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HSA 

Enrollment Form 

 

 

 

Please return completed form to your Employer – All fields are required to open an HSA Account 

Employer:  ________________________________________________________________________________________ 

Name:  __________________________________________________________________________________________  

SSN:  ______________________________________   Birthdate:  ___________________________________________ 

Address:  _________________________________________________________________________________________ 

City:  ___________________________________________ State:  _____________ Zip:  _________________________ 

 

Phone:  _________________________________________ Email:  __________________________________________   

 

Medical Coverage:            Single   Family         Effective Date:  ___________________________________ 

 

Annual HSA Contribution: $___________________ Contributions will be made on a per pay basis according to the Employer pay schedule  

 

 

 
 

 
Financial Institution:  _______________________________________________________________________________   

Routing Number:  ___________________________________ Account Number: ________________________________ 

Employee Signature:  _______________________________________________________________________________ 

 

 

 
Employee Contributions (if applicable):        Weekly          Bi-Weekly        Semi-Monthly          Monthly        Quarterly         Annually 

Annual Amount: $____________/# of Pays: ___________= Per Pay: $___________  Date of First Deduction:  __________________ 

Employer Contributions (if applicable):        Weekly          Bi-Weekly        Semi-Monthly          Monthly        Quarterly         Annually 

Annual Amount: $____________/# of Pays: ___________= Per Pay: $___________  Date of First Deduction:  __________________ 

Participant Information  
To be completed by Employee - Please print clearly 

Important Information: 

• If you or your spouse have a general purpose Flexible Spending Plan (FSA), you are not eligible to receive or make HSA 

contributions. 

• If you anticipate/plan on enrolling in Medicare and/or Social Security during the calendar year, there is important 

information you need to know.  Please see your HR Department before signing up for HSA. 

• For more information you can visit:  www.medicare.gov 

o Click on:  Sign up/change plan; Signing up for Part A & Part B; Signing up for Medicare special conditions; see 

the bottom of the page regarding HSA’s. 

• For tax year 2019, the maximum aggregate annual contribution that an individual can make to an HSA is: 
o 2019 Single Coverage:  $3500 

o 2019 Family Coverage:  $7000 

o Catch up contributions:  $1000 (for individuals age 55 and older) 

 

Contribution Information 
This Section to be completed by Employer 

HSA Bank Account Information: 
Only provide for accounts NOT opened by BASIC or if you already have an account on file with BASIC. 

Skip this section if completing a Fifth Third Enrollment form/application 

http://www.medicare.gov/

