
Employer name

First name M.I. Last name

SSN Gender
 Male       Female

Date of birth (mm/dd/yyyy)

Email address Home phone

Physical street address City State ZIP

City State ZIP

FSA coverage

 
pay period

Number of pay periods 
remaining in plan year

Flexible spending account $ X = $

$ X = $

$ X = $

Signature             

Print name Signature Date

2026 
 employee enrollment form

Please return this form to the HR department at HR@elmhurst.org.

CITY OF ELMHURST

01/01/2026

26

26

26

2026 Annual Limits

• Medical FSA: $3,400
• Limited Purpose FSA: $3,400 to use with High-Deductible Plan to cover expenses for dental and vision claims only
• Dependent Care: $7,500 for single taxpayers and married couples filing jointly or $3,750 for married people filing 

separately

Emily Wagner
Cross-Out


	Untitled



