
Beneficial Administration Co., Inc.                 HEALTH SAVINGS ACCOUNT 
2505 McCabe Way               APPLICATION AND ELIGIBILITY FORM 
Irvine, CA  92614-6243         

For Insurance Agents ONLY 

     Code         Internal Use:                   EGN#  
      In.  Org. 

AIN#          

Instructions:  All fields must be completed.  Return this Application with a check to:   Make Check Payable to BAC:
Beneficial Administration Co., Inc. (BAC)       Set-up Fee                  $     20.00 
2505 McCabe Way, Irvine, CA  92614-6243      Check Order     $___________ 
Note:  All Trustee Services will be provided by HSA Bank,      Initial Contribution    $___________  
          211 N. Wisconsin Drive, Howards Grove, WI  53083     Total Amount Enclosed   $___________ 
Personal Information:      Please fill in all boxes (MM DD YYYY) (IE: 01 01 2004)
 
Social Security #      Birth Date 
________________/______________/_____________ _____________-_____________-_____________
 
First Name____________________________  MI__________  Last Name___________________________ 
 
Street Address____________________________________________________________________________
     Required 
PO Box______________________________ City___________________________________________
 
State__________ Zip____________________ Preferred Mailing Method □ Street Address □ PO Box  
 
County __________________________________________________________________________________
 
Home #_________________________________ Bus. #_________________________________________ 
 
Form of Identification □ Driver’s License  □ State ID  □ Passport ID#:  ___________________________
E-mail (optional)__________________________________________________________________________
Note:  To help the government fight the funding of terrorism and money laundering activities, Federal law requires all financial institutions to obtain, verify and     

record information that identifies each person who opens an account.  What this means to you:  When you open an account we will ask for your name, street 
address, date of birth and other information that will allow us to identify you.  We may also ask to see your driver’s license or other identifying documents. 
Type of initial deposit – Please check one   Initial Contribution Source and Amount

□Regular – Year of Contribution (required) □□□□  □Account Holder and/or Family Member Deposit 

□Rollover  (Please attach rollover form)    Total “Above the Line” Deductions  Amt. ($)□□□□.□□ 
□Trustee to Trustee Transfer  (Please attach transfer form)   □Employer and/or Section 125 Plan Deposit 

Total Pre-Tax Deductions   Amt. ($)□□□□.□□ 
Employer Information (For help, see your Employer Rep. or Agent) 
 
Employer Name__________________________________________________________ Employer Contact Name_________________________________________
   
Mailing Address__________________________________________________________ Type of Business _______________________________________________
  
City ___________________________________________________State_____________________________Zip__________________________________________
 
Eligibility Requirements:  REGULAR HSA 
□Yes □No Account holder certification – I certify that: (1) I am covered by a Qualified High Deductible Health Plan (QHDHP), (2) I certify that I am not 
covered by a health plan, other than a QHDHP, which provides any of the same benefits as the QHDHP, (3) I am not entitled to benefits under Medicare, and (4) I 
may not be claimed as a dependent on another person’s tax return. 
If you answered NO to the above, you are not eligible to establish a qualified HSA.  Upon completion of the eligibility requirements, you may complete the 
signature section on page two.  



 

HSA Account Options:  Please read Power of Attorney section for spousal or third party access to your HSA. 

□  I would like to order 50 non-duplicate checks, including 10 deposit tickets, at a cost of $_______, to be used for normal distributions only.  

□  I would like 1 free debit MasterCard issued in my name for my HSA account to be used for normal distributions only. 
Note:  Purchases made with either the debit MasterCard or Bank checks will be reported by the Bank as “normal distributions.” I understand I should not use my debit 
card or checks for non-qualifying or non-medical purposes and that I am responsible for any IRS penalties.  I understand that I should submit an HSA withdrawal form for 
any non-qualifying or non-medical transaction at a cost of $____ per occurrence.  I understand the bank will issue me a check.   

□  I am interested in receiving an Investment Application.  (Non FDIC Insured: Stocks, Bonds, and Mutual Fund Options)  
 

Payment Options:  By signing this application, I authorize HSA Bank to set-up and/or initiate the transfers described below from my financial 
institution to HSA Bank.  ACH transfers will be effective two days after this application has been signed. 
    

 □ ACH One-time transfer (Required)   □  Ongoing contributions through On-Demand-Transfer (Optional)  
       Set-up Fee $20.00  
       Check Order ($12.75 if requested)    
       Initial Contribution (min $50)   
  TOTAL AUTHORIZED TRANSFER   

(Email Address Required) PLEASE SEND VOIDED CHECK. With On-Demand Transfer, you can make contributions to your 
HSA through the internet by setting up one-time or recurring contributions.  You initiate contributions to your HSA.  A non-
recurring contribution is credited to your HSA within two business days while automatic contributions are credited on the pre-
determined dates your select.  ODT uses the same process as Automatic Clearing Houses (ACH).  ACH is the familiar payment 
system used by the federal banking system for such applications as direct deposit, loan payments, insurance premiums, etc.  

 

Transfer From (debit):  (Current financial institution)  
Financial Institution Name______________________________________________Phone Number________________________________________ 
Address________________________________________________City___________________________________State_______Zip______________ 
Checking Acct.#_________________________________________Nine-digit Routing Number____________________________________________
 

Transfer To (credit):  Health Savings Account with HSA Bank 
HSA Bank (State Bank of Howards Grove), 211 N. Wisconsin Drive, Howards Grove, WI 53083 
Routing Number: 075907947                ___________________________________________________ 
                        HSA Holder Signature   Date 
 

Authorized Signer/Power of Attorney (POA) (Optional): Authorized Signer/POA signature required below. 
Since regulations require that only one individual own an HSA account, the account owner may want his/her spouse and /or another third party through power of attorney 
to write checks or use his/her debit card.  I (account holder) hereby designate the following individual as additional authorized signer on my Health Savings Account. 
 
Spouse/Other First      MI     Last 
 
 

                         

    

Social Security #       _   _     Birth Date   _ 
   _ 

     

 
Second Debit Card Option 
□ I would like a second FREE debit MasterCard issued for the POA listed above for my HSA account to be used for normal distributions only. 
HSA Bank™ is hereby appointed to serve as custodian of my Health Savings Account.  
I agree to be bound by the account rules and regulations applicable to the Health Savings Account established by the Application and Agreement as they may be amended 
from time to time. I also agree to the Bank’s agreements, rules, and regulations, and disclosures applicable to this account and any additional accounts that I establish with 
the Bank in the future as an individual, custodian or single trustee;  this mater signature card agreement governing additional accounts will remain in effect as long as I 
continuously maintain at least one covered account with the Bank.   
By signing this Application and per the HSA Account options selected above, I am requesting that the Bank issue to my spouse or other authorized third party as indicated 
above a separate debit MasterCard to allow them electronic access to my Health Savings Account and  to  add their name to my Bank check order to facilitate access to my 
Health Savings Account. 

Note:  Authorized Signer/POA signature required below: 
Signatures Important: Please read before signing:  
I understand the eligibility requirements for the type of HSA deposit I am making and I state that I do quality to make the deposit.  I have received a 
copy of the Application and the HSA Custodial Agreement.  I understand that the terms and conditions which apply to this HSA are contained in this 
Application and the Agreement.  I agree to be bound by those terms and conditions. Within seven (7) calendar days from the date I open this HSA I may 
revoke it by mailing or delivering a written notice to the custodian of the account (set-up fee non-refundable).  
I assume complete responsibility for:  

1. Determining that I am eligible for an HSA each year I make a contribution.  2. Ensuring that all contributions I make are within the limits 
set forth by the tax laws.  (Go to www.hsabankusa.com, click on contribution calculator for help.)  3. The tax consequences of any 
contribution (including rollover contributions) and distributions.   

T.I.N. BACKUP WITHHOLDING CERTIFICATION (Cross out item two (2) if subject to backup withholding) 
Under penalties of perjury, I certify that (1) The number shown on this form is my correct taxpayer identification number (T.I.N.) (or I am waiting for a 
number to be issued to me, (2) I am not subject to backup withholding because:  (a) I am exempt from backup withholding, or (b) I have not been 
notified by the Internal Revenue Service that I am subject to backup withholding as a result of a failure to report all interest and dividends, or (c) the IRS
has notified me that I am no longer subject to backup withholding, and (3) I am a U.S. person (including a U.S. resident alien).  
The Internal Revenue Service does not require your consent to any provision of this document other than the certifications required to avoid backup withholding. 
 
_____________________________________________________________  _________________________________________________________________ 
HSA Holder Signature    Date  Signature of Witness (Required)   Date 
        (Must not be the same as the Authorized Signer / POA) 
______________________________________________________ 
Authorized Signer/POA Signature   Date  Printed Name of Witness______________________________________

HSA Bank™ is a tradename and trademark owned and used by State Bank of Howards Grove.     Member FDIC 

http://www.hsabankusa.com/
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