
 I f  you are  electing  the  cash option  in lieu of  dental insurance,  enter  t h e  

monthly cash  amount in  item  B,  otherwise  enter “none.”  

C.  Plan  Code 381-001 Monthly Total  
$  

I n  Item  C  enter the  total monthly cash  option amount (sum  of  the  

amounts entered  in items  A and  B).  

6. ATTESTATION OF OTHER QUALIFYING GROUP HEALTH COVERAGE  is  e l i g i b l e  for enrollment  in

 the  CSU  F l e x C a s h  

Program. 

Signature:  

�y
1 8 . E - M A I L  A D D R E S S  O F  A U T H O R I Z E D  C A M P U S  B E N E F I T S  O F F I C E R  S I G N E R :  

1 9 . Date  Received:  20 . Telephone  Number:

* E m p l o y e e s  who  o b t a i n  “alternative”  non - CSU  coverage  through  a domestic  partner  are  not required to submit proof of registration through the Secretary of State process to enroll in the
FlexCash Program. 

DISTRIBUTION:  ORIGINAL - State Controller’s Office        COPY – Campus      COPY- Employee (with privacy notice) 
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http://calstate.edu/Benefits/flexible/tapp.page.shtml

