.   U.S. Passport or U.S. Passport Card

3.   Foreign passport that contains a 
temporary I-551 stamp or temporary 
I-551 printed notation on a machine-
readable immigrant visa

4.   Employment Authorization Document 
that contains a photograph (Form 
I-766) 

5.   For a nonimmigrant alien authorized  
to work for a specific employer 
because of his or her status:

Documents that Establish 
Both Identity and 

Employment Authorization

6.   Passport from the Federated States 
of Micronesia (FSM) or the Republic 
of the Marshall Islands (RMI) with 
Form I-94 or Form I-94A indicating 
nonimmigrant admission under the 
Compact of Free Association Between 
the United States and the FSM or RMI

b. Form I-94 or Form I-94A that has  
the following:
(1) The same name as the passport; 

and
(2) An endorsement of the alien's 

nonimmigrant status as long as 
that period of endorsement has 
not yet expired and the 
proposed employment is not in 
conflict with any restrictions or 
limitations identified on the form.

a. Foreign passport; and

For persons under age 18 who are 
unable to present a document 

listed above:   

1.   Driver's license or ID card issued by a 
State or outlying possession of the 
United States provided it contains a 
photograph or information such as 
name, date of birth, gender, height, eye 
color, and address

9.   Driver's license issued by a Canadian 
government authority

3.   School ID card with a photograph

6.   Military dependent's ID card

7.   U.S. Coast Guard Merchant Mariner 
Card

8.   Native American tribal document

10.   School record or report card

11.   Clinic, doctor, or hospital record

12.   Day-care or nursery school record

2.   ID card issued by federal, state or local 
government agencies or entities, 
provided it contains a photograph or 
information such as name, date of birth, 
gender, height, eye color, and address

4.   Voter's registration card

5.   U.S. Military card or draft record

Documents that Establish  
Identity 

LIST B

OR AND

LIST C

7.   Employment authorization 
document issued by the 
Department of Homeland Security

1.   A Social Security Account Number 
card, unless the card includes one of 
the following restrictions:

2.   Certification of report of birth issued 
by the Department of State (Forms 
DS-1350, FS-545, FS-240) 

 
3.   Original or certified copy of birth   
      certificate issued by a State,  
      county, municipal authority, or  
      territory of the United States  
      bearing an official seal

4.   Native American tribal document

6.   Identification Card for Use of 
Resident Citizen in the United 
States (Form I-179)

Documents that Establish  
Employment Authorization

5.   U.S. Citizen ID Card (Form I-197)

(2)  VALID FOR WORK ONLY WITH 
INS AUTHORIZATION

(3)  VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION

(1)  NOT VALID FOR EMPLOYMENT

Page 3 of 3Form I-9  10/21/2019

Examples of many of these documents appear in the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.





Employee Benefits 
 
 

The following section is information for the benefits that are available for part-time Lake Land 
College Employees.  If you have questions, please feel free to call the Benefits Coordinator at 
217-234-5000. 
 
The following benefits notification are for informative purposes only, no forms are required at 
this time.  If you would care to utilize any of these benefits during your Lake Land employment, 
please feel free to contact the Benefits Coordinator. 
 

 Tuition Waiver 

 Lake Land College 403(b) & 457(b) Plan 

 Worker’s Compensation 

 

I,      , have carefully read and understand the above benefits that 
are available to me as an a part-time employee of Lake Land College. 
 
 
             
Name        Date 



Lake Land College 

Certification Information for the State Universities Retirement System 
 
If you are eligible to participate, 8% of your gross earnings will be collected prior to taxation.  The following 

information must be completed and returned to the Human Resources office to certify your employment with the 

State Universities Retirement System. 

 

THIS INFORMATION MUST BE COMPLETED PRIOR TO YOUR BEING PLACED ON PAYROLL. 

 

Complete in full (Type or Print) 

 

1. Name of participant___________________________________________________ 

 

2. Social Security Number    __________________-______________-____________ 

 

3. Male ____  Female____ Birth date  (MM/DD/YYYY)____________________ 

 

4. Home Address_____________________________________________________________ 

 

____________________________________________________________________ 

                         City                                                 State                            Zip 

  

 5. Rank or Type of work:        ____Teaching   _____Non teaching   ______Police 

 

6. Position you will be assuming___________________________________________ 

 

7. Date employment begins_______________________________________________ 

 

To assist Human Resources in determining if you are exempt from SURS, please answer the following questions: 

 

1. Are you currently a student at Lake Land College, an Illinois college or university?  Yes  No 

2. Are you currently receiving a retirement annuity or disability retirement allowance from SURS?  

 Yes  No 

3. Have you ever contributed to any of the following systems?   

a. Is so, when did you begin contributing?__________________________ 

 General Assembly Retirement System   Illinois Municipal Retirement Fund 

 Judges’ Retirement System of Illinois   Laborers’ Annuity and Benefit Fund of Chicago 

 State Universities Retirement System   State Teachers’ Retirement System 

 State Employees’ Retirement System of Illinois 

 County Employees’ Annuity and Benefit Fund of Cook County 

 Forest Preserve District Employees’ Annuity and Benefit Fund of Cook County 

 Metropolitan Water Reclamation District Retirement Fund 

 Municipal Employees’ Annuity and Benefit Fund of Chicago 

 Park Employees’ Annuity and Benefit Fund of Chicago 

 Public School Teachers’ Pension and Retirement Fund of Chicago 

 

4. Are you eligible to participate in the Federal Civil Service Retirement System and currently making contributions 

to the system based upon earnings paid by an employer?  Yes  No 

 

__________________________________________ ______________________________ 

Name (print)       Social Security # 
 

 

__________________________________________ ______________________________ 

Signature       Date 



                       SURS ANNUITANT CERTIFICATION 

    This document must be returned with your application. 

A SURS annuitant is someone that is retired and receiving money/ pension from the State 

Universities Retirement System.  An affected annuitant is an annuitant who has earned 

more than 40% of their SURS highest rate of earnings (see your SURS certification of 

retirement for this information).  The 40% earnings would have been during any 

academic year since August 1, 2013.  If you are unsure if you are an affected annuitant, 

please call SURS at 1-800-ASK-SURS (275-7877). 

 

 

I hereby certify that: (Check One) 

 

____ I am not a SURS annuitant 

 

____ I am a SURS annuitant 

 

I am a SURS affected annuitant Yes___  No ___   

 

If I am presently receiving an annuity (a pension) from SURS, my current employment 

with any SURS employer is attached along with my SURS certification of retirement 

annuity.  

I understand that the College may require me to provide additional information and/or 

documentation regarding my employment history with SURS employers to ensure 

compliance with P.A. 97-968. 

If you have questions about this statement please contact Human Resources at 234-5410. 

I verify that the above response is true and accurate. I acknowledge that providing false 

or inaccurate information may disqualify me from consideration for employment with the 

College. 

 

_______________________________  _______________________ 

Signature      Date 

 

_______________________________ 

Print Name 



Form  SSA-1945 (01-2013)  
Destroy Prior Editions

Social Security Administration

Statement Concerning Your Employment in a Job  
Not Covered by Social Security

Employee Name Employee ID# 

Employer Name Employer ID# 

Your earnings from this job are not covered under Social Security. When you retire, or if you become disabled, 
you may receive a pension based on earnings from this job. If you do, and you are also entitled to a benefit 
from Social Security based on either your own work or the work of your husband or wife, or former husband or 
wife, your pension may affect the amount of the Social Security benefit you receive. Your Medicare benefits, 
however, will not be affected. Under the Social Security law, there are two ways your Social Security benefit 
amount may be  affected. 

Windfall Elimination Provision 
Under the Windfall Elimination Provision, your Social Security retirement or disability benefit is figured using a  
modified formula when you are also entitled to a pension from a job where you did not pay Social Security tax. 
As a result, you will receive a lower Social Security benefit than if you were not entitled to a pension from this 
job. For example, if you are age 62 in 2013, the maximum monthly reduction in your Social Security benefit as 
a result of this provision is $395.50. This amount is updated annually. This provision reduces, but does not 
totally eliminate, your Social Security benefit. For additional information, please refer to Social Security 
Publication, “Windfall  Elimination Provision.” 

Government Pension Offset Provision 
Under the Government Pension Offset Provision, any Social Security spouse or widow(er) benefit to which you 
become entitled will be offset if you also receive a Federal, State or local government pension based on work   
where you did not pay Social Security tax. The offset reduces the amount of your Social Security spouse or  
widow(er) benefit by two-thirds of the amount of your pension. 

For example, if you get a monthly pension of $600 based on earnings that are not covered under Social 
Security,  two-thirds of that amount, $400, is used to offset your Social Security spouse or widow(er) benefit. If 
you are eligible for a $500 widow(er) benefit, you will receive $100 per month from Social Security ($500 - 
$400=$100). Even if your pension is high enough to totally offset your spouse or widow(er) Social Security 
benefit, you are still  eligible for Medicare at age 65. For additional information, please refer to Social Security 
Publication, “Government  Pension Offset.” 

For More Information 
Social Security publications and additional information, including information about exceptions to each 
provision, are available at www.socialsecurity.gov. You may also call toll free 1-800-772-1213, or for the deaf 
or hard of hearing call the TTY number 1-800-325-0778, or contact your local Social Security office. 

I certify that I have received Form SSA-1945 that contains information about the possible effects of the  
Windfall Elimination Provision and the Government Pension Offset Provision on my potential future 
Social Security Benefits.

Signature of Employee Date 

Lake Land College



Form  SSA-1945 (01-2013) 

Information about Social Security Form SSA-1945  Statement Concerning Your 
Employment in a Job Not Covered by Social Security 

New legislation [Section 419(c) of Public Law 108-203, the Social Security Protection Act of 2004] requires 
State  and local government employers to provide a statement to employees hired January 1, 2005 or later in a 
job not covered under Social Security. The statement explains how a pension from that job could affect future 
Social  Security benefits to which they may become entitled. 

Form SSA-1945, Statement Concerning Your Employment in a Job Not Covered by Social Security,  is 
the document that employers should use to meet the requirements of the law. The SSA-1945 explains the 
potential effects of two provisions in the Social Security law for workers who also receive a pension based on 
their work in a job not covered by Social Security. The Windfall Elimination Provision can affect the amount of a 
worker’s Social Security retirement or disability benefit. The Government Pension Offset Provision can affect a 
Social Security benefit received as a spouse, surviving spouse, or an ex-spouse.

Employers must: 

• Give the statement to the employee prior to the start of employment; 

• Get the employee’s signature on the form; and 

• Submit a copy of the signed form to the pension paying agency. 

Social Security will not be setting any additional guidelines for the use of this form. 

Copies of the SSA-1945 are available online at the Social Security website, 
www.socialsecurity.gov/online/ssa-1945.pdf.  Paper copies can be requested by email at 
ofsm.oswm.rqct.orders@ssa.gov or by fax at 410-965-2037.  The  request must include the name, complete 
address and telephone number of the employer.  Forms will not be sent to  a post office box.  Also, if 
appropriate, include the name of the person to whom the forms are to be delivered.  The  forms are available in 
packages of 25.  Please refer to Inventory Control Number (ICN) 276950 when ordering. 



 

 
 
Equal Employment Opportunity 
 
Lake Land College is an equal opportunity employer and educator.  We request your voluntary completion of 
the following information to be used ONLY for the purpose of monitoring and evaluating the success of our 
recruiting process.  This information will not be used to discriminate against any applicant in the hiring 
decision and will remain separate from your application materials. 
 
Name: _____________________________________________________ 
 
Position applied for: _____________________________________________________ 
 

What prompted you to apply to Lake Land College? 
 Lake Land College website 
 Social Media (name of media source) ________________________________________ 
 Indeed 
 Other website (name of website)_____________________________________________ 
 Notice in a professional journal (name of journal)_______________________________ 
 LLC staff member or student_________________________________________________ 
 Other (please describe)______________________________________________________ 

 
RACE/ETHNICITY 

 
 Female   
 Male  

 
 White – not of Hispanic origin.  
 Black or African American – Not of Hispanic origin 
 American Indian or Alaskan Native 
 Asian  
 Native Hawaiian or Other Pacific Islander 
 Hispanic or Latino – A person of Mexican, Puerto Rican, Cuban, Central or South America, or other 

Spanish culture or origin, regardless of race. 
 
 
Signature Line________________________________________________ 
 
The policy of Lake Land College is to comply fully with applicable federal and state nondiscrimination and 
equal opportunity laws, orders and regulations.  Lake Land College will not discriminate in its programs and 
activities against any person because of race, creed, color, national origin, marital status, religion, age, sex, 
sexual orientation or disability.  Nondiscrimination applies to admissions, employment and access to and 
treatment in college programs and activities. 
 



AUTHORIZATION AGREEMENT FOR AUTOMATIC DEPOSITS

Lake Land ID Number______________________________________________  

Name___________________________________________________________ 

Address_________________________________________________________ 

City/State________________________________________________________ 

Zip_____________________________________________________________ 

Phone __________________________________________________________

I hereby authorize Lake Land College to initiate credit entries and to initiate, if necessary, debit entries 
and adjustments for any credit entries in error to my account indicated below and the depository (or 

depositories) names below, to credit and/or debit the same to such account. 

DEPOSITORY NAME(S)  TRANSIT/ABA #  Account # Amount 

1)    Checking 
 Savings 

$ 

2)    Checking 
 Savings 

$ 

3)    Checking 
 Savings 

$ 

4)    Checking 
 Savings 

$ 

5) Area Educational Credit Union 271186122    Checking 
 Savings 

$ 

This authority is to remain in full force and effect until Lake Land College has received written 
notification from me of its termination in such time and in such manner as to afford a reasonable 
opportunity to act on it. 

DATE______________________SIGNED___________________________________________ 

ATTACH A VOIDED CHECK FOR VERIFICATION 

YOU  WILL RECEIVE A PAPER PAYCHECK  MAILED TO HOME ADDRESS, UNTIL BOTH THE DIRECT 
DEPOSIT FORM AND VOIDED CHECK FOR VERIFICATION ARE RECEIVED AND PROCESSED.



Beginning Date Ending Date Pay Date

August 23, 2021 September 5, 2021 September 10, 2021

September 6, 2021 September 19, 2021 September 24, 2021

September 20, 2021 October 3, 2021 October 8, 2021

October 4, 2021 October 17, 2021 October 22, 2021

October 18, 2021 October 31, 2021 November 5, 2021

November 1, 2021 November 14, 2021 November 19, 2021

November 15, 2021 November 28, 2021 December 3, 2021

November 29, 2021 December 12, 2021 December 17, 2021

December 13, 2021 December 26, 2021 December 31, 2021

December 27, 2021 January 9, 2022 January 14, 2022

January 10, 2022 January 23rd, 2022 January 28, 2022

January 24, 2022 February 6, 2022 February 11, 2022

February 7, 2022 February 20, 2022 February 25, 2022

February 21, 2022 March 6, 2022 March 11, 2022

March 7, 2022 March 20, 2022 March 25, 2022

March 21, 2022 April 3, 2022 April 8, 2022

April 4, 2022 April 17, 2022 April 22, 2022

April 18, 2022 May 1, 2022 May 6, 2022

May 2, 2022 May 15, 2022 May 20, 2022

May 16, 2022 May 29, 2022 June 3, 2022

May 30, 2022 June 12, 2022 June 17, 2022

June 13, 2022 June 26, 2022 July 1, 2022

Lake Land College



June 27, 2022 July 10, 2022 July 15, 2022

July 11, 2022 July 24, 2022 July 29, 2022

July 25, 2022 August 7, 2022 August 12, 2022

August 8, 2022 August 21, 2022 August 26, 2022



Lake Land College                                          Intent to Enroll (ce.nc) 
 
Name: 
 
 
         Last       First                        Middle 

 
 
     Other/Previous name(s) 

Address: 
 
 

      Street Address or PO Box 
 
 
        City          State           Zip Code         County 
 
Telephone Home 
 
Telephone Cell 
 
EMail 
 
Social Security Number:  
      Your SSN is protected under FERPA, Federal guidelines & will not be released 

 
 
Birthdate     Gender:      Female      Male 
 
 
 
Are you in the United States on a Visa-Nonresident Alien? 
 
      Yes in the United States on a Visa 
 
         Provide Home Country of Origin 
 
       Not in the United States on a Visa 

 
 
 
 
 
 
 
 
 
 
 
 
 

Are you Hispanic or Latino (or are you of Spanish Origin?) 
 
            Yes Hispanic or Latino          Not Hispanic or Latino 
 
Are you from one or more of the following racial groups?          
(Select All That Apply) 
 

 American Indian or Alaska Native    
 
 Asian     
 
 Black or African American   
 
 Native Hawaiian or Other Pacific Islander 
 
White 
 
Choose Not to Respond 

 
Please identify your primary racial/ethnic group. (Select One). 
 
     American Indian or Alaska Native     Native Hawaiian or 
 
     Asian         Other Pacific Islander 
 
     Black or African American    White 
 
     Hispanic or Latino                    Choose Not to Respond  
 
Select highest degree earned: 
 
     Less than High School  Masters 
 
     GED    Doctorate 
 
     High School Diploma  1st Professional 
 
 
     Associate     Other 
 
     Baccalaureate   Some College 
 
     Certificate   Unknown 
 
 
Applicant Certification: I understand that withholding 
information requested on this application, or giving false information, 
may make me ineligible for admission to the College or subject to 
dismissal. With this in mind, I certify that the above statements are 
correct and complete:  
 
 
             Signature:   Date

Lake Land College does not discriminate on the basis of race, color, sex, age, religion, national origin, ancestry, disability, marital status, sexual orientation, or any basis of discrimination precluded by applicable federal and state statues in 
admission or access to or in treatment of employment in college programs and/or activities.  Human Resources, Lake Land College(217)234-5210, has been designated to coordinate compliance with non-discrimination requirements contained 
in the implementing regulations of Title VII of the Civil Rights Act of 1964, Title IX of the Education Amendments of 1972 and Age Discrimination Act of 1975.  Coordinator of Disability Services, (217)234-5259, is designated as the Section 504 
Coordinator of the Rehabilitation Act of 1973 

Section Name and Title 
                                                                                                  CE.NC – New Employee 

 

 

  



Whistle-blowing and Fraud Reporting Protection Policy 

 

Statement of Intent 
In conducting its operations in compliance with Federal and State laws and regulations, Lake 
Land College is committed to the highest level of ethical behavior. To ensure that this standard 
of ethics is maintained, individuals are encouraged to report or disclose allegations of internal 
wrongdoing. The use of an external, independent party will be provided, and reports may be 
made by telephone or the Internet in order to protect confidential, anonymous reporting of 
perceived wrongdoing. 

Definition of Wrongdoing 
Wrongdoing may include but not be limited to the following activities: 

1. Crimes or violations of the law or governmental regulations. 
2. Fraud or financial irregularity. 
3. Improper use of College funds, property or assets. 
4. Corruption, bribery or blackmail. 
5. Endangering the health or safety of an individual. 
6. Harming College property. 

Protection of Whistle-blowers 
The College will not tolerate harassment or victimization of those who report incidents of 
wrongdoing. Appropriate action will be taken to protect whistle-blowers, including their 
anonymity. 

Upon completion of an investigation, his/her name may be disclosed if the alleged wrongdoer is 
found guilty. In addition, the wrongdoer who is found guilty may face appropriate legal or 
personnel action. 

Ethics Officer 
An Ethics Officer will be assigned by the Board of Trustees, and the individual will have overall 
responsibility for the maintenance and operation of the program. When a complaint involves the 
Ethics Officer or the immediate staff, an external provider will submit a report to the President. 
The Ethics Officer or the external provider will maintain a record of reported incidents and 
related outcomes. 



If a complaint of wrongdoing involves the President of the College, the Ethics Officer will 
immediately notify the Chair of the Board of Trustees. However, upon the receipt of a complaint 
involving a Board of Trustees member, the President immediately will bring the complaint to the 
attention of the entire Board of Trustees membership. 

Confidential Reporting 
Procedures for confidential reporting will be listed on the Hub and updated and maintained by 
the Ethics Officer. 

Whistleblower Procedure 
In conducting its operations in compliance with Federal and State laws and regulations, Lake 
Land College is committed to the highest level of ethical behavior. To ensure that this standard 
of ethics is maintained, individuals are encouraged to report or disclose allegations of internal 
wrongdoing. Reports may be made by telephone or the Internet to Dimond Bros. Insurance in 
order to protect confidential, anonymous reporting of perceived wrongdoing. 
Confidential Phone Number: (217) 465-5041 

 

 

Signature________________________________   Date______________ 



 

Questions/Comments 
 

Thank you for taking the time to fill out your LLC New Employee Packet.  Please take this 
time to write down any questions or comments you may have that you would like to have 
answered during your New Employee Orientation. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



Wrap-Up Instructions 
 
Now is the time to carefully check over all of your answers. Please make 
sure you have read all of the instructions carefully and have answered all the 
questions to the best of your ability. Please follow the directions below to 
forward the paperwork to Human Resources. Please read the BRING THE 
FOLLOWING ITEMS to help insure you have the appropriate items with you 
for orientation. 
 
Instructions on how to DOWNLOAD: 
1. Click the Download Icon (typically has an arrow pointing downward often 

next to the printer shaped icon) on the menu bar. 
2. If a dialog box appears, navigate to the location on your computer or 

network to which you would like to save the PDF. Otherwise go to your 
computers Download folder and locate the downloaded packet file. 

3. Please change the file name to your First and Last name (First Last.pdf). 
4. Once you have successfully saved a PDF file from our website to your 

computer, you’re ready to begin. 
 
Instructions on how to EMAIL: 
1. Address the email to humanresources@lakelandcollege.edu 

Subject: “New Employee Packet” and then fill out the body as you would 
with a normal message. 

2. Click the Attach button and navigate to your PDF file, select the PDF file 
and click the Attach button. 

3. Once your PDF file has been attached click the Send button. 
 
Instructions on how to PRINT: 
1. Click File on the Acrobat Menu bar. 
2. Scroll down to PRINT. 
3. You may bring your New Employee Packet with you on your first day of 

employment.  OR 
4. All forms will need to be signed and dated.  You can print, sign, scan       

and email or fax the forms to 217/234-5534. 
 
BRING THE FOLLOWING ITEMS: 
1. Your New Employee Packet, if not previously emailed to Human 
 Resources. 
2. Documentation of Eligibility for Employment according to Form I-9 
 (i.e. Drivers License and Social Security Card). 
3. Voided check for direct deposit. 
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	What is A Flex Plan? 
	 
	Your employer has chosen to sponsor a Flexible Spending Account, or “Flex Plan” as one of your insurance benefits.  Flex is an IRS-approved method of paying for your “out-of-pocket” Medical, Dental, Vision, & Over-the-Counter expenses with set aside “pre-tax” dollars.  
	 
	There are two types of Flex accounts:  Health Flexible Spending Account (FSA) and Dependent Care Account (DCA) for child day care, adult dependent care, etc. Participation is voluntary.  Employees must enroll in the plan to receive this benefit. 
	 
	Why participate in a Flex-Plan?   
	We all pay taxes!  Each payday, your employer calculates Federal and State income tax and FICA (Social Security/Medicare) tax on your taxable income. For every $1.00 net in your paycheck, you actually have to earn $1.35 because of taxes. ($1.35 less 25.65% in taxes = $1.00) 
	Participation in a Flex-Plan saves you money by deducting the Flex set-aside dollars from your wages before taxes, making only the wages remaining subject to taxes. Through your employer’s Flex Plan, you can pay many of the following bills with your pre-tax dollars: Medical, Dental, Vision, Over-The-Counter (OTC) medications, dependent care.  By setting aside dollars for those expenses in a Flex Plan, most employees will save between 20% and 30% in taxes. 
	Health expenses are deductible on your tax return, but only if you itemize your deductions and if your expenses exceed 7.5% of your income.  In addition, you cannot avoid the Social Security tax that way and you cannot deduct Over-the-counter drugs that way. Check with your accountant to confirm that Flex is a better way to take the deduction. 
	You can participate in Flex if you have health expenses for you, your spouse, and your dependent children.  You can participate in Flex even if you or your spouse & children are NOT enrolled in Medical or Dental Insurance or are enrolled somewhere else. 

	The expense must be Out-Of-Pocket (that means the portion NOT paid by insurance).  Health Expenses that can be reimbursed through the Flex Plan include Doctor Co-Payments, Prescriptions (even if generic), Medical Insurance deductibles and co-insurance, Lasik eye surgery, Eyeglasses, Contacts, and over-the-counter Contact lens solution, Dental and Orthodontia, Over-the-counter Drugs, Mileage to seek medical care, and many more. For a comprehensive list of eligible health expenses visit your company’s customized web page or BPC’s website and click on the “Eligible Flex Expenses” link. 
	 
	Flex Plans are established in accordance with IRS regulations that determine how the plan may be used.    Your employer also has regulations and/or restrictions concerning the Flex Plan. Please refer to the Summary Plan Description for more detailed information. The following are important restrictions to consider when enrolling in a Flex Plan: 
	o Election amounts cannot be changed during the Plan Year, except when there is a qualifying event and the change must be consistent with the event (Marriage or divorce; Death of a Dependent; Birth or adoption; Spouse terminates or begins employment). 
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	Your employer has chosen to sponsor a Flexible Spending Account, or “Flex Plan” as one of your insurance benefits.  Flex is an IRS-approved method of paying for your “out-of-pocket” Medical, Dental, Vision, & Over-the-Counter expenses with set aside “pre-tax” dollars.  
	 
	There are two types of Flex accounts:  Health Flexible Spending Account (FSA) and Dependent Care Account (DCA) for child day care, adult dependent care, etc. Participation is voluntary.  Employees must enroll in the plan to receive this benefit. 
	 
	Why participate in a Flex-Plan?   
	We all pay taxes!  Each payday, your employer calculates Federal and State income tax and FICA (Social Security/Medicare) tax on your taxable income. For every $1.00 net in your paycheck, you actually have to earn $1.35 because of taxes. ($1.35 less 25.65% in taxes = $1.00) 
	Participation in a Flex-Plan saves you money by deducting the Flex set-aside dollars from your wages before taxes, making only the wages remaining subject to taxes. Through your employer’s Flex Plan, you can pay many of the following bills with your pre-tax dollars: Medical, Dental, Vision, Over-The-Counter (OTC) medications, dependent care.  By setting aside dollars for those expenses in a Flex Plan, most employees will save between 20% and 30% in taxes. 
	Health expenses are deductible on your tax return, but only if you itemize your deductions and if your expenses exceed 7.5% of your income.  In addition, you cannot avoid the Social Security tax that way and you cannot deduct Over-the-counter drugs that way. Check with your accountant to confirm that Flex is a better way to take the deduction. 
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	Flex Plans are established in accordance with IRS regulations that determine how the plan may be used.    Your employer also has regulations and/or restrictions concerning the Flex Plan. Please refer to the Summary Plan Description for more detailed information. The following are important restrictions to consider when enrolling in a Flex Plan: 
	o Election amounts cannot be changed during the Plan Year, except when there is a qualifying event and the change must be consistent with the event (Marriage or divorce; Death of a Dependent; Birth or adoption; Spouse terminates or begins employment). 
	o Expenses must be incurred within the Flex Plan year. 
	o You cannot use money paid into one category to be applied to another (FSA to DCA and vice versa) 
	o You must substantiate all expenses reimbursed under the plan (submit copies of detailed receipts) 
	o Unused funds are forfeited at the end of the Plan year. 
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	What is A Flex Plan? 
	 
	Your employer has chosen to sponsor a Flexible Spending Account, or “Flex Plan” as one of your insurance benefits.  Flex is an IRS-approved method of paying for your “out-of-pocket” Medical, Dental, Vision, & Over-the-Counter expenses with set aside “pre-tax” dollars.  
	 
	There are two types of Flex accounts:  Health Flexible Spending Account (FSA) and Dependent Care Account (DCA) for child day care, adult dependent care, etc. Participation is voluntary.  Employees must enroll in the plan to receive this benefit. 
	 
	Why participate in a Flex-Plan?   
	We all pay taxes!  Each payday, your employer calculates Federal and State income tax and FICA (Social Security/Medicare) tax on your taxable income. For every $1.00 net in your paycheck, you actually have to earn $1.35 because of taxes. ($1.35 less 25.65% in taxes = $1.00) 
	Participation in a Flex-Plan saves you money by deducting the Flex set-aside dollars from your wages before taxes, making only the wages remaining subject to taxes. Through your employer’s Flex Plan, you can pay many of the following bills with your pre-tax dollars: Medical, Dental, Vision, Over-The-Counter (OTC) medications, dependent care.  By setting aside dollars for those expenses in a Flex Plan, most employees will save between 20% and 30% in taxes. 
	Health expenses are deductible on your tax return, but only if you itemize your deductions and if your expenses exceed 7.5% of your income.  In addition, you cannot avoid the Social Security tax that way and you cannot deduct Over-the-counter drugs that way. Check with your accountant to confirm that Flex is a better way to take the deduction. 
	You can participate in Flex if you have health expenses for you, your spouse, and your dependent children.  You can participate in Flex even if you or your spouse & children are NOT enrolled in Medical or Dental Insurance or are enrolled somewhere else. 

	The expense must be Out-Of-Pocket (that means the portion NOT paid by insurance).  Health Expenses that can be reimbursed through the Flex Plan include Doctor Co-Payments, Prescriptions (even if generic), Medical Insurance deductibles and co-insurance, Lasik eye surgery, Eyeglasses, Contacts, and over-the-counter Contact lens solution, Dental and Orthodontia, Over-the-counter Drugs, Mileage to seek medical care, and many more. For a comprehensive list of eligible health expenses visit your company’s customized web page or BPC’s website and click on the “Eligible Flex Expenses” link. 
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	o Election amounts cannot be changed during the Plan Year, except when there is a qualifying event and the change must be consistent with the event (Marriage or divorce; Death of a Dependent; Birth or adoption; Spouse terminates or begins employment). 
	o Expenses must be incurred within the Flex Plan year. 
	o You cannot use money paid into one category to be applied to another (FSA to DCA and vice versa) 
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	o You have 90 days after the end of the plan year to submit receipts for expenses incurred during the plan year. 
	Visit your company’s customized web page or BPC’s website to check your balances, print a claim form, or learn more about Flex, or to view a comprehensive list of eligible Flex expenses. 
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	Your employer has chosen to sponsor a Flexible Spending Account, or “Flex Plan” as one of your insurance benefits.  Flex is an IRS-approved method of paying for your “out-of-pocket” Medical, Dental, Vision, & Over-the-Counter expenses with set aside “pre-tax” dollars.  
	 
	There are two types of Flex accounts:  Health Flexible Spending Account (FSA) and Dependent Care Account (DCA) for child day care, adult dependent care, etc. Participation is voluntary.  Employees must enroll in the plan to receive this benefit. 
	 
	Why participate in a Flex-Plan?   
	We all pay taxes!  Each payday, your employer calculates Federal and State income tax and FICA (Social Security/Medicare) tax on your taxable income. For every $1.00 net in your paycheck, you actually have to earn $1.35 because of taxes. ($1.35 less 25.65% in taxes = $1.00) 
	Participation in a Flex-Plan saves you money by deducting the Flex set-aside dollars from your wages before taxes, making only the wages remaining subject to taxes. Through your employer’s Flex Plan, you can pay many of the following bills with your pre-tax dollars: Medical, Dental, Vision, Over-The-Counter (OTC) medications, dependent care.  By setting aside dollars for those expenses in a Flex Plan, most employees will save between 20% and 30% in taxes. 
	Health expenses are deductible on your tax return, but only if you itemize your deductions and if your expenses exceed 7.5% of your income.  In addition, you cannot avoid the Social Security tax that way and you cannot deduct Over-the-counter drugs that way. Check with your accountant to confirm that Flex is a better way to take the deduction. 
	You can participate in Flex if you have health expenses for you, your spouse, and your dependent children.  You can participate in Flex even if you or your spouse & children are NOT enrolled in Medical or Dental Insurance or are enrolled somewhere else. 

	The expense must be Out-Of-Pocket (that means the portion NOT paid by insurance).  Health Expenses that can be reimbursed through the Flex Plan include Doctor Co-Payments, Prescriptions (even if generic), Medical Insurance deductibles and co-insurance, Lasik eye surgery, Eyeglasses, Contacts, and over-the-counter Contact lens solution, Dental and Orthodontia, Over-the-counter Drugs, Mileage to seek medical care, and many more. For a comprehensive list of eligible health expenses visit your company’s customized web page or BPC’s website and click on the “Eligible Flex Expenses” link. 
	 
	Flex Plans are established in accordance with IRS regulations that determine how the plan may be used.    Your employer also has regulations and/or restrictions concerning the Flex Plan. Please refer to the Summary Plan Description for more detailed information. The following are important restrictions to consider when enrolling in a Flex Plan: 
	o Election amounts cannot be changed during the Plan Year, except when there is a qualifying event and the change must be consistent with the event (Marriage or divorce; Death of a Dependent; Birth or adoption; Spouse terminates or begins employment). 
	o Expenses must be incurred within the Flex Plan year. 
	o You cannot use money paid into one category to be applied to another (FSA to DCA and vice versa) 
	o You must substantiate all expenses reimbursed under the plan (submit copies of detailed receipts) 
	o Unused funds are forfeited at the end of the Plan year. 
	o You have 90 days after the end of the plan year to submit receipts for expenses incurred during the plan year. 
	Visit your company’s customized web page or BPC’s website to check your balances, print a claim form, or learn more about Flex, or to view a comprehensive list of eligible Flex expenses. 
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	What is A Flex Plan? 
	 
	Your employer has chosen to sponsor a Flexible Spending Account, or “Flex Plan” as one of your insurance benefits.  Flex is an IRS-approved method of paying for your “out-of-pocket” Medical, Dental, Vision, & Over-the-Counter expenses with set aside “pre-tax” dollars.  
	 
	There are two types of Flex accounts:  Health Flexible Spending Account (FSA) and Dependent Care Account (DCA) for child day care, adult dependent care, etc. Participation is voluntary.  Employees must enroll in the plan to receive this benefit. 
	 
	Why participate in a Flex-Plan?   
	We all pay taxes!  Each payday, your employer calculates Federal and State income tax and FICA (Social Security/Medicare) tax on your taxable income. For every $1.00 net in your paycheck, you actually have to earn $1.35 because of taxes. ($1.35 less 25.65% in taxes = $1.00) 
	Participation in a Flex-Plan saves you money by deducting the Flex set-aside dollars from your wages before taxes, making only the wages remaining subject to taxes. Through your employer’s Flex Plan, you can pay many of the following bills with your pre-tax dollars: Medical, Dental, Vision, Over-The-Counter (OTC) medications, dependent care.  By setting aside dollars for those expenses in a Flex Plan, most employees will save between 20% and 30% in taxes. 
	Health expenses are deductible on your tax return, but only if you itemize your deductions and if your expenses exceed 7.5% of your income.  In addition, you cannot avoid the Social Security tax that way and you cannot deduct Over-the-counter drugs that way. Check with your accountant to confirm that Flex is a better way to take the deduction. 
	You can participate in Flex if you have health expenses for you, your spouse, and your dependent children.  You can participate in Flex even if you or your spouse & children are NOT enrolled in Medical or Dental Insurance or are enrolled somewhere else. 

	The expense must be Out-Of-Pocket (that means the portion NOT paid by insurance).  Health Expenses that can be reimbursed through the Flex Plan include Doctor Co-Payments, Prescriptions (even if generic), Medical Insurance deductibles and co-insurance, Lasik eye surgery, Eyeglasses, Contacts, and over-the-counter Contact lens solution, Dental and Orthodontia, Over-the-counter Drugs, Mileage to seek medical care, and many more. For a comprehensive list of eligible health expenses visit your company’s customized web page or BPC’s website and click on the “Eligible Flex Expenses” link. 
	 
	Flex Plans are established in accordance with IRS regulations that determine how the plan may be used.    Your employer also has regulations and/or restrictions concerning the Flex Plan. Please refer to the Summary Plan Description for more detailed information. The following are important restrictions to consider when enrolling in a Flex Plan: 
	o Election amounts cannot be changed during the Plan Year, except when there is a qualifying event and the change must be consistent with the event (Marriage or divorce; Death of a Dependent; Birth or adoption; Spouse terminates or begins employment). 
	o Expenses must be incurred within the Flex Plan year. 
	o You cannot use money paid into one category to be applied to another (FSA to DCA and vice versa) 
	o You must substantiate all expenses reimbursed under the plan (submit copies of detailed receipts) 
	o Unused funds are forfeited at the end of the Plan year. 
	o You have 90 days after the end of the plan year to submit receipts for expenses incurred during the plan year. 
	Visit your company’s customized web page or BPC’s website to check your balances, print a claim form, or learn more about Flex, or to view a comprehensive list of eligible Flex expenses. 
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	Your employer has chosen to sponsor a Flexible Spending Account, or “Flex Plan” as one of your insurance benefits.  Flex is an IRS-approved method of paying for your “out-of-pocket” Medical, Dental, Vision, & Over-the-Counter expenses with set aside “pre-tax” dollars.  
	 
	There are two types of Flex accounts:  Health Flexible Spending Account (FSA) and Dependent Care Account (DCA) for child day care, adult dependent care, etc. Participation is voluntary.  Employees must enroll in the plan to receive this benefit. 
	 
	Why participate in a Flex-Plan?   
	We all pay taxes!  Each payday, your employer calculates Federal and State income tax and FICA (Social Security/Medicare) tax on your taxable income. For every $1.00 net in your paycheck, you actually have to earn $1.35 because of taxes. ($1.35 less 25.65% in taxes = $1.00) 
	Participation in a Flex-Plan saves you money by deducting the Flex set-aside dollars from your wages before taxes, making only the wages remaining subject to taxes. Through your employer’s Flex Plan, you can pay many of the following bills with your pre-tax dollars: Medical, Dental, Vision, Over-The-Counter (OTC) medications, dependent care.  By setting aside dollars for those expenses in a Flex Plan, most employees will save between 20% and 30% in taxes. 
	Health expenses are deductible on your tax return, but only if you itemize your deductions and if your expenses exceed 7.5% of your income.  In addition, you cannot avoid the Social Security tax that way and you cannot deduct Over-the-counter drugs that way. Check with your accountant to confirm that Flex is a better way to take the deduction. 
	You can participate in Flex if you have health expenses for you, your spouse, and your dependent children.  You can participate in Flex even if you or your spouse & children are NOT enrolled in Medical or Dental Insurance or are enrolled somewhere else. 

	The expense must be Out-Of-Pocket (that means the portion NOT paid by insurance).  Health Expenses that can be reimbursed through the Flex Plan include Doctor Co-Payments, Prescriptions (even if generic), Medical Insurance deductibles and co-insurance, Lasik eye surgery, Eyeglasses, Contacts, and over-the-counter Contact lens solution, Dental and Orthodontia, Over-the-counter Drugs, Mileage to seek medical care, and many more. For a comprehensive list of eligible health expenses visit your company’s customized web page or BPC’s website and click on the “Eligible Flex Expenses” link. 
	 
	Flex Plans are established in accordance with IRS regulations that determine how the plan may be used.    Your employer also has regulations and/or restrictions concerning the Flex Plan. Please refer to the Summary Plan Description for more detailed information. The following are important restrictions to consider when enrolling in a Flex Plan: 
	o Election amounts cannot be changed during the Plan Year, except when there is a qualifying event and the change must be consistent with the event (Marriage or divorce; Death of a Dependent; Birth or adoption; Spouse terminates or begins employment). 
	o Expenses must be incurred within the Flex Plan year. 
	o You cannot use money paid into one category to be applied to another (FSA to DCA and vice versa) 
	o You must substantiate all expenses reimbursed under the plan (submit copies of detailed receipts) 
	o Unused funds are forfeited at the end of the Plan year. 
	o You have 90 days after the end of the plan year to submit receipts for expenses incurred during the plan year. 
	Visit your company’s customized web page or BPC’s website to check your balances, print a claim form, or learn more about Flex, or to view a comprehensive list of eligible Flex expenses. 
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	What is A Flex Plan? 
	 
	Your employer has chosen to sponsor a Flexible Spending Account, or “Flex Plan” as one of your insurance benefits.  Flex is an IRS-approved method of paying for your “out-of-pocket” Medical, Dental, Vision, & Over-the-Counter expenses with set aside “pre-tax” dollars.  
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	What is A Flex Plan? 
	 
	Your employer has chosen to sponsor a Flexible Spending Account, or “Flex Plan” as one of your insurance benefits.  Flex is an IRS-approved method of paying for your “out-of-pocket” Medical, Dental, Vision, & Over-the-Counter expenses with set aside “pre-tax” dollars.  
	 
	There are two types of Flex accounts:  Health Flexible Spending Account (FSA) and Dependent Care Account (DCA) for child day care, adult dependent care, etc. Participation is voluntary.  Employees must enroll in the plan to receive this benefit. 
	 
	Why participate in a Flex-Plan?   
	We all pay taxes!  Each payday, your employer calculates Federal and State income tax and FICA (Social Security/Medicare) tax on your taxable income. For every $1.00 net in your paycheck, you actually have to earn $1.35 because of taxes. ($1.35 less 25.65% in taxes = $1.00) 
	Participation in a Flex-Plan saves you money by deducting the Flex set-aside dollars from your wages before taxes, making only the wages remaining subject to taxes. Through your employer’s Flex Plan, you can pay many of the following bills with your pre-tax dollars: Medical, Dental, Vision, Over-The-Counter (OTC) medications, dependent care.  By setting aside dollars for those expenses in a Flex Plan, most employees will save between 20% and 30% in taxes. 
	Health expenses are deductible on your tax return, but only if you itemize your deductions and if your expenses exceed 7.5% of your income.  In addition, you cannot avoid the Social Security tax that way and you cannot deduct Over-the-counter drugs that way. Check with your accountant to confirm that Flex is a better way to take the deduction. 
	You can participate in Flex if you have health expenses for you, your spouse, and your dependent children.  You can participate in Flex even if you or your spouse & children are NOT enrolled in Medical or Dental Insurance or are enrolled somewhere else. 

	The expense must be Out-Of-Pocket (that means the portion NOT paid by insurance).  Health Expenses that can be reimbursed through the Flex Plan include Doctor Co-Payments, Prescriptions (even if generic), Medical Insurance deductibles and co-insurance, Lasik eye surgery, Eyeglasses, Contacts, and over-the-counter Contact lens solution, Dental and Orthodontia, Over-the-counter Drugs, Mileage to seek medical care, and many more. For a comprehensive list of eligible health expenses visit your company’s customized web page or BPC’s website and click on the “Eligible Flex Expenses” link. 
	 
	Flex Plans are established in accordance with IRS regulations that determine how the plan may be used.    Your employer also has regulations and/or restrictions concerning the Flex Plan. Please refer to the Summary Plan Description for more detailed information. The following are important restrictions to consider when enrolling in a Flex Plan: 
	o Election amounts cannot be changed during the Plan Year, except when there is a qualifying event and the change must be consistent with the event (Marriage or divorce; Death of a Dependent; Birth or adoption; Spouse terminates or begins employment). 
	o Expenses must be incurred within the Flex Plan year. 
	o You cannot use money paid into one category to be applied to another (FSA to DCA and vice versa) 
	o You must substantiate all expenses reimbursed under the plan (submit copies of detailed receipts) 
	o Unused funds are forfeited at the end of the Plan year. 
	o You have 90 days after the end of the plan year to submit receipts for expenses incurred during the plan year. 
	Visit your company’s customized web page or BPC’s website to check your balances, print a claim form, or learn more about Flex, or to view a comprehensive list of eligible Flex expenses. 
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	What is A Flex Plan? 
	 
	Your employer has chosen to sponsor a Flexible Spending Account, or “Flex Plan” as one of your insurance benefits.  Flex is an IRS-approved method of paying for your “out-of-pocket” Medical, Dental, Vision, & Over-the-Counter expenses with set aside “pre-tax” dollars.  
	 
	There are two types of Flex accounts:  Health Flexible Spending Account (FSA) and Dependent Care Account (DCA) for child day care, adult dependent care, etc. Participation is voluntary.  Employees must enroll in the plan to receive this benefit. 
	 
	Why participate in a Flex-Plan?   
	We all pay taxes!  Each payday, your employer calculates Federal and State income tax and FICA (Social Security/Medicare) tax on your taxable income. For every $1.00 net in your paycheck, you actually have to earn $1.35 because of taxes. ($1.35 less 25.65% in taxes = $1.00) 
	Participation in a Flex-Plan saves you money by deducting the Flex set-aside dollars from your wages before taxes, making only the wages remaining subject to taxes. Through your employer’s Flex Plan, you can pay many of the following bills with your pre-tax dollars: Medical, Dental, Vision, Over-The-Counter (OTC) medications, dependent care.  By setting aside dollars for those expenses in a Flex Plan, most employees will save between 20% and 30% in taxes. 
	Health expenses are deductible on your tax return, but only if you itemize your deductions and if your expenses exceed 7.5% of your income.  In addition, you cannot avoid the Social Security tax that way and you cannot deduct Over-the-counter drugs that way. Check with your accountant to confirm that Flex is a better way to take the deduction. 
	You can participate in Flex if you have health expenses for you, your spouse, and your dependent children.  You can participate in Flex even if you or your spouse & children are NOT enrolled in Medical or Dental Insurance or are enrolled somewhere else. 

	The expense must be Out-Of-Pocket (that means the portion NOT paid by insurance).  Health Expenses that can be reimbursed through the Flex Plan include Doctor Co-Payments, Prescriptions (even if generic), Medical Insurance deductibles and co-insurance, Lasik eye surgery, Eyeglasses, Contacts, and over-the-counter Contact lens solution, Dental and Orthodontia, Over-the-counter Drugs, Mileage to seek medical care, and many more. For a comprehensive list of eligible health expenses visit your company’s customized web page or BPC’s website and click on the “Eligible Flex Expenses” link. 
	 
	Flex Plans are established in accordance with IRS regulations that determine how the plan may be used.    Your employer also has regulations and/or restrictions concerning the Flex Plan. Please refer to the Summary Plan Description for more detailed information. The following are important restrictions to consider when enrolling in a Flex Plan: 
	o Election amounts cannot be changed during the Plan Year, except when there is a qualifying event and the change must be consistent with the event (Marriage or divorce; Death of a Dependent; Birth or adoption; Spouse terminates or begins employment). 
	o Expenses must be incurred within the Flex Plan year. 
	o You cannot use money paid into one category to be applied to another (FSA to DCA and vice versa) 
	o You must substantiate all expenses reimbursed under the plan (submit copies of detailed receipts) 
	o Unused funds are forfeited at the end of the Plan year. 
	o You have 90 days after the end of the plan year to submit receipts for expenses incurred during the plan year. 
	Visit your company’s customized web page or BPC’s website to check your balances, print a claim form, or learn more about Flex, or to view a comprehensive list of eligible Flex expenses. 
	. 


	Enrollment Flex DCAP.pdf
	Employee Information 
	Enrollment Type
	     

	 
	Complete only if eligibility is AFTER  Jan 1 Open Enrollment period:
	                                  



	Claim form FLEX with Mbi.pdf
	FSA CLAIM FORM
	(Please Print) 
	COMPLETE THIS SECTION FOR CHECK OR DIRECT DEPOSIT CLAIM
	COMPLETE THIS SECTION ONLY FOR BPC BENEFIT CARD DOCUMENTATION


	Claim form DCA.pdf
	DEPENDENT CARE ACCOUNT CLAIM FORM
	(Please Print) 
	Exact Dates of Service  (From – To)
	Dependent Name(s)
	Provider Name
	Age
	Amount Requested
	$
	$
	   
	$
	Provider Name:
	Dependent Name & Age:
	Provider Address:
	Dependent Name & Age:
	Date of Service: 
	Amount of Service:
	$
	$
	$
	Date:

	Additional Debit Card Request Form.pdf
	Benefit Planning Consultants, Inc.      ●     217-239-4499   or   800-295-2990 


	10 Equal Opportunity Form_Orientation Packet.pdf
	Are you in the United States on a Visa – Nonresident Alien?

	6 Reliance Form.pdf
	ILLINOIS COMMUNITY COLLEGE CONSORTIUM
	Term Life and Accidental Death & Dismemberment Insurance Enrollment Form
	Relation to You:

	COVERAGE ELECTIONS & AMOUNT OF COVERAGE SELECTED:
	You: $_______________ Your Spouse: $_______________ Each Child (Life Only) :_______________
	Employee Signature  Date Work Phone Home Phone

	Limitations

	Reliance Form.pdf
	ILLINOIS COMMUNITY COLLEGE CONSORTIUM
	Term Life and Accidental Death & Dismemberment Insurance Enrollment Form
	Relation to You:

	COVERAGE ELECTIONS & AMOUNT OF COVERAGE SELECTED:
	You: $_______________ Your Spouse: $_______________ Each Child (Life Only) :_______________
	Employee Signature  Date Work Phone Home Phone

	Limitations

	Equal Opportunity Form_Orientation Packet.pdf
	Are you in the United States on a Visa – Nonresident Alien?

	Equal Opportunity Form_Orientation Packet.pdf
	Are you in the United States on a Visa – Nonresident Alien?

	BAS enrollment form.pdf
	Application For:  (   ) NEW ENROLLEE    (   ) LATE ENROLLEE    (   ) SPECIAL ENROLLMENT    (   ) CHANGE IN STATUS
	DO YOU HAVE A CERTIFICATE OF COVERAGE?    (   ) YES (if yes, please attach)        (   ) NO
	EMPLOYER NAME (Please Print) LAKE LAND COMMUNITY COLLEGE
	NAME (Please Print)    ________________________________________________________
	ADDRESS __________________________________________________________________
	ADDRESS__________________________________________________________________
	PHONE _______________ GENDER_________ SSN _______________________________
	DATE OF BIRTH_________________________ MARITAL STATUS (   ) SINGLE     (   ) WIDOWED   (   ) MARRIED   (   ) DIVORCED
	MEDICAL COVERAGE LEVEL:       (   ) SINGLE   (   ) EMPLOYEE + 1   (   ) EMPLOYEE +FAMILY
	MEDICAL PLAN :  (   ) PLAN 1 CURRENT PPO PLAN  (   ) PLAN 2 TRADITIONAL PLAN (    ) PLAN 3 HIGH DEDUCTIBLE PLAN
	COVERED DEPENDENT INFORMATION
	DEPENDENT     (M)    (F)                FIRST NAME              MI                              LAST NAME                 SSN#             DATE OF BIRTH
	SPOUSE                                          _______________________________________________________________________________
	CHILD                                               _______________________________________________________________________________
	CHILD                                               _______________________________________________________________________________
	CHILD                                               _______________________________________________________________________________
	CHILD                                               _______________________________________________________________________________
	* If Your Spouse Or Children Have A Last Name Different From Yours, Provide A Marriage License And/Or Birth Certificate.
	* If Your Dependent Child Is 19 or Older, Provide Full-Time Student or Disability Verification or Check  here [   ] if applying for Extended Dependent Coverage through age 26, or 30 if Military Veteran
	Are You Or Any Of Your Dependents Covered By Another Group Medical Plan?          Yes             No
	If “Yes”, Please Give The Following Information:
	Name of Individual with Other Coverage ____________________________________________ Effective Date: __________________
	Names of Covered Dependents _________________________________________________________________________________
	Name of Insurance Carrier Or TPA __________________________________________________Phone: ______________________
	Address ___________________________________________________________________________________________________
	Name of Other Employer Providing Coverage ______________________________________________________________________
	Is Your Spouse Employed? (   ) Yes (   ) No  If “Yes”, Is Spouse Eligible for Employer Coverage?    (   ) Yes    (   ) No
	Is there a divorce decree or court order requiring you to be financially responsible for medical coverage for dependent children?
	(   ) Yes  (   ) No    If “Yes”, please provide a copy of the legal order.
	SIGN AND DATE ENROLLMENT FORM ELECTIONS ABOVE
	I have received and read a summary of the plan description.  I certify that the above information is true and accurate.
	EMPLOYEE SIGNATURE _____________________________________________________ DATE SIGNED _________________
	I, the undersigned, certify that I have been given an opportunity to apply for the group benefit plan offered by the company and after careful consideration have decided to decline to enroll in the coverage(s) hereafter indicated.
	ARE YOU DECLINING DUE TO COVERAGE IN ANOTHER PLAN        YES  NO
	IF YES, IS THIS OTHER COVERAGE COBRA FROM A PRIOR EMPLOYER     YES      NO
	IMPORTANT NOTICE: If you refuse coverage for yourself, you automatically refuse coverage for any dependents.  If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may i...
	SIGNATURE OF EMPLOYEE _______________________________________ DATE SIGNED ____________________________

	2012_FSA_Enrollement_form.pdf
	EE Direct Deposit Form.pdf
	                     EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM 
	EFFECTIVE DATE: ______________________    SSN: ______________________________ 

	USING THE BPC WEBSITE (8-13-09).pdf
	Where to Start
	Registering Your Account
	Checking Balances
	Submitting Claims Online
	Forgotten Passwords
	Getting Help

	OTC Memo2.pdf
	OTC Changes Beginning January 1, 2011

	OTC Memo w list w debit.pdf
	OTC Changes Beginning January 1, 2011

	Enroll Flex.pdf
	Complete only if eligibility is AFTER Jan 1 Open Enrollment period:

	Enroll Flex LFlex DCAP.pdf
	Complete only if eligibility is AFTER Jan 1 Open Enrollment period:


	Paydate 2012  2013   .pdf
	Sheet2

	Paydate 2012  2013   .pdf
	Sheet2

	Paydate 2012  2013   .pdf
	Sheet2

	Child Abuse Cants22.pdf
	ACKNOWLEDGEMENT OF MANDATED REPORTER STATUS 

	EE Packet 2013.pdf
	EE Direct Deposit Form.pdf
	                     EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM 
	EFFECTIVE DATE: ______________________    SSN: ______________________________ 

	USING THE BPC WEBSITE (8-13-09).pdf
	Where to Start
	Registering Your Account
	Checking Balances
	Submitting Claims Online
	Forgotten Passwords
	Getting Help

	OTC Memo2.pdf
	OTC Changes Beginning January 1, 2011

	OTC Memo w list w debit.pdf
	OTC Changes Beginning January 1, 2011

	Enroll Flex LFlex DCAP.pdf
	Complete only if eligibility is AFTER Jan 1 Open Enrollment period:


	Paydate Schedule 2012  2013.pdf
	Sheet1

	Untitled
	EE Packet.pdf
	EE Direct Deposit Form.pdf
	                     EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM 
	EFFECTIVE DATE: ______________________    SSN: ______________________________ 

	USING THE BPC WEBSITE (8-13-09).pdf
	Where to Start
	Registering Your Account
	Checking Balances
	Submitting Claims Online
	Forgotten Passwords
	Getting Help

	OTC Memo2.pdf
	OTC Changes Beginning January 1, 2011

	OTC Memo w list w debit.pdf
	OTC Changes Beginning January 1, 2011

	Enroll Flex DCAP.pdf
	Complete only if eligibility is AFTER Aug 1 Open Enrollment period:

	Enroll Flex LFlex DCAP w no plan year.pdf
	Complete only if eligibility is AFTER Jan 1 Open Enrollment period:


	DCFS Child Abuse Cants22.pdf
	ACKNOWLEDGEMENT OF MANDATED REPORTER STATUS 

	2018 Direct deposit form.pdf
	Direct Deposit Forms.pdf
	dit 001
	dit 002



	DCFS Form.pdf
	ACKNOWLEDGEMENT OF MANDATED REPORTER STATUS 


	DCFS Form.pdf
	ACKNOWLEDGEMENT OF MANDATED REPORTER STATUS 

	enroll.pdf
	new_employee_packet_FT.pdf
	Sheet1
	6 Reliance Form.pdf
	ILLINOIS COMMUNITY COLLEGE CONSORTIUM
	Term Life and Accidental Death & Dismemberment Insurance Enrollment Form
	Relation to You:

	COVERAGE ELECTIONS & AMOUNT OF COVERAGE SELECTED:
	You: $_______________ Your Spouse: $_______________ Each Child (Life Only) :_______________
	Employee Signature  Date Work Phone Home Phone

	Limitations

	EMPLOYEE PACKET.pdf
	EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM
	EFFECTIVE DATE: ______________________
	Worksheet Medical Flex  & DCA.pdf
	Expenses
	Annual Cost
	Total Cost Estimate for Year                                                                                  a

	Worksheet DCAP.pdf
	DEPENDENT CARE EXPENSES WORKSHEET


	What is a Flex Plan - Jan 2007.pdf
	What is A Flex Plan? 
	 
	Your employer has chosen to sponsor a Flexible Spending Account, or “Flex Plan” as one of your insurance benefits.  Flex is an IRS-approved method of paying for your “out-of-pocket” Medical, Dental, Vision, & Over-the-Counter expenses with set aside “pre-tax” dollars.  
	 
	There are two types of Flex accounts:  Health Flexible Spending Account (FSA) and Dependent Care Account (DCA) for child day care, adult dependent care, etc. Participation is voluntary.  Employees must enroll in the plan to receive this benefit. 
	 
	Why participate in a Flex-Plan?   
	We all pay taxes!  Each payday, your employer calculates Federal and State income tax and FICA (Social Security/Medicare) tax on your taxable income. For every $1.00 net in your paycheck, you actually have to earn $1.35 because of taxes. ($1.35 less 25.65% in taxes = $1.00) 
	Participation in a Flex-Plan saves you money by deducting the Flex set-aside dollars from your wages before taxes, making only the wages remaining subject to taxes. Through your employer’s Flex Plan, you can pay many of the following bills with your pre-tax dollars: Medical, Dental, Vision, Over-The-Counter (OTC) medications, dependent care.  By setting aside dollars for those expenses in a Flex Plan, most employees will save between 20% and 30% in taxes. 
	Health expenses are deductible on your tax return, but only if you itemize your deductions and if your expenses exceed 7.5% of your income.  In addition, you cannot avoid the Social Security tax that way and you cannot deduct Over-the-counter drugs that way. Check with your accountant to confirm that Flex is a better way to take the deduction. 
	You can participate in Flex if you have health expenses for you, your spouse, and your dependent children.  You can participate in Flex even if you or your spouse & children are NOT enrolled in Medical or Dental Insurance or are enrolled somewhere else. 

	The expense must be Out-Of-Pocket (that means the portion NOT paid by insurance).  Health Expenses that can be reimbursed through the Flex Plan include Doctor Co-Payments, Prescriptions (even if generic), Medical Insurance deductibles and co-insurance, Lasik eye surgery, Eyeglasses, Contacts, and over-the-counter Contact lens solution, Dental and Orthodontia, Over-the-counter Drugs, Mileage to seek medical care, and many more. For a comprehensive list of eligible health expenses visit your company’s customized web page or BPC’s website and click on the “Eligible Flex Expenses” link. 
	 
	Flex Plans are established in accordance with IRS regulations that determine how the plan may be used.    Your employer also has regulations and/or restrictions concerning the Flex Plan. Please refer to the Summary Plan Description for more detailed information. The following are important restrictions to consider when enrolling in a Flex Plan: 
	o Election amounts cannot be changed during the Plan Year, except when there is a qualifying event and the change must be consistent with the event (Marriage or divorce; Death of a Dependent; Birth or adoption; Spouse terminates or begins employment). 
	o Expenses must be incurred within the Flex Plan year. 
	o You cannot use money paid into one category to be applied to another (FSA to DCA and vice versa) 
	o You must substantiate all expenses reimbursed under the plan (submit copies of detailed receipts) 
	o Unused funds are forfeited at the end of the Plan year. 
	o You have 90 days after the end of the plan year to submit receipts for expenses incurred during the plan year. 
	Visit your company’s customized web page or BPC’s website to check your balances, print a claim form, or learn more about Flex, or to view a comprehensive list of eligible Flex expenses. 
	. 


	Enrollment Flex DCAP.pdf
	Employee Information 
	Enrollment Type
	     

	 
	Complete only if eligibility is AFTER  Jan 1 Open Enrollment period:
	                                  



	Claim form FLEX with Mbi.pdf
	FSA CLAIM FORM
	(Please Print) 
	COMPLETE THIS SECTION FOR CHECK OR DIRECT DEPOSIT CLAIM
	COMPLETE THIS SECTION ONLY FOR BPC BENEFIT CARD DOCUMENTATION


	Claim form DCA.pdf
	DEPENDENT CARE ACCOUNT CLAIM FORM
	(Please Print) 
	Exact Dates of Service  (From – To)
	Dependent Name(s)
	Provider Name
	Age
	Amount Requested
	$
	$
	   
	$
	Provider Name:
	Dependent Name & Age:
	Provider Address:
	Dependent Name & Age:
	Date of Service: 
	Amount of Service:
	$
	$
	$
	Date:

	Additional Debit Card Request Form.pdf
	Benefit Planning Consultants, Inc.      ●     217-239-4499   or   800-295-2990 


	EE Packet.pdf
	EE Direct Deposit Form.pdf
	                     EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM 
	EFFECTIVE DATE: ______________________    SSN: ______________________________ 

	USING THE BPC WEBSITE (8-13-09).pdf
	Where to Start
	Registering Your Account
	Checking Balances
	Submitting Claims Online
	Forgotten Passwords
	Getting Help


	EMPLOYEE PACKET.pdf
	EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM
	EFFECTIVE DATE: ______________________
	Worksheet Medical Flex  & DCA.pdf
	Expenses
	Annual Cost
	Total Cost Estimate for Year                                                                                  a

	Worksheet DCAP.pdf
	DEPENDENT CARE EXPENSES WORKSHEET


	What is a Flex Plan - Jan 2007.pdf
	What is A Flex Plan? 
	 
	Your employer has chosen to sponsor a Flexible Spending Account, or “Flex Plan” as one of your insurance benefits.  Flex is an IRS-approved method of paying for your “out-of-pocket” Medical, Dental, Vision, & Over-the-Counter expenses with set aside “pre-tax” dollars.  
	 
	There are two types of Flex accounts:  Health Flexible Spending Account (FSA) and Dependent Care Account (DCA) for child day care, adult dependent care, etc. Participation is voluntary.  Employees must enroll in the plan to receive this benefit. 
	 
	Why participate in a Flex-Plan?   
	We all pay taxes!  Each payday, your employer calculates Federal and State income tax and FICA (Social Security/Medicare) tax on your taxable income. For every $1.00 net in your paycheck, you actually have to earn $1.35 because of taxes. ($1.35 less 25.65% in taxes = $1.00) 
	Participation in a Flex-Plan saves you money by deducting the Flex set-aside dollars from your wages before taxes, making only the wages remaining subject to taxes. Through your employer’s Flex Plan, you can pay many of the following bills with your pre-tax dollars: Medical, Dental, Vision, Over-The-Counter (OTC) medications, dependent care.  By setting aside dollars for those expenses in a Flex Plan, most employees will save between 20% and 30% in taxes. 
	Health expenses are deductible on your tax return, but only if you itemize your deductions and if your expenses exceed 7.5% of your income.  In addition, you cannot avoid the Social Security tax that way and you cannot deduct Over-the-counter drugs that way. Check with your accountant to confirm that Flex is a better way to take the deduction. 
	You can participate in Flex if you have health expenses for you, your spouse, and your dependent children.  You can participate in Flex even if you or your spouse & children are NOT enrolled in Medical or Dental Insurance or are enrolled somewhere else. 

	The expense must be Out-Of-Pocket (that means the portion NOT paid by insurance).  Health Expenses that can be reimbursed through the Flex Plan include Doctor Co-Payments, Prescriptions (even if generic), Medical Insurance deductibles and co-insurance, Lasik eye surgery, Eyeglasses, Contacts, and over-the-counter Contact lens solution, Dental and Orthodontia, Over-the-counter Drugs, Mileage to seek medical care, and many more. For a comprehensive list of eligible health expenses visit your company’s customized web page or BPC’s website and click on the “Eligible Flex Expenses” link. 
	 
	Flex Plans are established in accordance with IRS regulations that determine how the plan may be used.    Your employer also has regulations and/or restrictions concerning the Flex Plan. Please refer to the Summary Plan Description for more detailed information. The following are important restrictions to consider when enrolling in a Flex Plan: 
	o Election amounts cannot be changed during the Plan Year, except when there is a qualifying event and the change must be consistent with the event (Marriage or divorce; Death of a Dependent; Birth or adoption; Spouse terminates or begins employment). 
	o Expenses must be incurred within the Flex Plan year. 
	o You cannot use money paid into one category to be applied to another (FSA to DCA and vice versa) 
	o You must substantiate all expenses reimbursed under the plan (submit copies of detailed receipts) 
	o Unused funds are forfeited at the end of the Plan year. 
	o You have 90 days after the end of the plan year to submit receipts for expenses incurred during the plan year. 
	Visit your company’s customized web page or BPC’s website to check your balances, print a claim form, or learn more about Flex, or to view a comprehensive list of eligible Flex expenses. 
	. 


	Enrollment Flex DCAP.pdf
	Employee Information 
	Enrollment Type
	     

	 
	Complete only if eligibility is AFTER  Jan 1 Open Enrollment period:
	                                  



	Claim form FLEX with Mbi.pdf
	FSA CLAIM FORM
	(Please Print) 
	COMPLETE THIS SECTION FOR CHECK OR DIRECT DEPOSIT CLAIM
	COMPLETE THIS SECTION ONLY FOR BPC BENEFIT CARD DOCUMENTATION


	Claim form DCA.pdf
	DEPENDENT CARE ACCOUNT CLAIM FORM
	(Please Print) 
	Exact Dates of Service  (From – To)
	Dependent Name(s)
	Provider Name
	Age
	Amount Requested
	$
	$
	   
	$
	Provider Name:
	Dependent Name & Age:
	Provider Address:
	Dependent Name & Age:
	Date of Service: 
	Amount of Service:
	$
	$
	$
	Date:

	Additional Debit Card Request Form.pdf
	Benefit Planning Consultants, Inc.      ●     217-239-4499   or   800-295-2990 


	10 Equal Opportunity Form_Orientation Packet.pdf
	Are you in the United States on a Visa – Nonresident Alien?

	6 Reliance Form.pdf
	ILLINOIS COMMUNITY COLLEGE CONSORTIUM
	Term Life and Accidental Death & Dismemberment Insurance Enrollment Form
	Relation to You:

	COVERAGE ELECTIONS & AMOUNT OF COVERAGE SELECTED:
	You: $_______________ Your Spouse: $_______________ Each Child (Life Only) :_______________
	Employee Signature  Date Work Phone Home Phone

	Limitations

	Reliance Form.pdf
	ILLINOIS COMMUNITY COLLEGE CONSORTIUM
	Term Life and Accidental Death & Dismemberment Insurance Enrollment Form
	Relation to You:

	COVERAGE ELECTIONS & AMOUNT OF COVERAGE SELECTED:
	You: $_______________ Your Spouse: $_______________ Each Child (Life Only) :_______________
	Employee Signature  Date Work Phone Home Phone

	Limitations

	Equal Opportunity Form_Orientation Packet.pdf
	Are you in the United States on a Visa – Nonresident Alien?

	Equal Opportunity Form_Orientation Packet.pdf
	Are you in the United States on a Visa – Nonresident Alien?

	BAS enrollment form.pdf
	Application For:  (   ) NEW ENROLLEE    (   ) LATE ENROLLEE    (   ) SPECIAL ENROLLMENT    (   ) CHANGE IN STATUS
	DO YOU HAVE A CERTIFICATE OF COVERAGE?    (   ) YES (if yes, please attach)        (   ) NO
	EMPLOYER NAME (Please Print) LAKE LAND COMMUNITY COLLEGE
	NAME (Please Print)    ________________________________________________________
	ADDRESS __________________________________________________________________
	ADDRESS__________________________________________________________________
	PHONE _______________ GENDER_________ SSN _______________________________
	DATE OF BIRTH_________________________ MARITAL STATUS (   ) SINGLE     (   ) WIDOWED   (   ) MARRIED   (   ) DIVORCED
	MEDICAL COVERAGE LEVEL:       (   ) SINGLE   (   ) EMPLOYEE + 1   (   ) EMPLOYEE +FAMILY
	MEDICAL PLAN :  (   ) PLAN 1 CURRENT PPO PLAN  (   ) PLAN 2 TRADITIONAL PLAN (    ) PLAN 3 HIGH DEDUCTIBLE PLAN
	COVERED DEPENDENT INFORMATION
	DEPENDENT     (M)    (F)                FIRST NAME              MI                              LAST NAME                 SSN#             DATE OF BIRTH
	SPOUSE                                          _______________________________________________________________________________
	CHILD                                               _______________________________________________________________________________
	CHILD                                               _______________________________________________________________________________
	CHILD                                               _______________________________________________________________________________
	CHILD                                               _______________________________________________________________________________
	* If Your Spouse Or Children Have A Last Name Different From Yours, Provide A Marriage License And/Or Birth Certificate.
	* If Your Dependent Child Is 19 or Older, Provide Full-Time Student or Disability Verification or Check  here [   ] if applying for Extended Dependent Coverage through age 26, or 30 if Military Veteran
	Are You Or Any Of Your Dependents Covered By Another Group Medical Plan?          Yes             No
	If “Yes”, Please Give The Following Information:
	Name of Individual with Other Coverage ____________________________________________ Effective Date: __________________
	Names of Covered Dependents _________________________________________________________________________________
	Name of Insurance Carrier Or TPA __________________________________________________Phone: ______________________
	Address ___________________________________________________________________________________________________
	Name of Other Employer Providing Coverage ______________________________________________________________________
	Is Your Spouse Employed? (   ) Yes (   ) No  If “Yes”, Is Spouse Eligible for Employer Coverage?    (   ) Yes    (   ) No
	Is there a divorce decree or court order requiring you to be financially responsible for medical coverage for dependent children?
	(   ) Yes  (   ) No    If “Yes”, please provide a copy of the legal order.
	SIGN AND DATE ENROLLMENT FORM ELECTIONS ABOVE
	I have received and read a summary of the plan description.  I certify that the above information is true and accurate.
	EMPLOYEE SIGNATURE _____________________________________________________ DATE SIGNED _________________
	I, the undersigned, certify that I have been given an opportunity to apply for the group benefit plan offered by the company and after careful consideration have decided to decline to enroll in the coverage(s) hereafter indicated.
	ARE YOU DECLINING DUE TO COVERAGE IN ANOTHER PLAN        YES  NO
	IF YES, IS THIS OTHER COVERAGE COBRA FROM A PRIOR EMPLOYER     YES      NO
	IMPORTANT NOTICE: If you refuse coverage for yourself, you automatically refuse coverage for any dependents.  If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may i...
	SIGNATURE OF EMPLOYEE _______________________________________ DATE SIGNED ____________________________

	2012_FSA_Enrollement_form.pdf
	EE Direct Deposit Form.pdf
	                     EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM 
	EFFECTIVE DATE: ______________________    SSN: ______________________________ 

	USING THE BPC WEBSITE (8-13-09).pdf
	Where to Start
	Registering Your Account
	Checking Balances
	Submitting Claims Online
	Forgotten Passwords
	Getting Help

	OTC Memo2.pdf
	OTC Changes Beginning January 1, 2011

	OTC Memo w list w debit.pdf
	OTC Changes Beginning January 1, 2011

	Enroll Flex.pdf
	Complete only if eligibility is AFTER Jan 1 Open Enrollment period:

	Enroll Flex LFlex DCAP.pdf
	Complete only if eligibility is AFTER Jan 1 Open Enrollment period:


	Paydate 2012  2013   .pdf
	Sheet2

	Paydate 2012  2013   .pdf
	Sheet2

	Paydate 2012  2013   .pdf
	Sheet2

	Child Abuse Cants22.pdf
	ACKNOWLEDGEMENT OF MANDATED REPORTER STATUS 

	EE Packet 2013.pdf
	EE Direct Deposit Form.pdf
	                     EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM 
	EFFECTIVE DATE: ______________________    SSN: ______________________________ 

	USING THE BPC WEBSITE (8-13-09).pdf
	Where to Start
	Registering Your Account
	Checking Balances
	Submitting Claims Online
	Forgotten Passwords
	Getting Help

	OTC Memo2.pdf
	OTC Changes Beginning January 1, 2011

	OTC Memo w list w debit.pdf
	OTC Changes Beginning January 1, 2011

	Enroll Flex LFlex DCAP.pdf
	Complete only if eligibility is AFTER Jan 1 Open Enrollment period:


	Paydate Schedule 2012  2013.pdf
	Sheet1

	Untitled
	EE Packet.pdf
	EE Direct Deposit Form.pdf
	                     EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM 
	EFFECTIVE DATE: ______________________    SSN: ______________________________ 

	USING THE BPC WEBSITE (8-13-09).pdf
	Where to Start
	Registering Your Account
	Checking Balances
	Submitting Claims Online
	Forgotten Passwords
	Getting Help

	OTC Memo2.pdf
	OTC Changes Beginning January 1, 2011

	OTC Memo w list w debit.pdf
	OTC Changes Beginning January 1, 2011

	Enroll Flex DCAP.pdf
	Complete only if eligibility is AFTER Aug 1 Open Enrollment period:

	Enroll Flex LFlex DCAP w no plan year.pdf
	Complete only if eligibility is AFTER Jan 1 Open Enrollment period:


	DCFS Child Abuse Cants22.pdf
	ACKNOWLEDGEMENT OF MANDATED REPORTER STATUS 

	2018 Direct deposit form.pdf
	Direct Deposit Forms.pdf
	dit 001
	dit 002


	wrap-up.pdf
	Sheet1
	6 Reliance Form.pdf
	ILLINOIS COMMUNITY COLLEGE CONSORTIUM
	Term Life and Accidental Death & Dismemberment Insurance Enrollment Form
	Relation to You:

	COVERAGE ELECTIONS & AMOUNT OF COVERAGE SELECTED:
	You: $_______________ Your Spouse: $_______________ Each Child (Life Only) :_______________
	Employee Signature  Date Work Phone Home Phone

	Limitations

	EMPLOYEE PACKET.pdf
	EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM
	EFFECTIVE DATE: ______________________
	Worksheet Medical Flex  & DCA.pdf
	Expenses
	Annual Cost
	Total Cost Estimate for Year                                                                                  a

	Worksheet DCAP.pdf
	DEPENDENT CARE EXPENSES WORKSHEET


	What is a Flex Plan - Jan 2007.pdf
	What is A Flex Plan? 
	 
	Your employer has chosen to sponsor a Flexible Spending Account, or “Flex Plan” as one of your insurance benefits.  Flex is an IRS-approved method of paying for your “out-of-pocket” Medical, Dental, Vision, & Over-the-Counter expenses with set aside “pre-tax” dollars.  
	 
	There are two types of Flex accounts:  Health Flexible Spending Account (FSA) and Dependent Care Account (DCA) for child day care, adult dependent care, etc. Participation is voluntary.  Employees must enroll in the plan to receive this benefit. 
	 
	Why participate in a Flex-Plan?   
	We all pay taxes!  Each payday, your employer calculates Federal and State income tax and FICA (Social Security/Medicare) tax on your taxable income. For every $1.00 net in your paycheck, you actually have to earn $1.35 because of taxes. ($1.35 less 25.65% in taxes = $1.00) 
	Participation in a Flex-Plan saves you money by deducting the Flex set-aside dollars from your wages before taxes, making only the wages remaining subject to taxes. Through your employer’s Flex Plan, you can pay many of the following bills with your pre-tax dollars: Medical, Dental, Vision, Over-The-Counter (OTC) medications, dependent care.  By setting aside dollars for those expenses in a Flex Plan, most employees will save between 20% and 30% in taxes. 
	Health expenses are deductible on your tax return, but only if you itemize your deductions and if your expenses exceed 7.5% of your income.  In addition, you cannot avoid the Social Security tax that way and you cannot deduct Over-the-counter drugs that way. Check with your accountant to confirm that Flex is a better way to take the deduction. 
	You can participate in Flex if you have health expenses for you, your spouse, and your dependent children.  You can participate in Flex even if you or your spouse & children are NOT enrolled in Medical or Dental Insurance or are enrolled somewhere else. 

	The expense must be Out-Of-Pocket (that means the portion NOT paid by insurance).  Health Expenses that can be reimbursed through the Flex Plan include Doctor Co-Payments, Prescriptions (even if generic), Medical Insurance deductibles and co-insurance, Lasik eye surgery, Eyeglasses, Contacts, and over-the-counter Contact lens solution, Dental and Orthodontia, Over-the-counter Drugs, Mileage to seek medical care, and many more. For a comprehensive list of eligible health expenses visit your company’s customized web page or BPC’s website and click on the “Eligible Flex Expenses” link. 
	 
	Flex Plans are established in accordance with IRS regulations that determine how the plan may be used.    Your employer also has regulations and/or restrictions concerning the Flex Plan. Please refer to the Summary Plan Description for more detailed information. The following are important restrictions to consider when enrolling in a Flex Plan: 
	o Election amounts cannot be changed during the Plan Year, except when there is a qualifying event and the change must be consistent with the event (Marriage or divorce; Death of a Dependent; Birth or adoption; Spouse terminates or begins employment). 
	o Expenses must be incurred within the Flex Plan year. 
	o You cannot use money paid into one category to be applied to another (FSA to DCA and vice versa) 
	o You must substantiate all expenses reimbursed under the plan (submit copies of detailed receipts) 
	o Unused funds are forfeited at the end of the Plan year. 
	o You have 90 days after the end of the plan year to submit receipts for expenses incurred during the plan year. 
	Visit your company’s customized web page or BPC’s website to check your balances, print a claim form, or learn more about Flex, or to view a comprehensive list of eligible Flex expenses. 
	. 


	Enrollment Flex DCAP.pdf
	Employee Information 
	Enrollment Type
	     

	 
	Complete only if eligibility is AFTER  Jan 1 Open Enrollment period:
	                                  



	Claim form FLEX with Mbi.pdf
	FSA CLAIM FORM
	(Please Print) 
	COMPLETE THIS SECTION FOR CHECK OR DIRECT DEPOSIT CLAIM
	COMPLETE THIS SECTION ONLY FOR BPC BENEFIT CARD DOCUMENTATION


	Claim form DCA.pdf
	DEPENDENT CARE ACCOUNT CLAIM FORM
	(Please Print) 
	Exact Dates of Service  (From – To)
	Dependent Name(s)
	Provider Name
	Age
	Amount Requested
	$
	$
	   
	$
	Provider Name:
	Dependent Name & Age:
	Provider Address:
	Dependent Name & Age:
	Date of Service: 
	Amount of Service:
	$
	$
	$
	Date:

	Additional Debit Card Request Form.pdf
	Benefit Planning Consultants, Inc.      ●     217-239-4499   or   800-295-2990 


	EE Packet.pdf
	EE Direct Deposit Form.pdf
	                     EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM 
	EFFECTIVE DATE: ______________________    SSN: ______________________________ 

	USING THE BPC WEBSITE (8-13-09).pdf
	Where to Start
	Registering Your Account
	Checking Balances
	Submitting Claims Online
	Forgotten Passwords
	Getting Help


	EMPLOYEE PACKET.pdf
	EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM
	EFFECTIVE DATE: ______________________
	Worksheet Medical Flex  & DCA.pdf
	Expenses
	Annual Cost
	Total Cost Estimate for Year                                                                                  a

	Worksheet DCAP.pdf
	DEPENDENT CARE EXPENSES WORKSHEET


	What is a Flex Plan - Jan 2007.pdf
	What is A Flex Plan? 
	 
	Your employer has chosen to sponsor a Flexible Spending Account, or “Flex Plan” as one of your insurance benefits.  Flex is an IRS-approved method of paying for your “out-of-pocket” Medical, Dental, Vision, & Over-the-Counter expenses with set aside “pre-tax” dollars.  
	 
	There are two types of Flex accounts:  Health Flexible Spending Account (FSA) and Dependent Care Account (DCA) for child day care, adult dependent care, etc. Participation is voluntary.  Employees must enroll in the plan to receive this benefit. 
	 
	Why participate in a Flex-Plan?   
	We all pay taxes!  Each payday, your employer calculates Federal and State income tax and FICA (Social Security/Medicare) tax on your taxable income. For every $1.00 net in your paycheck, you actually have to earn $1.35 because of taxes. ($1.35 less 25.65% in taxes = $1.00) 
	Participation in a Flex-Plan saves you money by deducting the Flex set-aside dollars from your wages before taxes, making only the wages remaining subject to taxes. Through your employer’s Flex Plan, you can pay many of the following bills with your pre-tax dollars: Medical, Dental, Vision, Over-The-Counter (OTC) medications, dependent care.  By setting aside dollars for those expenses in a Flex Plan, most employees will save between 20% and 30% in taxes. 
	Health expenses are deductible on your tax return, but only if you itemize your deductions and if your expenses exceed 7.5% of your income.  In addition, you cannot avoid the Social Security tax that way and you cannot deduct Over-the-counter drugs that way. Check with your accountant to confirm that Flex is a better way to take the deduction. 
	You can participate in Flex if you have health expenses for you, your spouse, and your dependent children.  You can participate in Flex even if you or your spouse & children are NOT enrolled in Medical or Dental Insurance or are enrolled somewhere else. 

	The expense must be Out-Of-Pocket (that means the portion NOT paid by insurance).  Health Expenses that can be reimbursed through the Flex Plan include Doctor Co-Payments, Prescriptions (even if generic), Medical Insurance deductibles and co-insurance, Lasik eye surgery, Eyeglasses, Contacts, and over-the-counter Contact lens solution, Dental and Orthodontia, Over-the-counter Drugs, Mileage to seek medical care, and many more. For a comprehensive list of eligible health expenses visit your company’s customized web page or BPC’s website and click on the “Eligible Flex Expenses” link. 
	 
	Flex Plans are established in accordance with IRS regulations that determine how the plan may be used.    Your employer also has regulations and/or restrictions concerning the Flex Plan. Please refer to the Summary Plan Description for more detailed information. The following are important restrictions to consider when enrolling in a Flex Plan: 
	o Election amounts cannot be changed during the Plan Year, except when there is a qualifying event and the change must be consistent with the event (Marriage or divorce; Death of a Dependent; Birth or adoption; Spouse terminates or begins employment). 
	o Expenses must be incurred within the Flex Plan year. 
	o You cannot use money paid into one category to be applied to another (FSA to DCA and vice versa) 
	o You must substantiate all expenses reimbursed under the plan (submit copies of detailed receipts) 
	o Unused funds are forfeited at the end of the Plan year. 
	o You have 90 days after the end of the plan year to submit receipts for expenses incurred during the plan year. 
	Visit your company’s customized web page or BPC’s website to check your balances, print a claim form, or learn more about Flex, or to view a comprehensive list of eligible Flex expenses. 
	. 


	Enrollment Flex DCAP.pdf
	Employee Information 
	Enrollment Type
	     

	 
	Complete only if eligibility is AFTER  Jan 1 Open Enrollment period:
	                                  



	Claim form FLEX with Mbi.pdf
	FSA CLAIM FORM
	(Please Print) 
	COMPLETE THIS SECTION FOR CHECK OR DIRECT DEPOSIT CLAIM
	COMPLETE THIS SECTION ONLY FOR BPC BENEFIT CARD DOCUMENTATION


	Claim form DCA.pdf
	DEPENDENT CARE ACCOUNT CLAIM FORM
	(Please Print) 
	Exact Dates of Service  (From – To)
	Dependent Name(s)
	Provider Name
	Age
	Amount Requested
	$
	$
	   
	$
	Provider Name:
	Dependent Name & Age:
	Provider Address:
	Dependent Name & Age:
	Date of Service: 
	Amount of Service:
	$
	$
	$
	Date:

	Additional Debit Card Request Form.pdf
	Benefit Planning Consultants, Inc.      ●     217-239-4499   or   800-295-2990 


	10 Equal Opportunity Form_Orientation Packet.pdf
	Are you in the United States on a Visa – Nonresident Alien?

	6 Reliance Form.pdf
	ILLINOIS COMMUNITY COLLEGE CONSORTIUM
	Term Life and Accidental Death & Dismemberment Insurance Enrollment Form
	Relation to You:

	COVERAGE ELECTIONS & AMOUNT OF COVERAGE SELECTED:
	You: $_______________ Your Spouse: $_______________ Each Child (Life Only) :_______________
	Employee Signature  Date Work Phone Home Phone

	Limitations

	Reliance Form.pdf
	ILLINOIS COMMUNITY COLLEGE CONSORTIUM
	Term Life and Accidental Death & Dismemberment Insurance Enrollment Form
	Relation to You:

	COVERAGE ELECTIONS & AMOUNT OF COVERAGE SELECTED:
	You: $_______________ Your Spouse: $_______________ Each Child (Life Only) :_______________
	Employee Signature  Date Work Phone Home Phone

	Limitations

	Equal Opportunity Form_Orientation Packet.pdf
	Are you in the United States on a Visa – Nonresident Alien?

	Equal Opportunity Form_Orientation Packet.pdf
	Are you in the United States on a Visa – Nonresident Alien?

	BAS enrollment form.pdf
	Application For:  (   ) NEW ENROLLEE    (   ) LATE ENROLLEE    (   ) SPECIAL ENROLLMENT    (   ) CHANGE IN STATUS
	DO YOU HAVE A CERTIFICATE OF COVERAGE?    (   ) YES (if yes, please attach)        (   ) NO
	EMPLOYER NAME (Please Print) LAKE LAND COMMUNITY COLLEGE
	NAME (Please Print)    ________________________________________________________
	ADDRESS __________________________________________________________________
	ADDRESS__________________________________________________________________
	PHONE _______________ GENDER_________ SSN _______________________________
	DATE OF BIRTH_________________________ MARITAL STATUS (   ) SINGLE     (   ) WIDOWED   (   ) MARRIED   (   ) DIVORCED
	MEDICAL COVERAGE LEVEL:       (   ) SINGLE   (   ) EMPLOYEE + 1   (   ) EMPLOYEE +FAMILY
	MEDICAL PLAN :  (   ) PLAN 1 CURRENT PPO PLAN  (   ) PLAN 2 TRADITIONAL PLAN (    ) PLAN 3 HIGH DEDUCTIBLE PLAN
	COVERED DEPENDENT INFORMATION
	DEPENDENT     (M)    (F)                FIRST NAME              MI                              LAST NAME                 SSN#             DATE OF BIRTH
	SPOUSE                                          _______________________________________________________________________________
	CHILD                                               _______________________________________________________________________________
	CHILD                                               _______________________________________________________________________________
	CHILD                                               _______________________________________________________________________________
	CHILD                                               _______________________________________________________________________________
	* If Your Spouse Or Children Have A Last Name Different From Yours, Provide A Marriage License And/Or Birth Certificate.
	* If Your Dependent Child Is 19 or Older, Provide Full-Time Student or Disability Verification or Check  here [   ] if applying for Extended Dependent Coverage through age 26, or 30 if Military Veteran
	Are You Or Any Of Your Dependents Covered By Another Group Medical Plan?          Yes             No
	If “Yes”, Please Give The Following Information:
	Name of Individual with Other Coverage ____________________________________________ Effective Date: __________________
	Names of Covered Dependents _________________________________________________________________________________
	Name of Insurance Carrier Or TPA __________________________________________________Phone: ______________________
	Address ___________________________________________________________________________________________________
	Name of Other Employer Providing Coverage ______________________________________________________________________
	Is Your Spouse Employed? (   ) Yes (   ) No  If “Yes”, Is Spouse Eligible for Employer Coverage?    (   ) Yes    (   ) No
	Is there a divorce decree or court order requiring you to be financially responsible for medical coverage for dependent children?
	(   ) Yes  (   ) No    If “Yes”, please provide a copy of the legal order.
	SIGN AND DATE ENROLLMENT FORM ELECTIONS ABOVE
	I have received and read a summary of the plan description.  I certify that the above information is true and accurate.
	EMPLOYEE SIGNATURE _____________________________________________________ DATE SIGNED _________________
	I, the undersigned, certify that I have been given an opportunity to apply for the group benefit plan offered by the company and after careful consideration have decided to decline to enroll in the coverage(s) hereafter indicated.
	ARE YOU DECLINING DUE TO COVERAGE IN ANOTHER PLAN        YES  NO
	IF YES, IS THIS OTHER COVERAGE COBRA FROM A PRIOR EMPLOYER     YES      NO
	IMPORTANT NOTICE: If you refuse coverage for yourself, you automatically refuse coverage for any dependents.  If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may i...
	SIGNATURE OF EMPLOYEE _______________________________________ DATE SIGNED ____________________________

	2012_FSA_Enrollement_form.pdf
	EE Direct Deposit Form.pdf
	                     EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM 
	EFFECTIVE DATE: ______________________    SSN: ______________________________ 

	USING THE BPC WEBSITE (8-13-09).pdf
	Where to Start
	Registering Your Account
	Checking Balances
	Submitting Claims Online
	Forgotten Passwords
	Getting Help

	OTC Memo2.pdf
	OTC Changes Beginning January 1, 2011

	OTC Memo w list w debit.pdf
	OTC Changes Beginning January 1, 2011

	Enroll Flex.pdf
	Complete only if eligibility is AFTER Jan 1 Open Enrollment period:

	Enroll Flex LFlex DCAP.pdf
	Complete only if eligibility is AFTER Jan 1 Open Enrollment period:


	Paydate 2012  2013   .pdf
	Sheet2

	Paydate 2012  2013   .pdf
	Sheet2

	Paydate 2012  2013   .pdf
	Sheet2

	Child Abuse Cants22.pdf
	ACKNOWLEDGEMENT OF MANDATED REPORTER STATUS 

	EE Packet 2013.pdf
	EE Direct Deposit Form.pdf
	                     EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM 
	EFFECTIVE DATE: ______________________    SSN: ______________________________ 

	USING THE BPC WEBSITE (8-13-09).pdf
	Where to Start
	Registering Your Account
	Checking Balances
	Submitting Claims Online
	Forgotten Passwords
	Getting Help

	OTC Memo2.pdf
	OTC Changes Beginning January 1, 2011

	OTC Memo w list w debit.pdf
	OTC Changes Beginning January 1, 2011

	Enroll Flex LFlex DCAP.pdf
	Complete only if eligibility is AFTER Jan 1 Open Enrollment period:


	Paydate Schedule 2012  2013.pdf
	Sheet1

	Untitled
	EE Packet.pdf
	EE Direct Deposit Form.pdf
	                     EMPLOYEE DIRECT DEPOSIT AUTHORIZATION FORM 
	EFFECTIVE DATE: ______________________    SSN: ______________________________ 

	USING THE BPC WEBSITE (8-13-09).pdf
	Where to Start
	Registering Your Account
	Checking Balances
	Submitting Claims Online
	Forgotten Passwords
	Getting Help

	OTC Memo2.pdf
	OTC Changes Beginning January 1, 2011

	OTC Memo w list w debit.pdf
	OTC Changes Beginning January 1, 2011

	Enroll Flex DCAP.pdf
	Complete only if eligibility is AFTER Aug 1 Open Enrollment period:

	Enroll Flex LFlex DCAP w no plan year.pdf
	Complete only if eligibility is AFTER Jan 1 Open Enrollment period:


	DCFS Child Abuse Cants22.pdf
	ACKNOWLEDGEMENT OF MANDATED REPORTER STATUS 

	2018 Direct deposit form.pdf
	Direct Deposit Forms.pdf
	dit 001
	dit 002



	DCFS Form.pdf
	ACKNOWLEDGEMENT OF MANDATED REPORTER STATUS 



	Paydate Sept 2021 to Aug 2022.pdf
	Sheet1


	Social Security Number: 
	Teaching/Non/Police: Off
	Address: 
	City: 
	State: 
	Zip: 
	Position: 
	Last Name: 
	First Name: 
	White/Black/Native/Asian/Hawaiian/Hispanic: Off
	Illinois College Yes/No: Off
	SURS Yes/No: Off
	Other: Off
	DATE  MMDDYY: 
	Date of Employment: 
	FCSRS yes|no: Off
	when  contribute: 
	contribute 2: Off
	contribute 11: Off
	contribute 13: Off
	contribute 12: Off
	contribute 3: Off
	contribute 4: Off
	contribute 5: Off
	contribute 6: Off
	contribute 7: Off
	contribute 8: Off
	contribute 9: Off
	contribute 1: Off
	contribute 10: Off
	SURS Annuitant: Off
	SURS Affected Annuitant: Off
	Gender: Off
	Birth Date MMDDYY: 
	ID: 
	Name: 
	City State: 
	DEPOSITORY 1: 
	TRANSITABA 1: 
	Account 1: 
	CHECKING 1: Off
	SAVINGS 1: Off
	AMOUNT 1: 
	DEPOSITORY 2: 
	TRANSITABA 2: 
	Account 2: 
	CHECKING 2: Off
	SAVINGS 2: Off
	AMOUNT 2: 
	DEPOSITORY 3: 
	TRANSITABA 3: 
	Account 3: 
	CHECKING 3: Off
	SAVINGS 3: Off
	AMOUNT 3: 
	DEPOSITORY 4: 
	TRANSITABA 4: 
	Account 4: 
	CHECKING 4: Off
	SAVINGS 4: Off
	AMOUNT 4: 
	Account 5: 
	CHECKING 5: Off
	SAVINGS 5: Off
	AMOUNT 5: 
	Type of Employment: 
	LLC website: Off
	Other website: Off
	Other website Name: 
	Professional Journal: Off
	Professional Journal Name: 
	Social: Off
	Social Media: 
	LLC staff: Off
	LLC staff member or student Name: 
	Other Name: 
	female: Off
	male: Off
	Indeed: Off
	W4 Page 2 Section 2 Line 1: 
	W4 Page 2 Section 2 Line 2: 
	W4 Page 2 Section 2 Line 3: 
	W4 Page 2 Section 2 Line 4: 
	W4 Page 2 Section 2 Line 5: 
	W4 Page 2 Section 2 Line 6: 
	W4 Page 2 Section 2 Line 7: 
	W4 Page 2 Section 2 Line 8: 
	W4 Page 2 Section 2 Line 9: 
	personal_allowances_worksheet: 
	Table1_lowest: 
	if_line1_is_more: 
	this_worksheet_line2: 
	this_worksheet_line1: 
	substract_line5_line4: 
	table2_hightest: 
	multiply_line7: 
	divide_line8: 
	Middle Initial: 
	Address Street Number: 
	No one else can claim: Off
	Add lines 1 and 2: 
	number of dependents: 
	spouse is 65 or older: Off
	legally blind: Off
	65 or older: Off
	spouse legally blind: Off
	1 total number of boxes: 
	5 total number of boxes: 
	Line 4 of the Deductions: 
	divide line by 6: 
	total number of basic personal allowance: 
	total number of additional allowance: 
	Other Last Names Used: 
	Apt Number: 
	Date of Birth mmddyyyy: 
	Alien Registration NumberUSCIS Number 1: 
	Alien Registration NumberUSCIS Number 2: 
	1 Alien Registration NumberUSCIS Number: 
	2 Form I94 Admission Number: 
	3 Foreign Passport Number: 
	Country of Issuance: 
	citizen: Off
	noncitizen: Off
	resident: Off
	alien: Off
	CitizenshipImmigration Status: 
	Employees Email Address: 
	I can claim spouse: Off
	add lines 5 and 7: 
	total number or basic: 
	total number of additonal: 
	additonal amount: 
	Preparer: Off
	Phone: 
	Single/Married: Off
	Married: Off
	Head: Off
	2c: Off
	children_under_17: 
	number_of_other: 
	add_children_other: 
	other_income: 
	deductions: 
	xtra_witholdings: 
	two_jobs_or_married: 
	higher_paying: 
	two_highest_paying: 
	2a_plus_2b: 
	number_of_pay_periods: 
	divide_annual_amount: 
	estimated_deductions: 
	enter: 
	if_1_is_greater: 
	student_loan_interest: 
	4b_line3_plus_line4: 


