Attachment 11

Application for an Employee Health Savings Account
GroupCare or Congregational Employee Plan

Please provide the following information. Nete that we will use your telephone number or e-mail address only if
we have questions about vour responses on this application.

Employer

Employee name
i First mididle st

Social Security number Telephone number

E-mail address

i3 ﬁet:sgsza&zmx

{f yOu want your spouse to be able to keep the HSA active at your death, you need to name him or-her as the only
primary beneficiary. Please also name at least one secondary beneficiary.

If you are not murried or keeping the gccount active is not an issue for your family, please nume atleast oug
primary and one secondary beneficiary. You may name an estate or trust* if you sochoose,

Failing to name a benefiviary can result in adverse {ax conseguences for your spouse ur estate.

You can change your beneficiary designation any time and gs often as you wish. Any change of benefictary,
however, must be in writing, subject to any rules we establish, and i not effective until we receive it,

Hyour spouse or any other pérsen acquires your interest in the HSA oo your deatt other than as o dosip-
nated benefmmry, the account will cease to be-an HSA on the date of your death and the amounts distributed will
be includible in the gross income of the person acquiring them.

oo primary i:sem«ahcmw is Living at the time c)fymn dwh the remaining funds will be paid to the secondary
beneficiary(ies). The secondary beneficiary(ies) will nat receive any benefits if vne or more named primary
beneficiary(ies) are still living at the time of your death. If no primary or secondary beneficiary survives you o if
no beneficiary designation is in effect at your death, veur estate will acquire your interest in your HSA.

The above infermation is 2 summury. Fer complete information on the administration of your HSA in'the
event of your-death, pleuse refer to the Disclosure Statement and Custodial Agreement.

*if you designate a frust a5 the beneficiary, you wifl need to provide ihe newe and address of vack trustve. the date
the trust was established, the name of the trust, and the trust's taxpayer identification number.

Primaty beneficiaries

Bocial Security |
Narie Relwtionship Birth dute rober Shure

vsax::zndary benetipiaries

Social Security
Name ki Relutionship Birth dute number Slure
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{ understand that:
1. Eligibility for the tax advantages of an HSA is o matter of tax law.

2. This HSAis created primarily for me as the account holder und my family and is used generall y Iy for qmﬁxfy
ing medical expenses.

3, ‘MMA Insurance Company { MMM as custodian of the account, does not act as everseer to determine
whether distributions from my HSA are for qualified medical expenses.

4. MMA does not assume any tax lability for actions taken by me in regards to my HSA,
5. 1 mustbe encolled in a qualified high-deductible health plan on the first day of the month fo be eligible to
make 2 contribution té my HSA for that month.
. Itis my r&spoxmhﬁm to understand and operate this HSA within the guidelines of the Internal Revenue
Service (IRS),

‘The terms and conditions that applyto this HSA are contained in this &;:sf;hmtmﬁ and the Disclosure
&g@mwzt and Custodial Agreement Twill recgive upon enroliment.

e
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Further, T acknowledze that | have completed the i‘}igfb: ity Worksheet for Health Savings Accounts o
consulted mytax zxéwsm and verify T have determined that T am eligible for an BSA. Lalso anknemieziae that
neither MMA nor any licensed counselor has provided me wzﬂz any tax advice or given any legal opinion regard-
ing 4oy use of the funds in the HSA.
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