
Opt Out Form
HEALTH REIMBURSEMENT ACCOUNT

Please certify the following:

I understand that by opting out of the plan: 

	• I will not be reimbursed for any eligible expenses provided after opting out, and

	• I can continue to submit claims for reimbursement of eligible expenses provided prior to the opt out date 
within the time frame indicated in Section B of my Plan Highlights.

Employer

Employee Signature Date (MM/DD/YYYY)

Social Security Number (SSN)

Participation in the Section 105(h) Health Reimbursement Account Plan (HRA) is automatic for all eligible employees. 
Under this plan, your employer contributes a certain amount of money on a tax-free basis that you can use for eligible 
medical expenses.

You will continue to be a plan participant as long as you meet the eligibility requirements unless you opt out of 
participating in the plan. In order to opt out, this completed and signed form must be returned to your employer.

EMPLOYERS ONLY - This section must be complete for employee to be opted out of the Section 105(h) HRA Plan. 

Employer Signature Participant’s Date of Ineligibility (MM/DD/YYYY)
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