NATIONAL BUREAU OF ECONOMIC RESEARCH

MEDICAL REIMBURSEMENT ACCOUNT ENROLLMENT FORM

Name:                                                    _______________________        
Date:                                                     _______
Salary Reduction Effective: 4/1/2009           

Medical Reimbursement Account 
The NBER calendar year limit for this category is $5,000.00.
Medical Reimbursement Account amount to be withheld per year: $                                
I hereby select the above indicated benefit under the terms of the National Bureau of Economic Research Flexible Benefits Plan (“the Plan”).  My selection will be effective on the first day of the month coincident with, or immediately following the date of this election.

I agree to have the NBER reduce my compensation by the amount stated above, commencing on the effective date specified above, and continuing until either the end of the plan year or any time at which this election is revoked or modified in writing.  I understand that I can revoke or modify this agreement only because of a qualifying life event, such as marriage or the birth/adoption of a child (Diane Birnbaum can provide an exhaustive list of “qualifying life events”), and that such revocation or modification will apply only to compensation I earn after I have given the requisite notice to the NBER.

I understand that any funds remaining in the account will be forfeited if not used for reimbursement of benefits incurred between January 1, 2009 and March 15, 2010, and that the account will be held open for submission of expenses until April 15, 2010.  

I understand that I am solely responsible for determining if the amount I receive as uninsured medical reimbursement benefits satisfy the standards for tax-free benefits described in the summary plan description.  I further understand that the NBER will require me to provide bills, original receipts, or statements of the expenses for which I request reimbursement.

I agree to hold the NBER harmless if the Internal Revenue Service challenges the nature of the benefits made under the Plan and agree to pay any and all additional taxes, interest, and penalties that may be assessed with respect to such benefits. I will reimburse the NBER for my portion of any FICA taxes that may be owed on my behalf should the Internal Revenue Service successfully challenge the tax-free character of the Plan’s benefits.

I agree to all of the above conditions and agree to abide by all of the terms and conditions of the Flexible Benefits Plan.


Signature 




                         Date
