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EMPLOYER HEALTH EQUITY HSA ACCEPTANCE FORM 

ACCOUNT NAME: _______________________________________________________________________ 

ACCOUNT #: _________________                                  

SALES REPRESENTATIVE / ACCOUNT MANAGER: __________________________________________________ 

MEDICAL PLAN (S) EFFECTIVE DATE:   ______________________ 

LIST PLANS OFFERED THAT ARE HSA QUALIFIED: 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

  USE HEALTH EQUITY AS HSA CUSTODIAN    HSA EFFECTIVE DATE: ___________________ 

ACCOUNT CONTACT NAME (PRINT): ___________________________________________________________ 

ACCOUNT CONTACT NAME (SIGNATURE): _______________________________________________________ 

DATE: _________________________________ 


