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Reduce my gross salary by the amount of my net premiums for the eligible health plans.
(Check with your Benefits Office for information on eligible plans.)

 1. PERSONAL INFORMATION
NAME (Last, First, Middle Initial) SOCIAL SECURITY NUMBER EMPLOYEE ID NUMBER

LOCATION BIRTHDATE ENTRY DATE

CAMPUS/LAB PHONE COVERAGE EFFECTIVE DATE HIRE DATE

DEPCARE/HCRA/TIP ENROLLMENT, CHANGE, OR CANCELLATION
SALARY REDUCTION AGREEMENT
UPAY 717 (R11/02) University of California Human Resources and Benefits

Fill in all the pertinent information.
Shaded areas are for accounting
use only. Send this form to your
Accounting or Benefits Office or to
the person handling benefits for
your department.

6. SIGNATURE

I verify that I am requesting the action(s) indicated above during my period of initial eligibility, during an open enrollment period, or
because of (and consistent with) an eligible change in my family or employment status. I understand and accept the relevant terms and
conditions of the DepCare, HCRA, and TIP programs as outlined in the summary plan descriptions for these programs.

SIGNATURE DATE SYSTEM UPDATED BY DATE

RETN: 5 years after separation except retain in cases involving disability retirement or disciplinary action until age 70.
Other copies: 0-5 years after separation.

 2. TYPE OF ENROLLMENT

  Period of initial eligibility Change in provider status (DepCare only)

  Open enrollment Intercampus transfer

  Change in family or employment status Former campus/lab __________________________

WHITE - OFFICE OF RECORD
YELLOW - RETAINED BY EMPLOYEE

SEE REVERSE FOR PRIVACY NOTIFICATIONS

For complete information on eligibility, effective dates, maximum contribution amounts, and allowable actions, see the
Dependent Care Reimbursement Account (DepCare), the Health Care Reimbursement Account (HCRA), and the Tax Savings
on Insurance Premiums (TIP) summary plan descriptions, available in your department or Benefits Office.

 3. DEPENDENT CARE REIMBURSEMENT ACCOUNT (DEPCARE)

  Enroll

  Change

  Cancel

 4. HEALTH CARE REIMBURSEMENT ACCOUNT (HCRA)

  Enroll

  Change

  Cancel

During my approved FMLA leave:

  Cancel. I may reenroll upon return.

Continue. Upon my return I will prorate the rest of my plan year total over the remaining months.

Continue. Upon my return I will resume monthly contributions with no adjustment for missed contributions.

 5. TAX SAVINGS ON INSURANCE PREMIUMS (TIP)

Initial enrollment in this plan is automatic.

Reenroll (Y)

Cancel (N)

MO DY YR

DATA

Reduce my gross salary as follows:

1. Enter on line 1 the amount to be deducted from your gross salary each month. 1. $ _________ per month

2. Circle the number under the current month and enter it on line 2: 2. ___________ months
Jan  Feb  Mar  Apr  May  Jun  Jul  Aug  Sept  Oct  Nov  Dec
 11    10     9      8      7      6      5     4       3       2     1      12

3. Multiply lines 1 and 2. This is your annual contribution to DepCare. 3. $ _________ Annual total
Note: Participation begins the first of the month following the month you enroll, subject to Payroll deadlines.
Continued participation requires annual reenrollment during Open Enrollment.

Reduce my gross salary as follows:

1. Enter on line 1 the amount to be deducted from your gross salary each month. 1. $ _________ per month

2. Circle the number under the current month and enter it on line 2: 2. ___________ months
Jan  Feb  Mar  Apr  May  Jun  Jul  Aug  Sept  Oct  Nov  Dec
 11    10     9      8      7      6      5     4       3       2     1      12

3. Multiply lines 1 and 2. This is your annual contribution to HCRA. 3. $ _________ Annual total
Note: Participation begins the first of the month following the month you enroll, subject to Payroll deadlines.
Continued participation requires annual reenrollment during Open Enrollment.



PRIVACY NOTIFICATIONS

STATE

The State of California Information Practices Act of 1977 (effective July 1, 1978) requires the University to provide the
following information to individuals who are asked to supply information about themselves.

The principal purpose for requesting the information on this form is for payment of earnings and for miscellaneous payroll and
personnel matters such as, but not limited to, withholding taxes, benefits administration, and changes in title and pay status.
University policy and state and federal statutes authorize the maintenance of this information.

Furnishing all information requested on this form is mandatory—failure to provide such information will delay or may even
prevent completion of the action for which the form is being filled out. Information furnished on this form may be used by
various University departments for payroll and personnel administration and will be transmitted to the federal and state
governments as required by law.

Individuals have the right to review their own records in accordance with University personnel policy and collective bargaining
agreements. Information on applicable policies and agreements can be obtained from campus or Office of the President Staff
and Academic Personnel Offices.

The officials responsible for maintaining the information contained on this form are Office of the President and campus
Academic and Staff Personnel Managers or campus Accounting Officers.

FEDERAL

Pursuant to the Federal Privacy Act of 1974, you are hereby notified that disclosure of your Social Security number is manda-
tory. Disclosure of the Social Security number is required pursuant to sections 6011 and 6051 of Subtitle F of the Internal
Revenue Code and with Regulation 4, Section 404.1256, Code of Federal Regulations under Section 218, Title II of the
Social Security Act, as amended. The Social Security number is used to verify your identity. The principal uses of the number
shall be to report (1) state and federal income taxes withheld, (2) Social Security contributions, (3) state unemployment and
Workers’ Compensation earnings, (4) earnings and contributions to participating retirement systems, and (5) as an identifier
for your insurance carrier to verify your eligibility and to maintain claim records for you and your eligible family members.
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