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This catalog is a guide to 
communications available for 
health savings account, health 
reimbursement arrangement and 
flexible spending account options 
administered by HealthEquity, Inc.

ABOUT BLUE CROSS BLUE 
SHIELD OF MICHIGAN 
DOCUMENTS
Each document developed by Blue Cross 
is identified by an alpha-numeric stock 
number. Contact your account manager to 
find out how to download or get copies of 
these documents.

ABOUT BLUE CARE NETWORK 
DOCUMENTS
Each document developed by Blue Care 
Network is identified by an alpha-numeric 
stock number. Contact your account 
manager to find out how to download or get 
copies of these documents.

ABOUT HEALTHEQUITY, INC. 
DOCUMENTS
Welcome kits and most forms are developed 
by HealthEquity. Contact your account 
manager to find out how to download or  
get copies of these documents.

HealthEquity, Inc. is an independent company 
supporting Blue Cross Blue Shield of Michigan 
by providing health care spending account 
administration services. An independent, FDIC-
insured bank holds the health saving account dollars.



Blue Cross Blue Shield of Michigan documents
Documents in this section are developed by Blue Cross. Contact your account manager if you need copies.



Employer toolkit
Documents in this section are developed by Blue Cross. Contact your account manager if you need copies.

FOLDER

Consumer-Directed Health Care Solutions
from Blue Cross Blue Shield of Michigan and Blue Care Network

Employer Overview

Title: Consumer-Directed Health Care Solutions 
from Blue Cross Blue Shield of Michigan and 
Blue Care Network – Employer Overview

Description: Pocket folder that outlines 
available health care spending account  
options and how they work with a Blue Cross 
or Blue Care Network health plan, includes 
brochures for each spending account option

Stock #: CL 15203

BROCHURES (included in folder)

THE POWERFUL

SOLUTION
easyHSA&
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EMPOWER
WITH HSAs

Integrated health savings accounts
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Title: Empower with HSAs

Description: Provides an overview 
of how an HSA works

Stock #: CF 15346

THE POWERFUL

SOLUTION
easyHRA&

ELEVATE YOUR BENEFITS 

Integrated health reimbursement arrangements
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WITH HRAs

Title: Elevate your benefits with HRAs

Description: Provides an overview of  
how an HRA works

Stock #: CF 15347

THE POWERFUL

SOLUTION
easyFSA&
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INTEGRATED
FLEXIBLE SPENDING

ACCOUNTS

Title: Integrated Flexible Spending Accounts

Description: Provides an overview of how 
an FSA works 

Stock #: CF 15348
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HSA Communications
Documents in this section are developed by Blue Cross. Contact your account manager if you need copies.

EMPLOYER

BROCHURE

THE POWERFUL

SOLUTION
easyHSA&
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EMPOWER
WITH HSAs

Integrated health savings accounts
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Title: Empower with HSAs

Description: Provides an overview of  
how an HSA works

Stock #: CF 15346

Employer information

Employer name:

Address 1:

Address 2:

City: State: ZIP:

Phone: Fax:

Account structure

Employer Tax ID Number:

Group policy number:
(NASCO group number + section)
(MOS group number + division)

Package code: (NASCO and 
MOS groups)

Product indicator: Product name:
(One entry required. For example,  
HSA hourly or HSA active)

-

-

-

-

-

-

Contact information

Type Name Phone Email BCBSM agent ID

Main contact:

Payroll or contribution contact:

Agent involvement? If yes

Managing agency:

Account manager:

1

Health Savings Account Group Setup Form

Title: Health Savings Account Group Setup Form

Description: Form used to select HSA plan features

Stock #: WP 11548

FORM

EMPLOYEE

BROCHURES

Getting to know your health plan

Member Guide

How a health savings account works with your health plan.

Title: Getting to know your health plan:  
How a health savings account works with 
your health plan

Description: Outlines how an HSA works 
with a Blue Cross health plan (presale)

Stock #: CB 14080

Maximizing your savings
We’ll take you there.

HSA Member Manual

Title: HSA Member Manual

Description: Provides a detailed explanation 
of an HSA and how it works with an HSA-
compatible health plan

Stock #: WP 14319 
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EMPLOYEE

FLIERS

HSA Communications
Documents in this section are developed by Blue Cross. Contact your account manager if you need copies.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and indpendent licensee of the Blue Cross and Blue Shield Association.

The Internal Revenue Service has released 2016 inflation-adjusted contribution and out-of-pocket 
spending limits for HSAs and HSA-eligible health plans.

The 2016 limits will go into effect Jan. 1, 2016. A comparison of the 2015 and 2016 limits is below.

2016 Health Savings Account Limits

2015 and 2016 Contribution and Out-of-Pocket Limit Comparison

2015 2016 Change
HSA contribution limit Individual:  $3,350

Family:  $6,650

Individual: $3,350

Family: $6,750

Individual: No change

Family: + $100

HSA catch-up contributions  
(age 55 and older)*

$1,000 $1,000 No change**

HSA-eligible health plan  
minimum deductible amounts

Individual: $1,300

Family: $2,600

Individual: $1,300

Family: $2,600

Individual: No change

Family: No change

HSA-eligible health plan  
out-of-pocket maximum  
amounts 

Individual: $6,450

Family: $12,900

Individual: $6,550

Family: $13,100

Individual: + $100

Family: + $200

*Catch-up contributions can be made any time during the year an HSA participant turns 55.

**Catch-up contributions are not inflation-adjusted. Any increase would require a statutory change by the IRS.

R045078WP 12829 SEP 15

HealthEquity, Inc. is an independent company supporting Blue Cross Blue Shield of Michigan by providing health care spending account 
administration services. An independent, FDIC-insured bank holds the health saving account dollars.

Title: 2016 Health Savings Account Limits

Description: A comparison of 2015 and 
2016 HSA contribution and out-of- 
pocket limits 

Stock #: WP 12829

1

HSA basics
 Q1: What is an HSA?
 A: An HSA is a savings account used in conjunction 

with an HSA‑compatible health plan that allows you 
to save money, pretax, to pay for qualified 
medical expenses.

 Q2: How is HealthEquity, Inc. involved with 
my HSA?

 A: HealthEquity works with Blue Cross Blue Shield 
of Michigan to administer your HSA. However, 
HealthEquity is not involved in administering your 
health plan. Blue Cross will continue to process and 
pay your health care claims.

 Q3: What are the benefits of an HSA?
 A: An HSA is a flexible way to manage current health care 

costs and save for future retirement needs. It also:

• Increases engagement by letting you decide when 
and how to spend your money

• Provides potential for tax savings with payroll 
deductions, interest earned and usage of funds – all 
tax free

 Q4: Who owns my HSA?
 A: You own the HSA and the money in the account.

 Q5: Who is eligible to open and contribute to 
my HSA?

 A: You can open and contribute to an HSA if you’re 
enrolled in an HSA‑compatible health plan and:

• Aren’t covered by another health plan that isn’t 
HSA compatible

• Aren’t enrolled in Medicare or Tricare

• Don’t have a government‑sponsored health plan 
from another country

• Don’t have access to funds in a full‑medical flexible 
spending account or health reimbursement 
arrangement

• Can’t be claimed as a dependent on someone 
else’s tax return

  Once your HSA is open, you, your employer or any 
other third party can contribute to the HSA, up to the 
maximum annual limit.

 Q6: Is there a limit on the amount I can 
contribute to my HSA?

 A: Contribution limits are determined by the Internal 
Revenue Service each year. The maximum 
contribution for 2016 is $3,350 for single coverage 
and $6,750 for family coverage.

Frequently Asked Questions
∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙
Health Savings Account

Title: Frequently Asked Questions

Description: Answers questions 
frequently asked about HSA plans

Stock #: CF 14309

Use this handy reference to find out:

}  How to log in 

}  How to access your account statements 
(including your tax form information) 

}  How to set up your personal bank account for 
electronic funds transfer to get reimbursements 
out of your HSA or make contributions from your 
personal bank account into your HSA 

}  How to pay doctors and other health care 
professionals online 

}  How to add a beneficiary online and avoid the 
hassle of paperwork

5. On the Set up your login screen: 

} Pick a user login name of at least six characters with  
numbers and letters. 

} Choose a password of at least eight characters with an 
uppercase letter, a lowercase letter and a number. 

6. On the Your email settings screen, enter your email address. 

7. Click the box to agree to the terms of the website and save 
the agreement. 

Once you’re in the portal, you’ll see your name and available 
balance on the top right.

Logging in to your online Personal Desktop 
for the first time: 

1. Go to bcbsm.com and log in as a member. 

2. Click My Coverage. 

3. Click Spending Accounts and then click Go to your 
Health Savings Account. 

4. If you have never logged on before, follow the instructions 
for logging in for the first time as a member. Be prepared 
to enter your first and last name, the last four digits of your 
Social Security number, date of birth and the ZIP code of 
your current residence. This information is used to identify 
you as the actual account holder. 

Managing your account online
∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙
Health Savings Account

Blue Cross Blue Shield of Michigan is a nonprofit corporation and indpendent licensee of the Blue Cross and Blue Shield Association.1

Title: : Managing your account online

Description: Provides instruction on how 
to use the HealthEquity member portal

Stock #: WP 13848

SAMPLE SCENARIO SAVINGS*

$1,135annual  
premium

$1,135annual  
premium

$2,840annual  
premium

$2,840annual  
premium

$4,575

$4,735

$6,065

$5,890

TOTAL  
COST

TOTAL  
COST

TOTAL  
COST

TOTAL  
COST
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$3,440
OUT - of - POCKET

$3,600
OUT - of - POCKET

$3,225
OUT - of - POCKET

$3,050
OUT - of - POCKET
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RV
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OR

©2013-2014 HealthEquity All rights reserved.
*Individual results may vary

Based on the following plan designs:
TRADITIONAL HEALTH CARE PLAN:
Deductible: $400
Coinsurance: 80%

Out-of-pocket max: $2,000
Copayment: $35

HSA-QUALIFIED HEALTH CARE PLAN:
Deductible: $1,800
Coinsurance: 80%

Out-of-pocket max: $3,600
Copayment: none required 

35

30

office visits

office visits

$10,000

$40,000

in claims

in claims

20%

25%

savings

savings

health care plan
HSA-QUALIFIED 

health care plan health care plan
HSA-QUALIFIED TRADITIONAL 

health care plan
TRADITIONAL 

Title: Sample Scenario Savings

Description: Provides examples of 
possible HSA savings 

Stock #: OD 14310 

Verifying your identity
∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙
Health Savings Account

Blue Cross Blue Shield of Michigan is a nonprofit corporation and indpendent licensee of the Blue Cross and Blue Shield Association.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.

WP 13477 AUG 14 R031168

Important information about opening an HSA
When opening an HSA, we’ll ask you to provide some 
personal information to help validate your identity. This 
is a requirement of the Customer Identification Program, 
which is a part of the USA Patriot Act. This process helps 
prevent fraud by confirming your true identity. 

Required information*
You will be asked to provide your:

• Name

• Date of birth

• Address

•  Identification number, such as Social Security number 
or Tax identification number

Prevent delays** 
Be sure to provide current and accurate information to 
prevent delays in opening your HSA. You’ll be notified by 
mail or email if there is an issue verifying your information. 

Common errors that could cause delays are:
• Transposed address or identification number

• Recent name change

• Use of a nickname such as Jenny for Jennifer

• Failure to use your full legal name as it appears on 
your birth certificate 

• Different spelling of your name such as “Geoff” for 
“Jeff” or “MacCarthy” instead of “McCarthy”

Next steps
Once we have accurate information, the verification 
process takes one business day, and then your HSA will 
be fully open.

You will receive your welcome kit and Health Savings 
Account Visa® debit card seven to 10 business days after 
the process is complete. 

* You may be asked to supply additional information to confirm your identity, such as a photocopy of valid photo identification, Social Security 
card or a utility bill.

**Applicants with a Canadian address will not automatically fail the verification process; however, a valid US address is needed in order to        
  receive a HSA Visa debit card and other account materials. 

HealthEquity, Inc. is an independent company supporting Blue Cross Blue Shield of Michigan by providing health care spending account 
administration services. An independent, FDIC-insured bank holds the health saving account dollars.

If you have questions, contact Member Services at 1-877-284-9840

Title: Verifying your identity

Description: Outlines the HSA 
identity verification process

Stock #: WP 13477 

During my company’s open enrollment I was 
unsure about which health care plan to choose.

But then I remembered my unexpected 
surgery after a car accident a few years back. 

I wasn’t prepared for those expenses.

This year, I chose an HSA-
compatible health care 
plan because I wanted 
the flexibility of an HSA. 
I could put pretax payroll 
contributions in my HSA 
and watch it grow. I felt 
more prepared knowing 
I could use money in the 
HSA to pay for qualified 

medical expenses.

Thinking about 
retirement, Jim opened 

an HSA with his 
employer when he was 
hired. We’ve continued 
to add tax-free money 
to the HSA and have 

invested in a wide 
variety of mutual funds.

My husband Jim and 
I are what you call 
‘empty nesters’ — 

our kids are grown but 
we are still working.

It’s nice to know we have savings set aside in 
our HSA for whatever health issues may arise 

as we get older, even into retirement.

Ways to make your 
HSA work for You

• Single

• Generally healthy, 
doesn’t use much 
health care 

Rachel, 26
SINGLE & HEALTHY

• Opened a health saving account, or 
HSA, to save for unpredictable health 
care expenses

Ways to make your 
HSA work for You

• Married, two kids

• Money saver

• Uses his HSA to pay 
for his family’s ongoing 
medical expenses

Steve, 46
MARRIED WITH CHILDREN

We paid our bills after we 
received our Explanation 

of Benefits Payment 
statements from Blue 

Cross to make sure we only 
payed what we owed. Even 
with the ongoing medical 

expenses, I was able to save 
money by using my HSA.

Given my family’s medical history, I decided 
an HSA-compatible health care plan with an 
HSA was the way to go. Over the course of 
the year, we contributed until we reached 

the maximum amount for our family.

Every bit 
counts when 
you have a 

family to take 
care of.

Ways to make your 
HSA work for You

• Single

• Employer deducts HSA 
payments from his paycheck

• Uses his HSA like a 401(k) 
to save for future medical 
expenses

SINGLE

Ways to make your 
HSA work for You

• Married

• Empty nester

• Uses her HSA to invest 
and plan for retirement

Ellen, 58
MARRIED EMPTY NESTER

Robert, 31

Putting money in 
my HSA over the 

years proved to be 
beneficial because I 
had money saved to 

help pay the bill.

A few years ago, I 
enrolled in an HSA-
compatible health 

care plan. I decided 
to open an HSA with 
my plan because I 

wanted to start saving 
for future health care 

expenses. My company 
makes it easy by 

letting me make pretax 
contributions directly 
from my paycheck.

Earlier this year, I had surgery for 
appendicitis. Everything went smoothly, but 
I received a bill for $6,000. My deductible 
was $2,000, so I had to cover the first part 
of the bill before my insurance kicked in.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and 
independent licensee of the Blue Cross and Blue Shield Association.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and 
independent licensee of the Blue Cross and Blue Shield Association.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and 
independent licensee of the Blue Cross and Blue Shield Association.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and 
independent licensee of the Blue Cross and Blue Shield Association.

R042479

Title: : Ways to make your HSA work 
for You

Description: Table tent that provides 
examples on how an HSA can be used

3



HRA Communications
Documents in this section are developed by Blue Cross. Contact your account manager if you need copies.

EMPLOYER

BROCHURE

THE POWERFUL

SOLUTION
easyHRA&

ELEVATE YOUR BENEFITS 

Integrated health reimbursement arrangements

©
20

13
 - 

20
15

 H
ea

lth
Eq

ui
ty

 A
ll 

rig
ht

s 
re

se
rv

ed
.

WITH HRAs

Title: Elevate your benefits with HRAs

Description: Provides an overview of  
how an HRA works

Stock #: CF 15347

An HRA can provide first dollar coverage for eligible expenses. With this plan design, the employer-funded portion of the medical 
deductible and other expenses eligible under the HRA can be used prior to the member spending out of pocket dollars. Once the 
HRA funds are depleted, members are responsible for medical expenses as described under the medical plan.  

Health reimbursement  
arrangment pays first

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and 
Blue Shield Association.

HealthEquity, Inc. is an independent company supporting Blue Cross Blue Shield of Michigan by providing 
health care spending account administration services. An independent, FDIC-insured bank holds the health 
saving account dollars.

HRA_pays_first_BCBSM_August_2014 ©
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Feature
Standard 
offering

Modification 
option

HRA employer funding amount HRA - Funded at 
25 to 75% of the 
medical deductible 
(actual funding 
amount, by tier)

Fully funded  
deductible

Eligible expenses — Expenses eligible 
for payment under the plan

Deductible 
(pharmacy  
and medical)

Any of the following; 
dental, vision, full 
213D, premium, 
copayment, 
coinsurance and 
pharmacy

Automatic payment — For integrated 
claims, when payment is automatically 
made to the designated payee 
(member or provider)

Auto pay to 
provider

Auto pay to member, 
auto pay inactive

Individual payment cap —The 
maximum amount of reimbursement 
from the HRA per participant

No payment cap A per participant  
payment cap

Rollover — Unused Funds from an 
HRA can be used in subsequent plan 
years

No rollover Yes - rollover

Claims funding — the method 
by which employers fund claims 
payments

A prefund amount 
is held based on a 
percent of annual 
plan liability

Pay as you go with 
automatic debit. Auto 
debit is available for  
all funding.

Runout — The amount of time 
after the end of the plan year in which 
members can submit a claim incurred 
prior to the end of that plan year

90 days 30, 60 days

Proration — Mid-year hires receive a 
prorated funding amount

All funds available 
once eligible

Monthly or quarterly 
proration

If you have questions, 
contact CDH Administration 
at cdhadministration@
bcbsm.com. You can also 
find documents and other 
supporting materials when 
you go to  and 
log in as an agent.

Visit us at :
www.bcbsm.com

WP 14306 OCT 14

Title: Health reimbursement arrangement pays first

Description: Outlines HRA pays first plan features 

Stock #: WP 14306 

FLIERS

Employers use HRAs to create a health care reimbursement account complementary to the medical plan and helps members cover out-of-
pocket costs. Depending on what is most important to employers (ease of member administration, member engagement, out-of-pocket cost 
mitigation), there is an HRA that matches those goals. HealthEquity has created four HRA Plans that provide flexibility in plan design while 
keeping them simple enough for members to understand. 

Health reimbursement arrangment 
plan offerings

Plan A: HRA pays first

Plan B: Member pays first

Plan C: Bridge

Plan C: HRA with debit card

The HRA will provide first dollar coverage for eligible expenses. Once the HRA funds  
are depleted, members are responsible for any remaining medical expense not covered 
by the medical plan. 

Members enrolled in this plan type have a member responsibility for eligible medical 
expenses prior to accessing the HRA funds. Employers may choose to have an 
individual or embedded member-pays-first responsibility, an aggregate member-
pays-first responsibility, or both. A debit card is not available with this option.

HRA pays, then member pays, then HRA pays.

For employers who want to mitigate out-of-pocket expenses, a debit card is available 
when the HRA pays first at 100 percent. Two card options are available; either the HRA 
covers full 213D expenses and the card can be used for all eligible expenses, or the 
HRA covers prescription-only expenses. 

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and 
Blue Shield Association.

HealthEquity, Inc. is an independent company supporting Blue Cross Blue Shield of Michigan by providing 
health care spending account administration services. An independent, FDIC-insured bank holds the health 
saving account dollars.

HRA_plan_offerings_BCBSM_August_2014 ©
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If you have questions, 
contact CDH Administration 
at cdhadministration@
bcbsm.com. You can also 
find documents and other 
supporting materials when 
you go to  and 
log in as an agent.

Visit us at :
www.bcbsm.com

WP 14305 OCT 14

Title: Health reimbursement 
arrangement plan offerings 

Description: Outlines available HRA 
plan options 

Stock #: WP 14305 

An HRA can provide first dollar coverage for eligible expenses.  Debit cards are offered to provide a convenient payment option.  
With this plan design, the employer-funded portion of the medical, dental and vision, or prescription-only expenses eligible under 
the HRA can be accessed with the card prior to the member spending out-of-pocket dollars. Once the HRA funds are depleted, 
members are responsible for medical expenses as described under the medical plan. 

Health reimbursement  
arrangement with debit card

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross  
and Blue Shield Association.

HealthEquity, Inc. is an independent company supporting Blue Cross Blue Shield of Michigan by providing 
health care spending account administration services. An independent, FDIC-insured bank holds the health 
saving account dollars.

Feature
Standard 
offering

Modification 
option

HRA employer funding amount HRA - Funded at 
25 to 75% of the 
medical deductible

Fully funded deductible

Eligible expenses — Expenses 
eligible for payment under the plan

Full 213D - eligible 
medical, dental, vision, 
over-the-counter, 
and prescription drug 
expenses

Prescription-only 
expenses on the card, 
copayment, coinsurance, 
deductible expenses on 
integrated file

Automatic payment — For 
integrated claims, when payment 
is automatically made to the 
designated payee (member or 
provider)

Auto pay is turned 
off (expense cannot 
be accessed on 
the debit card and 
automatically paid

If prescription-only card, 
medical expenses have 
auto pay to provider

Rollover — Unused Funds 
from an HRA can be used in 
subsequent plan years

No rollover Unused funds rollover to 
the subsequent plan year

Runout — The amount of time 
after the end of the plan year in 
which members can submit a 
claim incurred prior to the end  
of that plan year

90 days 30, 60 days

Debit card A card is issued for 
the subscriber and a 
spouse dependent

Additional cards are 
available for $5 each 
(first three free)

HRA_with_debit_card_BCBSM_August_2014 ©
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If you have questions, 
contact CDH Administration 
at cdhadministration@
bcbsm.com. You can also 
find documents and other 
supporting materials when 
you go to  and 
log in as an agent.

Visit us at :
www.bcbsm.com

WP 14308 OCT 14

Title: Health reimbursement arrangement 
with debit card

Description: Outlines HRA with debit  
card plan features

Stock #: WP 14308  

A health reimbursement arrangement can be designed to require that the member have payment responsibility prior to accessing 
HRA funds to cover eligible expenses. The member responsibility can be accrued on an individual or family basis. Once the member 
responsibility has been met, the HRA funds will pay for eligible expenses.

Member pays first

$$

Feature Standard offering
Modification 
option

HRA employer funding 
amount

HRA - Funded at 25 
to 75% of the medical 
deductible (actual 
funding amount, by tier)

Fully funded deductible

Eligible expenses — Expenses 
eligible for payment under 
the plan

Deductible (pharmacy 
and medical), 
copayment, coinsurance

Any of the following; 
dental, vision, full  
213D, pharmacy

HRA deductible — An amount 
of member responsibility that 
must be met prior to the HRA 
funds paying out

Individual HRA 
deductible, member 
pays first prior to the 
HRA funding

Family deductible - 
all members accrue 
collectively toward an 
amount the member pays 
prior to the HRA paying.

Automatic payment — For 
integrated claims, when 
payment is automatically 
made to the designated payee 
(member or provider)

Auto pay to provider Auto pay to member

Plan ordering — If a client 
has multiple accounts (for 
example, HRA, HIA, FSA) the 
accounts must be ordered for 
payment purposes

If member is enrolled 
in HRA and FSA, HRA 
pays first. Members 
can choose HRA or FSA 
when submitting claims.

FSA pays first

Rollover — Unused funds 
from an HRA can be used in 
subsequent plan years

No rollover Unused funds rollover 
to the subsequent plan 
year

Runout — The amount of 
time after the end of the plan 
year in which members can 
submit a claim incurred prior 
to the end of that plan year

90 days 30, 60 days

Individual payment cap —
the maximum amount of 
reimbursement from the  
HRA per participant

All funds available once 
eligible

Monthly or quarterly 
proration

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and 
Blue Shield Association.

HealthEquity, Inc. is an independent company supporting Blue Cross Blue Shield of Michigan by providing 
health care spending account administration services. An independent, FDIC-insured bank holds the health 
saving account dollars.
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If you have questions, 
contact CDH Administration 
at cdhadministration@
bcbsm.com. You can also 
find documents and other 
supporting materials when 
you go to  and 
log in as an agent.

Visit us at :
www.bcbsm.com

WP 14307 OCT 14

Title: Member pays first

Description: Outlines HRA member 
pays first plan features

Stock #: WP 14307  
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EMPLOYEE

BROCHURE

Health reimbursement arrangements
The benefits of having an HRA

©2013 - 2014 HealthEquity All rights reserved.

Compliments 
of your  
employer

$$

KEEP MONEY
IN YOUR POCKET

Title: The benefits of having an HRA

Description: Outlines HRA plan 
features (presale) 

Stock #: CB 14303

1

HRA basics
 Q1: What is an HRA?
 A: An HRA is an employer‑funded account that 

reimburses for employer‑defined expenses.

 Q2: How is HealthEquity, Inc. involved with 
my HRA?

 A: HealthEquity works with Blue Cross Blue Shield 
of Michigan to administer your HRA. However, 
HealthEquity is not involved in administering your 
health plan. Blue Cross will continue to process and 
pay your health care claims.

 Q3: What are the benefits of an HRA?
 A: An HRA provides two major benefits:

• Employer‑sponsored funds can be used to pay for 
employer‑defined expenses

• HRA funds are allocated on a pretax basis, so the 
funds are not taxable as income

 Q4: How does HRA reimbursement work?
 A: Options for reimbursement include:

• Debit card for prescribed pharmacy only

• Autopay by HealthEquity for your portion of the claim

 Q5: Who owns my HRA and who can contribute 
money?

 A: Your HRA is fully‑owned and funded by your employer.

 Q6: Who is eligible to participate in an HRA?
 A: Current employees are eligible to participate in an 

HRA and receive reimbursements. Your employer 
determines if expenses for spouses and dependents 
are eligible for reimbursement.

 Q7: Are there limits on employer contributions?*
 A: There are no limits on HRA employer contributions, 

however, the contribution amount is up to your 
employer.

 Q8: Does the money in my HRA rollover from 
year to year?*

 A: Your employer decides whether the money rolls over.

 Q9: What is the maximum reimbursement 
amount from my HRA?

 A: Your HRA benefit amount is determined by your 
employer. Most plans will reimburse eligible expenses 
up to the full available balance in your HRA. If your 
plan is based on an accrual, you’ll only be reimbursed 
the amount that you’ve earned in the plan.

Q10: Is there a deadline for reimbursement of 
qualified medical expenses?

 A: Yes. The following options are available at your 
employer’s discretion:

1. Run‑out period: Your employer may choose to 
allow an extended period after the end of the plan 
year for employees to file claims for expenses. 

2. Rollover: Your employer may choose to offer a 
rollover option. The rollover amount is at your 
employer’s discretion. 

3. Use it or lose it: Money in your HRA not spent by 
the end of the plan year will be forfeited back to 
your employer.

Frequently Asked Questions
∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙
Health Reimbursement Arrangement 

Title: Frequently Asked Questions

Description: Answers questions frequently asked 
about HRA plans 

Stock #: CF 14315 

FLIER

HRA Communications
Documents in this section are developed by Blue Cross. Contact your account manager if you need copies.

FSA Communications
EMPLOYER

BROCHURE

THE POWERFUL

SOLUTION
easyFSA&
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INTEGRATED
FLEXIBLE SPENDING

ACCOUNTS

Title: Integrated Flexible Spending Accounts

Description: Provides an overview of how 
an FSA works 

Stock #: CF 15348

EMPLOYEE

BROCHURE

FSAs: a simple way to save
Flexible spending accounts

It’s easy to save 
with an FSA

©2013-2014 HealthEquity  All rights reserved.

EMPOWERING you TO 
BUILD HEALTH SAVINGS

Title: FSAs: A simple way to save

Description: Outlines FSA plan 
features (presale)

Stock #: CB 14299 

1

FSA basics
 Q1: What is an FSA?
 A: An FSA is an employer‑established benefit that allows 

employees to set aside pretax dollars to pay for 
qualified medical expenses.

 Q2: How is HealthEquity, Inc. involved with 
my FSA?

 A: HealthEquity works with Blue Cross Blue Shield 
of Michigan to administer your FSA. However, 
HealthEquity is not involved in administering your 
health plan. Blue Cross will continue to process and 
pay your health care claims.

 Q3: Who owns my FSA?
 A: Your employer owns the FSA but the money is yours 

to use during the plan year.

 Q4: Who is eligible for an FSA?
 A: The only eligibility rule is being employed so pre‑tax 

payroll contributions can be made.

 Q5: Who can contribute to my FSA?
 A: You and your employer, however, employers rarely 

contribute to employee FSAs.

 Q6: Is there a limit on the amount I can 
contribute to my FSA?

 A: The Internal Revenue limits the annual contribution 
to $2,550, however, your employer has the discretion 
to further limit the annual contribution amount.

 Q7: Is there a deadline for reimbursement of 
qualified medical expenses?

 A: Yes. The following options are available at your 
employer’s discretion:

1. Run‑out period: Your employer may choose to 
allow an extended period after the end of the plan 
year for employees to file claims for expenses. 

2. Carry over or grace period: Your employer may 
choose to offer carry over or a grace period, but 
not both. Carry over allows employees to take up 
to a maximum of $500 of unused funds into the 
next plan year, however, amounts above $500 will 
be forfeited. A grace period gives employees two 
and a half months after the end of the plan year to 
use funds. 

3. Use it or lose it: Money in your FSA not spent by 
the end of the plan year will be forfeited back to 
your employer.

 Q8: What happens to my FSA if I leave my job 
or retire?

 A: If you leave your job or retire, any balance is forfeited 
to your employer.

Frequently Asked Questions
∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙∙
Flexible Spending Account 

Title: Frequently Asked Questions

Description: Answers questions 
frequently asked about FSA plans 

Stock #: CF 14300 
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EMPLOYER

BROCHURE

Consumer-directed health care solutions
Employer Guide

Title: Consumer-directed health care 
solutions – Employer Guide 

Description: Outlines available health 
care spending account options and how 
they work with a Blue Cross health plan

Stock #: CB 11350

Your guide to 2016 
consumer-directed health care solutions

Spending 
account 

Compatible health plan

Small group Large group (100+, ASC)

HSA Simply BlueSM HSA PPO Simply Blue HSA PPO

HRA
Community BlueSM HRA PPO
Simply BlueSM HRA PPO

Community Blue HRA PPO
Simply Blue HRA PPO

FSA Can be paired with any health plan

A SIMPLE APPROACH TO HEALTH CARE 
Blue Cross Blue Shield of Michigan and Blue Care Network offer employers 
fully-integrated consumer-directed health care, or CDH, products that combine 
comprehensive health plans with health care spending accounts. CDH plans 
can help you effectively manage health care costs and provide a best-in-class 
customer experience. 

HERE’S HOW IT WORKS  

• “Consumer-directed” means employees have the ability to manage more 
of the money they spend — and save — on medical expenses. Educational 
information and tools give employees the support they need to become 
better health care consumers. 

• A Blue Cross or Blue Care Network health plan is paired with a tax-
advantaged health care spending account.

• Depending on the type of account, employers or employees (sometimes 
both) deposit money into health care spending accounts. Employees can 
use the accounts to pay for qualified medical expenses. 

HEALTH PLAN 
Your experience starts with a quality Blue Cross or Blue Care Network health plan, 
which offers: 
• A large network of doctors, hospitals and specialists 
• Comprehensive medical benefits, including both PPO and HMO options 
• Preventive services 
• Prescription drug, dental and vision plan options
• Easy online account management through bcbsm.com that allows 

employees to view claims, check account balances, pay health care providers 
and much more

• Wellness and care management programs through Blue Cross® Health & 
Wellness, powered by WebMD®* 

• The Find a Doctor tool to help employees locate doctors and hospitals, 
view doctor reviews from other patients and compare quality and cost for 
hundreds of services across the country  

*Employees may or may not have access to these services based on the specific programs you’ve elected. WebMD      
  Health Services is an independent company supporting Blue Cross Blue Shield of Michigan by providing health   
  and wellness services.

HEALTH CARE  SPENDING ACCOUNTS 
You can pair your health plan with these spending account options: 
• Health savings account, or HSA 
• Health reimbursement arrangement, or HRA 
• Flexible spending account, or FSA 

Use the chart below to see which health plan and spending account options 
can be paired.

Note: HMO plans are also available through Blue Care Network. HealthEquity administered HSA and  
             in-house HRA options are available. 

Blue Cross works with HealthEquity, Inc. to offer a robust consumer-directed 
health care solution that provides:
• Enrollment and claims integration 
• Mobile application availability 
• Debit cards 
• e-statements 
• Expert member service advisers,  24 hours a day, every day
• Timely and accurate implementations

HEALTH CARE SPENDING ACCOUNT BASICS 

HSA 

This tax-advantaged account can be used to pay for qualified medical expenses, 
now and in the future, including retiree health care expenses. An HSA must be 
paired with an HSA-compatible health plan. 

What you need to know: 

• HSA-compatible health plans typically have lower premiums, higher 
deductibles and a limit on out-of-pocket expenses. 

• Employee contributions, investment earnings and withdrawals for 
qualified medical expenses are all tax-free. 

• Employees own the accounts and balances roll over from year to year.

• Once the account reaches a certain balance, employees can invest their 
money. 

• Employer tax savings result from employees’ pre-tax, payroll-deducted 
contributions and employer contributions. 

• Funds can be used for the employee, spouse and taxable dependents. 

HealthEquity, Inc. is an independent company supporting Blue Cross Blue Shield of Michigan and Blue Care Network  by providing health care spending account administration services. An independent, FDIC-insured 
bank holds the health saving account dollars.

Title: Your guide to 2016 consumer-
directed health care solutions

Description: Outlines available health 
spending account solutions and how 
they work with a Blue Cross health plan 

Stock #: CF 15138  
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HSA/HRA/FSA Communications
Documents in this section are developed by Blue Cross. Contact your account manager if you need copies.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.

Notice of New Consumer-Directed Health Care Business
Employer information
Employer name:                

Employer tax identification number:                

Existing BCBSM group?:    Yes    No 

Business type:    NASCO    MOS 

Enrollment method:

Third party administer:

CoverageforCompanies®:    Yes    No 

Prescription drug vendor:*                

Group policy number:
Group number + Section (NASCO) or Division (MOS)                  +                

Underwriting type:   Self funded (ASC)    Fully Insured

Total number of eligible CDH employees:                

Open enrollment period: Start date:       /     /       End date:       /     /       

Existing CDH group?:    Yes    No 

If existing CDH group, please identify current 
CDH administrator and current CDH plans:

Existing CDH administrator:

Existing CDH plan:    HSA    HRA    FSA

CDH structure CDH effective date:       /     /       
CDH plans Select additional CDH features offered below. 

Health savings account

HSA and:
    Limited-purpose vision HRA    Limited-purpose dental FSA

    Limited-purpose dental HRA    Limited-purpose vision and dental FSA

    Limited-purpose vision and dental HRA    Dependent-care FSA

    Limited-purpose vision FSA

Health reimbursement 
arrangement

HRA and:
    Limited-purpose vision FSA    Limited-purpose vision and dental FSA

    Limited-purpose dental FSA    Dependent-care FSA

Flexible spending 
account

FSA and:
    Limited-purpose vision HRA    Dependent-care FSA

    Limited-purpose dental HRA    Spending account only FSA*

    Limited-purpose vision and dental HRA    Spending account ancillary only

 *This feature is available to non-BCBSM members who wish to have a FSA.

Title: Notice of New Consumer-
Directed Health Care Business

Description: Used to establish a 
groups’ CDH plan 

Stock #: WP 11695  

FORM

EMPLOYEE

BROCHURE

Getting to know your health plan

Member Guide

How health care spending accounts work with your health plan.

Title: Getting to know your health plan. 
How health care spending accounts work 
with your health plan

Description: Outlines available health 
care spending account options and how 
they work with a Blue Cross health plan

Stock #: CB 14189  

Use your health care spending account to pay for or get reimbursed for a variety of medical 
goods and services and some health insurance premiums (for select accounts). See the 
complete list of qualified and unqualified medical expenses in IRS Publication 502—Medical 
and Dental Expenses. And see the complete list of qualified dependent care expenses for a 
dependent care FSA in IRS Publication 503—Child and Dependent Care Expenses.

Qual if ied and Nonqualif ied 
Medical  Expenses

Qualified medical expenses for a limited-purpose FSA are restricted to qualified out-of-pocket costs for dental and vision care. Other expenses normally eligible under a standard FSA aren’t eligible under a 
limited-purpose FSA.
This document should not replace professional medical or tax advice. Please consult your tax advisor.  If you have questions regarding a medical condition, please consult a qualified health care professional. 

If your account is used for nonqualified medical expenses you’ll have to pay income taxes on the withdrawal plus a 20% penalty. Keep all 
itemized receipts and copies of prescriptions for over-the-counter medications in case of an IRS audit. 

•  Babysitting, child care and 
nursing services for a normal, 
healthy baby (may qualify 
under a dependent care FSA)

•  Dancing lessons 
•  Diaper service 
•  Elective cosmetic surgery 

•  Electrolysis or hair removal 
•  Funeral expenses 
•  Future medical care 
•  Hair transplants 
•  Health club dues 
•  Insurance premiums other 

than those explicitly included
 

•  Medicines and drugs from  
other countries 

•  Nonprescription drugs, 
medicines, and supplements 
(unless prescribed)

•  Nutritional supplements, 
unless recommended by 
a medical practitioner as 
treatment for a specific 
medical condition  
diagnosed by a physician 

•  Teeth whitening 

Nonqualified medical expenses

•  Acupuncture 
•  Alcoholism (rehab, 

transportation for medically 
advised attendance at AA) 

•  Ambulance 
•  Amounts not covered under 

another health plan
•  Annual physical examination 
•  Artificial limbs and teeth 
•  Birth control pills and 

prescription contraceptives 

•  Body scans
•  Breast reconstruction surgery 
•  Chiropractor 
•  Contact lenses 
•  Crutches 
•  Dental treatments
•  Eyeglasses and eye surgery 
•  Hearing aids 
•  Home care 

•  Long-term care expenses 
•  Medicines (prescribed, not 

imported from other countries) 
•  Nursing home 
•  Nursing services 
•  Optometrist 
•  Orthodontia
•  Oxygen 
•  Stop-smoking programs 
•  Surgery 

•  Telephone equipment and 
repair for hearing impaired 

•  Therapy 
•  Transplants 
•  Weight-loss program  

(if prescribed by a physician  
for a specific disease) 

•  Wheelchairs
•  Wigs (if prescribed)

Qualified medical expenses

©2013 -2014 HealthEquity All rights reserved.  Gen_QMEs_ BCBSM_August_2014

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.

HealthEquity, Inc. is an independent company supporting Blue Cross Blue Shield of Michigan by providing health care spending account administration services. An independent, FDIC-insured bank holds the 
health saving account dollars.

OD 14313 OCT 14

Title: Qualified and Nonqualified Medical Expenses

Description: Outlines eligible and non-eligible health 
care spending account expenses 

Stock #: OD 14313  
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Blue Care Network documents
Documents in this section are developed by Blue Care Network. Contact your account manager if you need copies.



EMPLOYER

BROCHURE

BCN HSA HMOSM

Employer Guide

Health Savings Account

Title: BCN HSA HMOSM Health Savings 
Account Employer Guide

Description: Provides an overview of how 
an HSA works 

Stock #: CB 12521

EMPLOYEE

BROCHURE

BCN HSA HMOSM

Member Guide

Health Savings Account

Title: BCN HSA HMOSM Health 
Savings Account Member Guide

Description: Outlines how an HSA 
works with a Blue Care Network 
health plan

Stock #: CB 12522 

HSA Communications
Documents in this section are developed by lue Care Network. Contact your account manager if you need copies.
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Documents in this section are developed by HealthEquity. Contact your account manager if you need copies.



HSA
HSA welcome kits are mailed directly to members’ homes by HealthEquity. Welcome kits include the items noted below.

Congratulations on opening your health savings 
account. Discover our powerful resources 
designed to simplify and maximize your health 
savings. 

•  Easy tools 
You will find intuitive online account 
management features on your online 
Personal Desktop.

•  Convenience 
We supply a Health Savings Account Visa® 
Card to conveniently pay for eligible medical 
expenses. 

•  Expert friends  
We provide a unique member experience 
delivered by a helpful team, available every 
hour of every day.

 
We look forward to building health savings with 
you.

  HealthEquity, Inc. is an independent company supporting Blue Cross 
Blue Shield of Michigan by providing health care spending account 
administration services. An independent, FDIC-insured bank holds the 
health saving account dollars.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and 
nonprofit licensee of Blue Cross and Blue Shield Association. 

This card is issued by The Bancorp Bank pursuant to a license from 
Visa U.S.A. Inc.  The Bancorp Bank; Member FDIC.  

Copyright © 2013 HealthEquity, Inc. All rights reserved. HealthEquity, 
the HealthEquity logo, and Building Health Savings are service marks 
of HealthEquity, Inc. 

BCBSM_HSA_trifold_20140828
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Your HSA

WE’LL TAKE YOU THERE

Winning
with an HSA

Health Savings Account

Helpful support, available 
every hour of every day
Our Member Services team provides a 
unique customer experience delivered by 
knowledgeable specialists. They offer expert 
advice and insight to maximize your savings.

1-877-284-9840

Title: Winning with an HSA

Description: Welcome kit trifold brochure mailed to 
employees with their debit cards when an HSA is opened 

On the go?
Pay for prescription drugs at point of purchase.

At home?
• Pay doctors and hospitals online.
•  Remember to keep all receipts.

To be eligible to contribute to an 
HSA, you must:
• Be enrolled in an HSA-qualifying health plan.
•  Have no other health coverage, unless it is also HSA-qualified. 
• Not be enrolled in Medicare.
•  Not be claimed as a dependent on someone else’s tax return.

VISIT YOUR ONLINE PERSONAL 
DESKTOP TO ACCESS 
ACCOUNT INFORMATION.

Your HSA card will draw available funds directly from your HSA. The card should only be used to pay for qualified health expenses, it will not work at gas stations, restaurants or other establishments that 
are not health-related. Choose the credit option when swiping your HSA card or enter a PIN to use as debit. To receive a PIN, call the number on the back of your HSA card. 

Health savings account Visa card is issued by The Bancorp Bank pursuant to a license from Visa U.S.A. Inc. The Bancorp Bank; Member FDIC.

Convenient access to your HSA

Your Health Savings Account
Visa® Card is here

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent 
licensee of the Blue Cross and Blue Shield Association.

HealthEquity, Inc. is an independent company supporting Blue Cross Blue Shield 
of Michigan by providing health care spending account administration services. 
An independent, FDIC-insured bank holds the health saving account dollars.

To activate your HSA card, call 1-866-880-7844. While 
you’re on the phone,take a few minutes to talk to a 
Member Services Specialist and learn more about how 
your HSA works.

• Go to bcbsm.com and log in as a member.
• Select My Coverage.
• Select Spending Accounts and click Go to your 

Health Savings Account.

Activating your card is as easy as 1, 2, 3...

1. Review your card for accuracy. Is your name spelled 
correctly?

2. Call the number on the activation sticker attached 
to your card. Our Member Services Specialists will 
verify your identity, answer any questions you might 
have and activate your card.

3. Remove the sticker, sign your card and you’re ready 
to go!

Title: Convenient access to your HSA

Description: Mailer that holds the HSA debit card  

Employee Welcome Kits
Documents in this section are developed by HealthEquity. Contact your account manager if you need copies.

Title: Debit card

Description: Debit card members use 
to pay for qualified medical expenses  
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HRA
HRA welcome kits are mailed directly to members’ homes by HealthEquity. Welcome kits include the items noted below.

Welcome

Helpful support for you, 
available every hour of every day
Our team of specialists is available 24 hours a day, providing you with the 
insight and tools you need to optimize your accounts. Call us anytime:

1-877-284-9840

Expert friends

Your health reimbursement arrangement has successfully been opened with 
HealthEquity. HealthEquity provides health care spending account services for 
Blue Cross Blue Shield of Michigan members. Your account is funded by your 
employer and is available to help you pay for certain out-of-pocket medical 
expenses. HRAs help you save money:

• You don’t have to pay taxes on HRA funds provided by your employer
• Contributions are provided entirely by your employer
• There are no payroll deductions associated with your HRA

GET STARTED
Managing your account is easy. We provide the tools and resources needed 
to help you maximize your health care savings. Log in to your online Personal 
Desktop to check your balance, review claims and upload receipts or 
documentation at

bcbsm.com

HEALTH REIMBURSEMENT 
ARRANGEMENT:
Keeping money in your pocket, 
compliments of your employer

$$

HEALTHEQUITY 
MOBILE APP
Manage your account 
on the go with 
HealthEquity’s free 
mobile app

Available at:
iTunes App Store
Google Play

BCBSMHRA_20140917

Nothing in this communication is intended as legal, tax, financial, medical or marital advice. Always consult a professional when making life changing decisions. For those 
participating in a flexible spending account or health reimbursement arrangement, in addition to restrictions imposed by law, your employer or plan sponsor may limit 
what expenses are eligible for reimbursements. It is the member’s responsibility to ensure that expenses submitted are qualified under the law, and if applicable, your 
employer’s plan.

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association. 
HealthEquity, Inc. is an independent company supporting Blue Cross Blue Shield of Michigan by providing health care spending account administration services.
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Title: Health Reimbursement Arrangement: 
Keeping money in your pocket, compliments 
of your employer

Description: Welcome brochure mailed 
when an HRA is opened (if applicable)  

Remember:
•  Always save your receipts. You may need to submit them to Blue Cross.
•  Know your balance. Check your balance on your online Personal Desktop 

or by contacting Member Services.

Your debit card
• Pay for services at point of purchase.
• Pay doctors and hospitals online

  This card will only work at businesses with a medical merchant code such as the pharmacy counter or a doctor’s office and will not work at ATMs, gas stations, restaurants or other 

establishments that are not health-related. Please select the credit option when swiping your card or enter a PIN to use as debit. To receive a PIN, call the number on the back of your RA card.

Health reimbursement arrangement Visa card is issued by The Bancorp Bank pursuant to a license from Visa U.S.A. Inc. The Bancorp Bank; Member FDIC.

VISIT YOUR ONLINE PERSONAL 
DESKTOP TO ACCESS 
ACCOUNT INFORMATION.

Your Health Reimbursement 
Arrangement Visa® Card is here

Convenient access to your account

Blue Cross Blue Shield of Michigan is a nonprofit corporation and 
independent licensee of the Blue Cross and Blue Shield Association.

HealthEquity, Inc. is an independent company supporting Blue Cross 
Blue Shield of Michigan by providing health care spending account 
administration services.

To activate your HRA card, call 1-866-960-8025. While 
you’re on the phone, take a few minutes to talk to a 
Member Services Specialist and learn more about how 
your HRA works.

• Go to bcbsm.com and log in as a member.
• Select My Coverage.
• Select Spending Accounts and click Go to your 

Health Reimbursement Arrangement.

Activating your card is as easy as 1, 2, 3...

1. Review your card for accuracy. Is your name spelled 
correctly?

2. Call the number on the activation sticker attached 
to your card. Our Member Services Specialists will 
verify your identity, answer any questions you might 
have and activate your card.

3. Remove the sticker, sign your card and you’re ready 
to go!

Title: Convenient access to your account

Description: Mailer that holds the HRA 
debit card for pharmacy expenses only  

Employee Welcome Kits
Documents in this section are developed by HealthEquity. Contact your account manager if you need copies.

Title: Debit card

Description: Debit card 
members use to pay for qualified 
medical expenses  

FSA
FSA welcome kits are mailed directly to members’ homes by HealthEquity. Welcome kits include the items noted below.

Welcome

Helpful support for you, 
available every hour of every day
Our team of specialists is available 24 hours a day, providing you with the 
insight and tools you need to optimize your accounts. Call us anytime:

1-877-284-9840

Expert friends

Your flexible spending account has successfully been opened with HealthEquity. 
HealthEquity provides health care spending account services for Blue Cross Blue 
Shield of Michigan members. Your FSA can be used to help pay for qualified 
medical expenses. FSAs help you save in these ways:

• Your entire elected amount for the year is available to use at the beginning  
of the plan year

• FSA funds deducted from payroll are pretax
• Funds used for qualified medical expenses are not taxed as income

GET STARTED
Managing your account is easy. We provide the tools and resources needed 
to help you maximize your health care savings. Log in to your online Personal 
Desktop to check your balance, submit eligible claims and upload receipts or 
documentation at

bcbsm.com

HEALTHEQUITY 
MOBILE APP
Manage your account 
on the go with 
HealthEquity’s free 
mobile app

Available at:
iTunes App Store
Google Play

FLEXIBLE SPENDING 
ACCOUNTS:
A simple way to save.

Nothing in this communication is intended as legal, tax, financial, medical or marital advice. Always consult a professional when making life changing decisions. For those 
participating in a flexible spending account or health reimbursement arrangement, in addition to restrictions imposed by law, your employer or plan sponsor may limit 
what expenses are eligible for reimbursements. It is the member’s responsibility to ensure that expenses submitted are qualified under the law, and if applicable, your 
employer’s plan.

BCBSMFSA_20140917

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association. 
HealthEquity, Inc. is an independent company supporting Blue Cross Blue Shield of Michigan by providing health care spending account administration services.
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Title: Flexible Spending Accounts: A simple 
way to save

Description: Welcome brochure mailed 
when an FSA is opened  

Remember:
•  Always save your receipts. You may need to submit them to HealthEquity.
•  Know your balance. Check your balance on your online Personal Desktop 

or by contacting Member Services.

Your debit card
• Pay for services at point of purchase.
• Pay doctors and hospitals online

  This card will only work at businesses with a medical merchant code such as the pharmacy counter or a doctor’s office and will not work at ATMs, gas stations, restaurants or other 

establishments that are not health-related. Please select the credit option when swiping your card or enter a PIN to use as debit. To receive a PIN, call the number on the back of your RA card.

Flexible spending account Visa reimbursement account card is issued by The Bancorp Bank pursuant to a license from Visa U.S.A. Inc. The Bancorp Bank; Member FDIC.

VISIT YOUR ONLINE PERSONAL 
DESKTOP TO ACCESS 
ACCOUNT INFORMATION.

Your Flexible Spending Account Visa® 
Reimbursement Account Card is here

Convenient access to your account

Blue Cross Blue Shield of Michigan is a nonprofit corporation and 
independent licensee of the Blue Cross and Blue Shield Association.

HealthEquity, Inc. is an independent company supporting Blue Cross 
Blue Shield of Michigan by providing health care spending account 
administration services.

To activate your FSA card, call  1-866-960-8025. While 
you’re on the phone, take a few minutes to talk to a 
Member Services Specialist and learn more about how 
your FSA works.

• Go to bcbsm.com and log in as a member.
• Select My Coverage.
• Select Spending Accounts and click Go to your 

Flexible Spending Account.

Activating your card is as easy as 1, 2, 3...

1. Review your card for accuracy. Is your name spelled 
correctly?

2. Call the number on the activation sticker attached 
to your card. Our Member Services Specialists will 
verify your identity, answer any questions you might 
have and activate your card.

3. Remove the sticker, sign your card and you’re ready 
to go!

Title: Convenient access to your account

Description: Mailer that holds the FSA debit card  

Title: Debit card

Description: Debit card 
members use to pay for qualified 
medical expenses  

11



Forms
Documents in this section are developed by HealthEquity. Contact your account manager if you need copies.

HSA
EMPLOYER

Employer Contribution Refund Form  
Mail or fax completed forms to:
Address:  HealthEquity, Attn: Client Services 

15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020 
Fax:  520.844.7090

www.healthequity.com 866.382.3510
ER_Contribution_Refund_Form_20140106

The employer contribution refund form is used to authorize a contribution refund to a contributing employer if a contribution was 
sent in error.

Employer Information
Company Name Contact Name Phone

      

Primary Account Holder Information
Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address (required) Daytime Phone
           

Last 4 of SSN or HealthEquity ID Number (6 or 7 digits)

Refund Information

Amount to be refunded: $                                                                   

Is the amount to be refunded an employer contribution, 
employee contribution, or both?                                                         

Please indicate type and amount below. Tax year:                                                                                                    

c Employer amount $                                                                           

c Employee amount $                                                                           

Reason for Refund (required)
c 1. Employee has not passed identity verification/CIP (No employee  
 signature required)
Per IRS Notice 2008 59, allowable reasons are:
c 2. Employee never eligible (return of contributions for an employee that  
 was once eligible, but no longer is, are not allowed).
c 3. Employer contributed amount that exceeds the maximum annual  
         contribution allowed in §223(b).
Per HealthEquity HSA Custodial Agreement Section 12.01
c 4. Administrative deposit error (i.e. $1,000.00 vs. $100.00)

Banking Information

How would you like the funds returned? Check one option. (Note: If neither option is selected, a check will be mailed.)

c Option 1—Credit Invoice

c Option 2—Check

c Option 3—Send to my verified EFT account 

Financial Institution:                                                                                                                                    

Routing number:                                                       Account number:                                              

Employer Authorization
I attest that the reason for the contribution refund request is as indicated above. I understand that a $20.00 processing fee applies and will be deducted 
from the amount returned to the employer. I also understand that it is an employer’s responsibility to adjust the information reported to the employee 
on their W2 in Box 12, Code W.
Employer Signature Date

Employee Authorization
I authorize the refund of monies from my HealthEquity Health Savings Account as specified above. I understand the contribution will be reversed from 
my account and returned to my employer.
Employee Signature (required for reasons for refund 2-4) Date

Title: Employer Contribution Refund Form

Description: Used to authorize a refund of 
employer contributions sent in error

Employee HSA Payroll Deduction Form
Return completed forms to:

Company Name:                                                                                                            

Attn:                                                                                                                                    

Fax:                                                                                                                                     

Email Address:                                                                                                                 

www.healthequity.com 866.346.5800
Employee_HSA_Payroll_Deduction_Form_20140506

Employer Contribution Information

Self-Only Family Other (optional)

Contribution is funded 

Notes:                                                                                                                                                                                                                                

                                                                                                                                                                                                                                           

                                                                                                                                                                                                                                           

HSA Contribution Limits and Contribution Calculator 

2014 Annual HSA Contributions
Coverage Type Total Annual Contribution* Per Month

Self-Only $3,300 $275.00
Family $6,550 $545.83

*Catch-up contribution (age 55+): additional $1,000/year

2015 Annual HSA Contributions
Coverage Type Total Annual Contribution* Per Month

Self-Only $3,350 $279.16
Family $6,650 $554.16

*Catch-up contribution (age 55+): additional $1,000/year

Total Annual Contribution  -
(MINUS)

Employer Contribution

  =
Total Eligible Amount

  

Total Eligible Amount

  
/

(DIVIDED)

Enter number of pay periods remaining 
in the year from form submittal date

=
Per-Pay Period Max Withholding

  

Eligibility and contribution limits to your health savings account (HSA) are determined by the effective date of your high-deductible 
health plan (HDHP).  If you’re covered as of December 1, you’re considered an eligible individual for the entire year and you’re not 
required to pro-rate your contributions. If you cease to be an eligible individual during the next calendar year, any funding over 
the prorated amount is considered an excess contribution and subject to a penalty and income tax. For further information or to 
review eligibility, please contact HealthEquity Member Services at 866.346.5800.

Employee Information and Authorization
Employee Name Last 4 of SSN or Employee ID

Please withhold __________________ from my (Weekly/Bi-Weekly/Monthly) payroll and apply the funds to my HealthEquity HSA.
Signature Date

Twice Monthly

2014 Self-Only $3,300 $ 3,300.00

$ 3,300.00 24 $ 137.50

Title: Employee HSA Payroll Deduction Form

Description: Used to determine and elect 
employee payroll deduction amounts  

Employer HSA Electronic Funds Transfer Form  
Mail or fax completed forms to:
Address:  HealthEquity, A  n: Client Services

15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020 
Fax:  520.844.7090

www.healthequity.com 866.382.3510
Employer_HSA_EFT_Form_20130709

Authoriza  on for Electronic Funds Transfer

Complete this form if you wish to set up an account to use for electronic funds transfer (EFT) for payments to HealthEquity or for 
reimbursements from HealthEquity.

Instruc  ons:
1. Complete the Required Employer Informa  on sec  on.
2. Complete the Banking Informa  on sec  on.
3. Submit this form and a copy of a voided check to verify banking informa  on
4. Retain a copy of this form.

Required Employer Informa  on
Employer Name Tax ID Number

Person Authorizing Transfers
Name (please print) Signature Date

Banking Informa  on

Financial ins  tu  on:                                                                                    

9-digit rou  ng number:                                                                                   

Account number:                                                                                                 

Form must be accompanied by a copy of a voided or an actual check.

Employer HSA EFT Form

Title: Employer HSA Electronic Funds 
Transfer Form

Description: Used to set up electronic 
funds transfer for payments to or 
reimbursements from HealthEquity

Employer Information

Enrollment cannot be processed without your employer’s name. 
Employer Name

Account Holder Information
First Name M.I. Last Name

SSN Gender
c Male      c Female

Date of Birth (mm/dd/yyyy)

Email Address Home Phone
(           )

Physical Street Address City State ZIP

Mailing Address (if different) City State ZIP

Insurance Coverage
Insurance Carrier

Coverage Effective Date Coverage Type
c Single      c Family

Authorization and Certification
By opening a health savings account (HSA) with HealthEquity, you accept the terms of HSA enrollment and the custodial agreement. You 
may view the HSA custodial agreement here: http://healthequity.com/en/Site/EducationCenter/Forms.aspx by looking under Health 
Account Forms and Agreements. Upon enrollment, you understand and agree to the following:

• You are covered by a qualified high deductible health plan (HDHP).
• You are not covered by any other non-qualified health coverage, including Medicare.
• You do not have access to dollars in a flexible spending account (FSA) to pay for any medical expenses before the required HDHP 

deductible is met, including a spouse’s FSA.
• You are not claimed as a dependent on another individual’s tax return.
• HealthEquity must verify your identity in order to open your HSA.

For further information regarding HSA laws, go to http://www.irs.gov/pub/irs-pdf/p969.pdf.
Print Name Signature Date

The balances in all HealthEquity HSAs are FDIC-insured unless invested in mutual funds.

Health Savings Account (HSA) 
Employee Enrollment Form  
Return completed forms to your Human Resources Department.

HSA_Employee_Enrollment_Form_Return_to_ER_20130514

Title: Health Savings Account (HSA) 
Employee Enrollment Form

Description: Used to enroll in an HSA  

12



Forms
Documents in this section are developed by HealthEquity. Contact your account manager if you need copies.

HSA
EMPLOYEE

Account Authoriza  on Form  
Mail or fax completed forms to:
Address:  HealthEquity, A  n: Member Services

15 W Scenic Pointe Dr, Ste 400, Draper, UT 84020 
Fax:  801.727.1005

www.healthequity.com 866.346.5800
Account_Authoriza  on_Form_20130108

Authoriza  on for Account Informa  on 

To authorize HealthEquity to provide account informa  on to another party, complete this form.

Primary Account Holder Informa  on
Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address (required) Day  me Phone
(           )

SSN or HealthEquity ID Number (6 or 7 digits)

Authoriza  on for Account Informa  on

I authorize a HealthEquity Member Services representa  ves to provide the following informa  on about my 
HealthEquity health savings account (HSA) or medical savings account (MSA) to the authorized individual listed 
on this form as indicated below. Check all that apply.

 Account informa  on, including account balance, recent transac  ons, and payment details. 

 Informa  on to perform account maintenance and request payments/distribu  ons to be made from the account 
to any provider or bank account. 

 Informa  on to receive the same billing informa  on available to the account holder necessary to make a payment. 

 Informa  on to request a personal payment method for distribu  ons from the account holder’s HSA or MSA for  
       quali ed expenses as a dependent (personal payment method). 

I understand and agree that the individual named below is authorized to execute the above. 

                                                                                                                                                                                                                                           
Signature of Account Holder  Date 

If at any  me you need to alter this authoriza  on form, please contact HealthEquity at 866.346.5800. 
Name of Authorized Individual Authorized Individual’s Date of Birth

Title: Account Authorization Form

Description: Used to authorize 
HealthEquity to release account 
information to a third party

Complete this informa  on online under “My Pro le” in your member portal.
Note: If married, living in a community property state (for example AL, AZ, CA, ID, LA, NV, NM, TX, WA, or WI), and want to designate a primary 
bene ciary other than your spouse, your spouse must agree in wri� ng to your designa� on and you must submit a physical copy of this form by 
mail or fax. 

You should consult your legal/tax advisor when comple� ng this form, as there may be tax and/or legal consequences to your designa� on.

You have the op� on to list one or more persons to be the primary and con� ngent bene ciaries for your HSA (including your estate or a trust, 
as applicable). If designa� ng mul� ple primary or con� ngent bene ciaries, indicate the percentage share each should receive, ensuring the 
total of each adds up to 100%.

Designa� ons are eff ec� ve upon receipt by HealthEquity and, unless otherwise speci ed, cancel all previous HSA bene ciary designa� ons on  le.

Account Holder Informa  on  (all  elds are required) 
Last Name First Name M.I. 

E-Mail Address Day� me Phone   
(            )

SSN or HealthEquity ID Number (6 or 7 digits)

Primary Bene ciary(ies)  

To ensure � mely comple� on of your request, please complete all  elds for each bene ciary you designate.

Primary Bene ciary 1   Estate/Trust      Yes       No
Name SSN or TIN Date of Birth (mm/dd/yyyy)

Address City State ZIP

Rela� onship Percent
                                         %

Primary Bene ciary 2   Estate/Trust      Yes       No   
Name SSN or TIN Date of Birth (mm/dd/yyyy)

Address City State ZIP

Rela� onship Percent
                                         %

Primary Bene ciary 3   Estate/Trust      Yes       No   
Name SSN or TIN Date of Birth (mm/dd/yyyy)

Address City State ZIP

Rela� onship Percent
                                         %

Primary Bene ciary 4   Estate/Trust      Yes       No   
Name SSN or TIN Date of Birth (mm/dd/yyyy)

Address City State ZIP

Rela� onship Percent
                                         %

Bene ciary Designa  on Form   
Please mail or fax completed forms to: 
Address:  HealthEquity, A  n: Member Services 

15 W Scenic Pointe Dr, Ste 100 Draper, UT 84020 
Fax: 801.727.1005

Title: Beneficiary Designation form

Description: Used to elect beneficiaries  

Distribu� on of Excess HSA Contribu� on Form  
Mail or fax completed forms to:
Address:  HealthEquity, A� n: Client Services

15 W Scenic Pointe Dr, Ste 400, Draper, UT 84020 
Fax:  520.844.7090

www.healthequity.com 866.346.5800
Distribu� on_of_Excess_HSA_Contribu� on_Form_20121119

Primary Account Holder Informa� on
Employer Name (if applicable)

Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address (required) Day� me Phone
(           )

Last 4 of SSN or HealthEquity ID Number (6 or 7 digits)

Excess Contribu� on Informa� on

Excess contribu� on amount:                                                                                        Tax year:                                                                                            

This form is required to correct amounts contributed in excess of your contribu� on limit for the year. Refer to www.ustreas.gov for the 
HSA contribu� on limits applicable for each tax year. Please contact HealthEquity Member Services at 866.346.5800 for assistance.
The amount contributed in excess of your contribu� on limit is subject to a penalty tax unless the excess and interest earned are 
withdrawn prior to the due date, including any extensions, for  ling your federal income tax return. 
Please note: A $20.00 processing fee may apply and will be reduced from the amount returned. There must be suffi  cient funds in 
your account to cover the distribu� on of an excess contribu� on and any interest earned on excess contribu� ons. 

Banking Informa� on

How would you like the funds distributed? Please check one. 

Op� on 1—Change tax year to:                                           (Contribu� on will count toward your yearly contribu� on maximum.)

Op� on 2—Check (default)

Op� on 3: One-� me electronic funds transfer (EFT)
Fax this form and a copy of a voided check to 520.844.7090. 

Financial ins� tu� on:                                                                                                       

Routing number:                                                                                                               

Account number:                                                                                                           

Authoriza� on

By signing below, I swear or affi  rm that the deposit in the amount stated above is repayment of a mistaken contribu� on(s) as de ned 
by the Internal Revenue Service to my HSA resul� ng from a mistake of fact due to reasonable cause. I understand that I am solely 
responsible for any tax consequences and penal� es of improper repor� ng of this deposit as repayment of a mistaken distribu� on, 
instead of a contribu� on, to my HSA. 
Name (please print) Signature Date

Title: Distribution of Excess HSA 
Contribution Form

Description: Used to correct amounts 
contributed in excess of the yearly 
contribution limit 

HSA Change of Personal Informa  on Form
Mail or fax completed forms to:
Address:  HealthEquity, A  n: Member Services

15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020 
Fax:  801.727.1005
Email:  memberservices@healthequity.com

www.healthequity.com 866.346.5800
HSA_Change_of_Personal_Informa  on_Form_20130312

Primary Account Holder Informa  on (Please complete all  elds)

O
ld

Last Name First Name M.I. Date of Birth

Street Address City State ZIP

E-mail Address (required) Day  me Phone
(           )

Last 4 of SSN or HealthEquity ID Number (6 or 7 digits)

Informa  on to Update (Please complete the  elds you would like updated on your account)

N
ew

Last Name First Name M.I. Date of Birth

Street Address City State ZIP

E-mail Address (required) Day  me Phone
(           )

SSN

Important: Addi  onal Documenta  on May Be Required

Address Veri ca  on (when changing the address on  le and reques  ng a new card)
The Red Flag Rule is a Federal Law set up to protect account holders from fraudulent ac  vity on their account. Speci cally, when an 
address is changed and a new card is requested. To protect our members in this situa  on, we ask that you please a  ach a copy of 
an address veri ca  on document such as a u  lity bill, a paystub, a bank statement (except your HealthEquity statement), a driver’s 
license or a state issued iden   ca  on card; anything printed that has the account holder name and new address.
Name Change
To request a name change, please a  ach a copy of Marriage License, Divorce Decree, W2 or Social Security Card.

Date of Birth Correc  on
To correct the DOB we have on  le which we use for account authen  ca  on purposes, please a  ach a copy of Driver’s License or 
State Issued ID card, Passport or Birth Cer   cate.

Social Security Number Correc  on
To correct the SSN we have on  le which is used for tax repor  ng and account authen  ca  on purposes, please a  ach a copy of a 
W2 or Social Security Card.

New Card Request Authoriza  on
For address veri ca  on or name change, if also reques  ng a new card, please ini  al here.
Note: Please destroy your old card as it will be permanently deac  vated upon request of a new card.

Ini  als

Change of Personal Informa  on Authoriza  on
By signing below, I authorize HealthEquity to update and change my personal account informa  on which will be used for account 
authen  ca  on, sending account correspondence and tax repor  ng purposes.
I assume complete responsibility for ensuring that all of my personal informa  on is correct and up to date.
Name (please print) Signature Date

Please allow 2-3 business days to process your form. If a new card is requested, please allow an addi  onal 7-10 business days for delivery.

Use this form to update/change your personal informa  on on  le with HealthEquity.

Title: HSA Change of Personal 
Information Form

Description: Used to update or 
change personal information on file 
with HealthEquity  

HSA Closure Request Form  
Mail or fax completed forms to:
Address:	 	HealthEquity,	Attn:	Client	Services 

15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020 
Fax:  520.844.7090

www.healthequity.com 866.346.5800
HSA_Closure_Request_Form_20141006

Authorization	for	Account	Closure

To authorize HealthEquity to close your health savings account (HSA), complete this form. A	closure	fee	of	up	to	$25.00	may	apply. 
Please contact HealthEquity at 866.346.5800 to determine the exact fee. In	order	to	allow	for	all	transactions	to	settle,	your	account	
will	be	frozen	for	a	period	of	at	least	five	(5)	business	days	prior	to	its	being	closed. Please note that if you choose to receive a 
check for any remaining funds mailed to you, allow 7 to 10 business days after the end of the freeze period to receive your check.
The funds you receive from an HSA must be deposited into another HSA or used for qualified medical expenses within 60 days 
after you receive them to avoid taxes and penalties. There are generally no exceptions to the 60-day rule and the IRS will not grant 
extensions. Receipt generally means the day you actually have the funds in hand. 
Note: You must liquidate all investments before your HSA can be closed. HealthEquity does not automatically liquidate investments 
on your behalf. To do this, you must log in to your online account and select “Sell All” for each of the funds that you own. 

Primary	Account	Holder	Information
Last Name First Name M.I. 

Street Address City State ZIP

Email Address (required) Daytime Phone
(           )

Last 4 of SSN or HealthEquity ID Number (6 or 7 digits)

Reason for Account Closure

Note:	If	this	closure	is	due	to	the	death	of	the	account	holder,	please	attach	a	copy	of	the	death	certificate.

Closure Method

Please close my HealthEquity HSA. I understand that the remaining balance, less applicable closure fees, will be mailed to the 
address on file. Signature required below.
c Send	via	check (funds will be mailed to address on file)
c Send	via	EFT	to	bank	account	on	file  (EFT not available for closure due to death)

Financial institution:                                                                                                          

Routing number:                                      Account number:                                           

Form	must	be	accompanied	by	a	copy	of	a	voided	or	an	actual	check.

Transfer	to	Another	HSA	Custodian

Please close my HealthEquity HSA. I am requesting that the remaining balance, less applicable closure fees, be sent via check to the 
HSA	custodian below with whom I have an account. EFT transfer is not supported on a transfer to another custodian. 
Signature required below.

c Full transfer/will close my account.      c Partial transfer/will not close account: $                                                         
Institution Name Account Number

Street Address City State ZIP

Authorization	to	Close	Account
If form is left blank, funds will be mailed via check to address on file.
Name (please print) Signature Date

Please allow up to three weeks for the distribution or transfer to be mailed.

Title: HSA Closure Request form

Description: Used to authorize 
HealthEquity to close an HSA

HSA Contribu  on Form  
Mail or fax completed forms to:
Address:  HealthEquity, A  n: Member Services

15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020 
Fax:  801.727.1005

www.healthequity.com 866.346.5800
HSA_Contribu� on_Form_20130802

Primary Account Holder Informa  on
Employer Name

Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address (required) Day� me Phone
(           )

SSN or HealthEquity ID Number (6 or 7 digits)

Contribu  ons

Contribu  on tax year:                                                      
Contributions for the prior tax year are accepted until April 15 of the following year. Funds 
will be applied to the tax year of the date on the attached check if no year is indicated.

Banking Informa  on

What method would you like to use to make contributions to your HSA?

Op  on 1—Check
Include a check payable to HealthEquity with this form and mail to: 
HealthEquity, A� n: Client Services, 15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020
Include the tax year and your HealthEquity ID number (6 or 7 digits) on the check.
When you provide a check as payment, you authorize HealthEquity to either use the informa� on from your check to make a one-� me, Back Offi  ce Conversion (BOC), electronic fund 
transfer from your account if eligible, or to process the payment as a check transac� on. Funds processed via BOC may be withdrawn from your account as soon as the same day your 
payment is received. 

Op  on 2—One-� me electronic funds transfer (EFT) 
Fax this form and a copy of a voided check to: 
HealthEquity, A  n: Member Services, 801.727.1005.
Account type:  Checking   Savings     Amount of deposit:  $                                               

Financial ins� tu� on:                                                                                                                           

City/state:                                                                                                                                             

Rou� ng number:                                                 Account number:                                                 

Voided check is required if your personal account is not on  le.

Op  on 3—Recurring monthly electronic funds transfer (EFT)
Fax this form and a copy of a voided check to HealthEquity, A  n: Member Services, 801.727.1005. Voided check is required if your personal 
account is not on  le.
Amount of deposit: $                                                                                     Day of month funds should be pulled:                                                                           
Financial ins� tu� on:                                                                                       City/state:                                                                                                                                
Account type:     Checking      Savings          Routing number:                                                      Account number:                                                                       

Authoriza  on
By signing below, I authorize the deposit of the above stated amount into my HealthEquity health savings account (HSA). 
I understand the eligibility requirements of the type of HSA deposit I am making and state that I qualify to make the deposit. 
I assume complete responsibility for:

1. Determining that I am eligible for an HSA each year I make a contribu� on.
2. Ensuring that all contribu� ons I make are within the limits set forth by tax laws.
3. The tax consequences of any contribu� on (including rollover contribu� ons) and distribu� ons.

Name (please print) Signature Date

Please allow three to  ve business days a� er your form is processed by HealthEquity for your deposit to post to your account.

Title: HSA Contribution Form

Description: Used to designate 
employee HSA contribution method 
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Forms
Documents in this section are developed by HealthEquity. Contact your account manager if you need copies.

HSA
EMPLOYEE

HSA Le  er of Medical Necessity

HSA_Le  er_of_Medical_Necessity_Form_20120927

Le  er of Medical Necessity

Under Internal Revenue Service (IRS) rules, some health care services and products are only eligible for 
reimbursement from your health savings account (HSA) when your doctor or other licensed health care provider 
cer   es that they are medically necessary. Your provider must indicate your (or your quali ed dependent’s) speci c 
diagnosed medical condi  on, the speci c treatment needed, the length of treatment, and how this treatment will 
alleviate your medical condi  on.

HealthEquity has provided this le  er in case you’re audited by the IRS and need to provide documenta  on that the 
health care services and products you purchased were medically necessary. You do NOT need to submit this form to 
HealthEquity. It is provided for your convenience.

Pa  ent Informa  on

Patient Name                                                                                                                                                                                             

This form should be completed by the attending physician to confirm treatment is necessary for a specific medical 
condition.

Describe the diagnosed medical condition being treated:
                                                                                                                                                                                                                      
                                                                                                                                                                                                                      
                                                                                                                                                                                                                      

Describe the recommended treatment:
                                                                                                                                                                                                                      
                                                                                                                                                                                                                      
                                                                                                                                                                                                                      

Duration of treatment (not to exceed 12 months):                                                                                                                            

This treatment is medically necessary to treat the specific medical condition described above. This treatment is not 
in any way for general health and is not for cosmetic purposes to improve appearance. 
Print Physician Name Signature of A  ending Physician

Provider License Number Date

Provider Address Provider Phone Number

Title: HSA Letter of Medical Necessity

Description: Used to substantiate 
purchases made with HSA funds 

HSA Reimbursement Form  
Mail or fax completed forms to:
Address:  HealthEquity, A  n: Member Services

15 W Scenic Pointe Dr, Ste 400, Draper, UT 84020 
Fax:  801.727.1005

www.healthequity.com 866.346.5800
HSA_Reimbursement_Form_20130108

Primary Account Holder Informa  on
Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address (required) Day  me Phone
(           )

SSN or HealthEquity ID Number (6 or 7 digits)

Reimbursement Informa  on
Provider Name Date of expense

Pa  ent Name Total Reimbursement*

Type of expense:  Medical    Prescrip  on    Dental    Vision (Note: No documenta  on is needed. Keep receipts for your records.)

*If the requested reimbursement amount is higher than your available balance, we will only process the reimbursement up to the available balance 
in the account. An account closure fee is held in reserve from your account and may not be used for reimbursement.

Reimbursement Method

Op  on 1—Check 
This method is slower. Please allow 7–10 business days to receive your check. A $2.00 fee will be deducted from your health 
savings account (HSA). 

Op  on 2—Use the veri ed electronic funds transfer (EFT) account already  ed to my HealthEquity® HSA. (If an EFT is not on 
 le, a check will be sent and a $2.00 fee may apply. Please allow 7-10 business days for the check to arrive.)

Op  on 3—Transfer the funds to the following account.
(Note: E-mail address is required for EFT.)

Account type:  Checking   Savings     

Financial ins  tu  on:                                                                                             

City/state:                                                                                                               

Rou  ng number:                                                                                                    

Account number:                                                                                                  

Form must be accompanied by a copy of a voided or actual check.

Reimbursement Authoriza  on
By signing below, I authorize HealthEquity to reimburse me from my health savings account (HSA) for my expense in the manner 
speci ed above and I represent that the informa  on I provided in this request is true and complete. 
Name (please print) Signature Date

Reimbursement requests can also be made online at www.healthequity.com.

Title: HSA Reimbursement Form

Description: Used to request 
reimbursement for qualified medical 
expenses   

Return of Mistaken HSA Contribu� on Form  
Mail or fax completed forms to:
Address:  HealthEquity, A� n: Client Services

15 W Scenic Pointe Dr, Ste 400, Draper, UT 84020 
Fax:  520.844.7090

www.healthequity.com 866.346.5800
HSA_Return_of_Mistaken_Contribu� on_Form_20121119

Primary Account Holder Informa� on
Employer Name (if applicable)

Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address (required) Day� me Phone
(           )

Last 4 of SSN or HealthEquity ID Number (6 or 7 digits)

Mistaken Contribu� on Informa� on

Mistaken contribu� on amount:                                                                                Year of mistaken contribu� on:                                                                                            

I cer� fy that the above contribu� on was the result of a mistake of fact. I understand HealthEquity is not required to accept the 
mistaken contribu� on and, that I am responsible for any tax consequences that may result from this transac� on. 
Mistaken contribu� on requests may only be accepted for contribu� ons that were submi� ed by the member on a post-tax basis, and 
not for pre-tax contribu� ons or those submi� ed from another en� ty. Funds will need to pass through applicable clearing periods 
before they are returned. Requests may only be made during the indicated tax year and will result in a decrease in the total amount 
contributed for the applicable tax year. 
Please note: A $20.00 processing fee may apply and will be deducted from your health savings account (HSA). There must be 
suffi  cient funds in your account to cover the processing fee. 

Banking Informa� on (If no op� on is selected, form is void.)

How would you like the mistaken contribu� on returned to you?

Op� on 1—One-� me electronic funds transfer (EFT) 
Fax this form and a copy of a voided check to: 
HealthEquity, a� n: Client Services, 520.844.7090.

Account type:  Checking   Savings     Amount: $                                                    

Financial ins� tu� on:                                                                                                          

Rou� ng number:                                      Account number:                                           

Form must be accompanied by a copy of a voided or actual check.

Op� on 2—Use the veri ed EFT account already � ed to my HSA.

Authoriza� on

By signing below, I swear or affi  rm that the correc� on from my HSA in the amount stated above is a correc� on of a mistaken 
contribu� on resul� ng from a mistake of fact due to reasonable cause. I understand that I am solely responsible for any tax 
consequences and penal� es resul� ng from improperly repor� ng this as a mistaken contribu� on, instead of a distribu� on of excess 
contribu� on, from my HSA.
Name (please print) Signature Date

HSA Return of Mistaken Contribu� on Form

Title: Return of Mistaken HSA 
Contribution Form

Description: Used to request return 
of mistaken contribution amounts

Rollover Request Form  
Mail or fax completed forms to:
Address:  HealthEquity, A  n: Client Services

15 W Scenic Pointe Dr, Ste 400, Draper, UT 84020 
Fax:  520.844.7090

Use the rollover request form to roll over funds into your HealthEquity® HSA that have already been distributed to you from another custodian. 

Part I—Primary Account Holder Informa  on
Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address Day� me Phone
(           )

SSN or HealthEquity ID Number (6 or 7 digits) REQUIRED

Health Insurance Company Employer Name

Part II—Rollover Amount $                                                                

Op  on 1—Check
I have included a check for the amount of the distribu� on from another HSA. Please make check payable to HealthEquity.
When you provide a check as payment, you authorize HealthEquity to either use the informa� on from your check to make a one-� me, Back Offi  ce Conversion (BOC), electronic fund 
transfer from your account if eligible, or to process the payment as a check transac� on. Funds processed via BOC may be withdrawn from your account as soon as the same day your 
payment is received. 

Op  on 2—Use the veri ed electronic funds transfer (EFT) account on  le and associated to my HealthEquity® HSA.

Op  on 3—Transfer the funds from the following account.
(Note: E-mail address is required for EFT.)

Account type:  Checking   Savings     

Financial ins� tu� on:                                                                                             

City/state:                                                                                                               

Rou� ng number:                                                                                                    

Account number:                                                                                                  

Form must be accompanied by a copy of a voided or actual check.

Rollovers
A rollover is a way to move money or property from a medical savings account (MSA) or exis� ng health savings account (HSA) to a HealthEquity 
HSA. The Internal Revenue Code (IRC) limits how many rollovers may be taken, how quickly rollovers must be completed, and how the custodian 
must report the transac� on. 

1. Timelines
The funds you receive from an MSA or HSA must be deposited into an HSA within 60 days of receiving them. When coun� ng the 60 days, 
include weekends and holidays. Receipt generally means the day you actually have the funds in hand. For example, the 60 days would 
begin on the day you pick up the check from the Custodian or you receive the check in the mail. The 60 day rule is set by the IRS and 
cannot be changed by HealthEquity. 

2. Twelve-Month Restric  on 
You are en� tled to one distribu� on per year per HSA, which may be rolled over to another HSA. Twelve (12) months must pass a� er receipt 
of one rollover before you may make another distribu� on from the same HSA to rollover. 

Rollover_Request_Form_20130708

Move It. Double It.
Get double interest on your HealthEquity® HSA. 
Just roll over $250 or more from another 
HSA to HealthEquity and get up to $25 total. Get full 
details at www.healthequity.com/DoubleInterest.

Title: Rollover Request Form

Description: Used to roll over funds 
distributed by another custodian into  
a HealthEquity HSA 

Transfer Request Form  
Mail or fax completed forms to:
Address:  HealthEquity, A  n: Client Services

15 W Scenic Pointe Dr, Ste 400, Draper, UT 84020 
Fax:  520.844.7090

Use the transfer request form to transfer monies directly from another custodian into your HealthEquity® HSA. 

Part I—Primary Account Holder Informa  on
Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address Day  me Phone
(           )

SSN or HealthEquity ID Number (6 or 7 digits) REQUIRED

Health Insurance Company Employer Name

Part II—Transfer Informa  on
This request is for a custodian-to-custodian transfer or an employer-to custodian transfer. The monies currently held by another custodian are to 
be directly transferred to an HSA at HealthEquity. 
Current Custodian/Financial Ins  tu  on Day  me Phone

(           )
Address City State ZIP

Current HSA/IRA/MSA Account Number Amount to Transfer
 Specific Amount $                                                  Full Amount (close my account)

Please indicate the account type that the monies will be coming from. (See rules and conditions for account types below.)

 IRA1 (individual retirement account)                 MSA2 (medical savings account)    Another HSA2 (health savings account)       

Current Custodian Instruc  ons: 
Make a check payable to HealthEquity and mail it to:
HealthEquity, A  n: Client Services
15 West Scenic Pointe Drive, Suite 400
Draper, UT 84020

I authorize the transfer of assets in the manner described above and cer  fy that all of the informa  on provided by me is true and complete. 
This transfer request may close my exis  ng account de ned in the Amount to Transfer sec  on. 
Account Holder Signature (required) Date

Transfers

1IRA—Beginning in 2007, individuals can make one lifetime transfer from their IRA to an HSA, subject to the contribution limits applicable for 
the year of the transfer. Additional information can be found at www.irs.gov. 
2HSA/MSA—If you instruct the custodian of your HSA or MSA to transfer funds directly to the custodian of another HSA, the transfer is not 
considered a rollover. There is no limit on the number of these transfers. You do not need to include the amount transferred in income, deduct 
it as a contribution, or include it as a distribution on IRS Form 8889, line 12a. 

Transfer_Request_Form_20130121

Move It. Double It.
Get double interest on your HealthEquity® HSA. 
Just transfer or roll over $250 or more from another 
HSA to HealthEquity and get up to $25 total. Get full 
details at www.healthequity.com/DoubleInterest.

www.healthequity.com 866.346.5800

Title: Transfer Request Form

Description: Used to transfer funds 
from another custodian directly into a 
HealthEquity HSA
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Forms
Documents in this section are developed by HealthEquity. Contact your account manager if you need copies.

HRA/FSA
EMPLOYER

Application Information

• Once your application is received, you will receive an email confirmation.
• You will receive a call from one of our representatives within 2 business days to verify the details of the application.
• If any changes are made, you will receive an email confirmation.
• After approval has been received, the application will be in a pending status until enrollment is received.
• Once enrollment is received your plan(s) will be setup.

Employer Profile
Company Name Tax ID

Street Address 1 City

Street Address 2 State ZIP

Phone (area code) Fax (area code)

Employer Entity: (Check one)  c C Corporation   c S Corporation   c Sole Proprietorship   c Limited Liability   c Government or Church   c Non-profit
An HRA may provide tax-free benefits only to employees, former employees, retirees, and their spouses or covered tax dependents. Because self-employed individuals are not “employees,”  
an HRA may not provide tax-free benefits to self-employed individuals (i.e., sole proprietors, partners, and more-than-2% Subchapter S corporation shareholders).

Number of Benefit-Eligible Employees:                                    Estimated Number of Enrollees: HRA                  FSA                   Other             

When do employees become eligible for benefits (i.e. date of hire, after 30 days of employment)?                                                                             

Employer Contact 
Plan Contact (questions regarding plan) Email Phone (area code) Fax (area code)

Funding Contact (questions regarding funding) Email Phone (area code) Fax (area code)

Billing Contact (questions regarding billing) Email Phone (area code) Fax (area code)

Who is your health plan provider?                                                                                                                                                                                

Who is your Account Executive?                                                                 Phone number:                              Email:                                               

If you use a broker, please provide name, phone number and email:                                                                                                                                          

What is the health plan’s medical deductible?   

Individual:  $                           EE + Child:  $                           EE + Spouse:  $                           EE + Children:  $                          Family:  $                           
Do you have health savings accounts (HSAs)?   c Yes     c No       Do you have HSAs with HealthEquity?   c Yes     c No

HRA Plan Design                                                                       Group Number:                                                   
Plan Year Start Date Plan Year End Date Medical Deductible Plan Start Date Medical Deductible Plan End Date

Plan Year Run-Out End Date:                                                                                          
Run-out is the date after the end of the plan year the HRA will continue to pay for expenses incurred during the plan year. Rollover funds are not available until run-out period is complete.

Plan Year Run-Out Days for Terminated Employees:  
c 0 days     c 30 days     c 60 days     c 90 days     c Other           days     c or by plan year run-out date   
Note: Run-out is the number of days after the end of the plan year the HRA will continue to pay for expenses incurred during the plan year. Rollover funds are not available until run-out period is complete.
HRA will pay expenses for terminated employees that were incurred on or before the termination date, if received within this number of days following termination.

HRA Type – Select one and complete the corresponding section below.

c HRA Pays First        c Employee Pays First        c Bridge – HRA pays, then Employee pays, then HRA pays        c HRA with Debit Card

Employer Application
for HRAs and FSAs

1

Please note, handwritten options or deviations from this form will not be accepted.

HealthEquity, Inc. is an independent company supporting Blue Cross Blue Shield of Michigan by providing health care spending account administration services.

(Please note, handwritten options or deviations from  
this form will not be accepted.)

Title: Employer Application for HRAs 
and FSAs

Description: Used to apply for an 
HRA or FSA and select account 
features

Employer Informa  on
Employer Name

Account Holder Informa  on
First Name M.I. Last Name

SSN Gender
 Male       Female

Date of Birth (mm/dd/yyyy)

E-mail Address Home Phone
(           )

Physical Street Address City State ZIP

Mailing Address (if diff erent) City State ZIP

Insurance Coverage
Coverage Eff ec� ve Date Coverage Type

 Single       Family

Annual Elec  ons
Contribu� on Per Pay 
Period

Number of Pay Periods 
Remaining in Plan Year Your Annual Elec� on Amount

Health Care Flexible Spending Account $ X = $

Limited Purpose Health Care Flexible 
Spending Account $ X = $

Dependent Care Flexible Spending Account $ X = $

Contribu� on Per Pay Period x Number of Pay Periods = Your Annual Elec� on Amount

Signature             I decline to par� cipate in the FSA plan.

Print Name Signature Date

Flexible Spending Account (FSA)
Employee Enrollment Form  
Mail or fax completed forms to:
Address:  HealthEquity, A  n: Reimbursement Accounts

15 W Scenic Pointe Dr, Ste 400, Draper, UT 84020 
Fax:  801.407.1792

FSA_Employee_Enrollment_Form_20121130

Title: Flexible Spending Account (FSA) 
Employee Enrollment Form

Description: Used to enroll employees 
into an FSA

Dependent Care Reimbursement Account (DCRA)
Reimbursement Form  
Mail or fax completed forms to:
Address:  HealthEquity, A  n: HealthEquity Claims 

15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020 
Fax:  801.999.7829 

Account Holder Informa  on    Change of Address

Company Name Last 4 of SSN or HealthEquity Account Number (6 or 7 digits) 

Last Name First Name M.I. 

Street Address City State ZIP

Mailing Address (if diff erent from street address) City State ZIP

E-Mail Address (required) Day� me Phone
(           )

Work Phone
(           )

Dependent Care Reimbursement Informa  on (Review payment op  ons below before proceeding.)
Please have your day care provider sign below in the “Provider Signature” sec  on. If your provider does not sign in the “Provider Signature” 
sec  on, you must a  ach a bill or receipt showing actual dates of service (not the date you paid the provider), cost, and the care provider’s tax 
ID or Social Security number.
Select Option (Required. If an option is not selected, your request may be denied.)
 Annual: Elect this op� on if your dependent care amount is the same each month. HealthEquity will send automa� c payments for the remaining plan 

year as deposits are posted to your account and the dates of service pass. With this op� on, you won’t need to submit a new form each month. Payments 
will con� nue unless you request they be discon� nued. You will need to submit a new DCRA reimbursement form at the beginning of the new plan year. 
Annual op� on will be paid on the last business day of the month.
 Pay as-you-go: Select this op� on if monthly dependent care amounts are diff erent each month.
Date           Begin Date:            /            /                                   
Incurred*

    End Date:            /            /              
Child’s Name Child’s Date of Birth

          /            /              
Amount
$

Service Provider Tax ID or SSN Reason
 Before/A� er School Program     Day care     Pre-K     Other

Date           Begin Date:            /            /                                   
Incurred*

    End Date:            /            /              
Child’s Name Child’s Date of Birth

          /            /              
Amount
$

Service Provider Tax ID or SSN Reason
 Before/A� er School Program     Day care     Pre-K     Other

Date           Begin Date:            /            /                                   
Incurred*

    End Date:            /            /              
Child’s Name Child’s Date of Birth

          /            /              
Amount
$

Service Provider Tax ID or SSN Reason
 Before/A� er School Program     Day care     Pre-K     Other

*Required  elds. TOTAL REQUESTED $

Provider Cer   ca  on
Provider Cer   ca  on: I cer� fy that I am a quali ed care provider as de ned by the Internal Revenue Code and that the expenses for services claimed above 
have been provided. Provider signature is only required when an itemized receipt for services isn’t available.
Provider Signature Date

Account Holder Cer   ca  on

Cer   ca  on: I request reimbursement for the quali ed expenses listed above. I have a� ached appropriate receipts or third-party proof that I have  
incurred these expenses within the plan year and during the bene t period under this plan. If “No Receipt Provided” is checked, I cer� fy that this service 
provider doesn’t provide receipts, such as for payments made by token/� cket machine, meter, or cash box). I cer� fy that I haven’t been reimbursed for 
these expenses by my insurance or any other source. I understand that I can’t claim these expenses on my income tax return. 
Account Holder Signature Date

Upload completed forms and documenta  on 
on your member portal for faster processing.

Title: Dependent Care Reimbursement 
Account (DCRA) Reimbursement Form

Description: Used to request 
reimbursement for qualified medical 
expenses

EMPLOYEE
FSA/HRA Direct Deposit Form  
Mail or fax completed forms to:
Address:  HealthEquity, A� n: Reimbursement Accounts

15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020 
Fax:  801.999.7829, cover sheet not required

www.healthequity.com 877.472.8632
RA_Direct_Deposit_Form_20130606

Primary Account Holder Informa� on
Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address (required) Day� me Phone
(           )

Last 4 of SSN or HealthEquity ID Number (6 or 7 digits) REQUIRED

Banking Informa� on

Name on Account:                                                                                                        

Account type:      Checking      Savings

Financial ins� tu� on:                                                                                           

9-digit rou� ng number:                                                                                               

Account number:                                                                                                             

Form must be accompanied by an actual or a copy 
of a voided check. (Deposit slips are not suffi  cient). 
Note: By choosing direct deposit, no con rma� on will be mailed to you. To verify when your last claim was processed, please call 
Member Services at 877.472.8632. Please contact your bank or credit union to verify receipt of payment in your account. Direct 
deposit may take up to 2-3 business days to take eff ect.

Account Holder Authoriza� on
Account Holder Signature Date

Direct Deposit Cancella� on
I choose to cancel my direct deposit agreement with HealthEquity. I understand that any future payments will be sent to my home 
address via check.

 Cancel direct deposit
Eff ec� ve Date

Account Holder Signature Date

Title: FSA/HRA Direct Deposit Form

Description: Used to set up direct deposit 

FSA/HRA Reimbursement Form  
Mail or fax completed forms to:
Address:  HealthEquity, A  n: Reimbursement Accounts

15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020 
Fax:  801.999.7829, cover sheet not required

Account Holder Informa  on
Company Name Last 4 of SSN or HealthEquity ID Number (6 or 7 digits)

Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address (required) Day  me Phone
(           )

Work Phone
(           )

Reimbursement Informa  on   FSA    HRA (required) 

Pa  ent Name Service Provider Date Incurred (Actual date[s] of service)

Start Date:          /          /           End Date:          /          /          
Descrip  on Amount

$
Pa  ent Name Service Provider Date Incurred (Actual date[s] of service)

Start Date:          /          /           End Date:          /          /          
Descrip  on Amount

$
Pa  ent Name Service Provider Date Incurred (Actual date[s] of service)

Start Date:          /          /           End Date:          /          /          
Descrip  on Amount

$
Pa  ent Name Service Provider Date Incurred (Actual date[s] of service)

Start Date:          /          /           End Date:          /          /          
Descrip  on Amount

$
Pa  ent Name Service Provider Date Incurred (Actual date[s] of service)

Start Date:          /          /           End Date:          /          /          
Descrip  on Amount

$
Pa  ent Name Service Provider Date Incurred (Actual date[s] of service)

Start Date:          /          /           End Date:          /          /          
Descrip  on Amount

$
TOTAL AMOUNT REQUESTED $

Account Holder Cer   ca  on

By signing below, I request reimbursement for the quali ed expenses listed above. I have a  ached appropriate receipts or third-party proof that I 
have incurred these expenses within the plan year and during the bene t period under this plan. I cer  fy that I have not been reimbursed for these 
expenses from insurance or from any other source. I understand that I cannot claim these expenses on my income tax return. 
Account Holder Signature Date

For faster processing, upload completed forms 
and documenta  on on your member portal.

Title: FSA/HRA Reimbursement Form

Description: Used to request 
reimbursement for qualified medical 
expenses
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Forms
Documents in this section are developed by HealthEquity. Contact your account manager if you need copies.

HRA/FSA
EMPLOYEE

HRA/FSA Le  er of Medical Necessity
Mail (recommended) or fax completed forms to:
Address:  HealthEquity, A  n: Reimbursement Accounts

15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020 
Fax:  801.999.7829, cover sheet not required

RA_Le  er_of_Medical_Necessity_Form_20130606

Le  er of Medical Necessity
Under Internal Revenue Service (IRS) rules, some health care services and products are only eligible for reimbursement from your health care FSA, 
limited purpose FSA, and HRA when your doctor or other licensed health care provider cer   es that they are medically necessary. Your provider must 
indicate your (or your quali ed dependent’s) speci c diagnosed medical condi  on, the speci c treatment needed, the length of treatment, and how 
this treatment will alleviate your medical condi  on.
HealthEquity has developed this le  er to assist you and your health care provider in providing the informa  on needed in order to process your claim. 
Your provider can also submit a statement on his or her le  erhead, as long as the le  er includes all the required informa  on on this form.
You only need to submit this form or your provider’s le  er containing the same informa  on with the  rst claim you submit for the service or product. 
However, if the treatment extends beyond the  me period listed, you must submit a form or physician le  er covering the new  me period. You must 
submit a new le  er of medical necessity each year—services cannot be approved inde nitely. Submi   ng this form does not guarantee that you will be 
reimbursed for the expense.

Account Holder Informa  on
Company Name Last 4 of SSN or HealthEquity ID Number (6 or 7 digits)

Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address (required) Day  me Phone
(           )

Work Phone
(           )

Pa  ent Informa  on

This form should be completed by the attending physician to confirm treatment is necessary for a specific medical condition.

Pa  ent Name Diagnosis/Treatment (please print)

Describe the diagnosed medical condition being treated:

                                                                                                                                                                                                                                                                     

                                                                                                                                                                                                                                                                     

Describe the recommended treatment (Must be specific. If recommending supplements, herbs, or exercise equipment, list specific name(s) 
and itemize. Reimbursements will be made according to listed items only.)

                                                                                                                                                                                                                                                                      

                                                                                                                                                                                                                                                                          
How will the treatment alleviate the diagnosed condition?                                                                                                                                                                

Treatment time period (not to exceed 12 months): Start date          /          /          to End date          /          /           

This treatment is medically necessary to treat the specific medical condition described above. This treatment is not in any way for general 
health and is not for cosmetic purposes to improve appearance. 
Physician Name (please print) Signature of Physician

Provider License Number Date Provider Phone Number

Provider Address

If you have ques  ons, contact the HealthEquity® Member Services team at 877.472.8632. Live specialists are available 24/7/365.

www.healthequity.com 877.472.8632

For faster processing, upload completed forms 
and documenta  on on your member portal.

Title: HRA/FSA Letter of Medical 
Necessity

Description: Used to substantiate 
purchases made with HRA/FSA funds

Orthodon  a Reimbursement Form  
Mail or fax completed forms to:
Address:  HealthEquity, A  n: HealthEquity Claims 

15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020 
Fax:  801.999.7829 

www.healthequity.com 877.472.8632
Orthodon� a_Reimbursement_Form_20130606

Account Holder Informa  on    Change of Address

Company Name Last 4 of SSN or HealthEquity ID Number (6 or 7 digits)

Last Name First Name M.I. 

Street Address City State ZIP

Mailing Address (if diff erent from street address) City State ZIP

E-Mail Address (required) Day� me Phone
(           )

Work Phone
(           )

Orthodon  a Reimbursement Informa  on (Review op  ons below)

Orthodon  a contracts are required with the  rst submission of orthodon  a claims. 

Select Option (Required)
 Annual: Elect this op� on if your orthodon� a amount is the same each month. HealthEquity will send automa� c payments for the remaining plan year. 

With this op� on, you won’t need to submit a new form each month. Payments will con� nue unless you request they be discon� nued. You will need to 
submit a new orthodon� a reimbursement form at the beginning of the new plan year. Annual op� on will be paid on the last business day of the month. 
 Pay as-you-go: Select this op� on if orthodon� a amounts are diff erent each month.

Ini  al Orthodon  c Payment (Amount paid to orthodon  st at ini  al treatment) Date Paid:            /            /             $

Date of Service:                  /                  /                                           
Service Provider Pa� ent Name Monthly Amount

$

Date of Service:                  /                  /                                           
Service Provider Pa� ent Name Monthly Amount

$

Date of Service:                  /                  /                                           
Service Provider Pa� ent Name Monthly Amount

$
TOTAL REQUESTED $

Account Holder Cer   ca  on

Cer   ca  on: I request reimbursement for the quali ed expenses listed above. I have a� ached appropriate receipts or third-party proof that I have  
incurred these expenses within the plan year and during the bene t period under this plan. I cer� fy that I haven’t been reimbursed for these expenses by 
my insurance or any other source. I understand that I can’t claim these expenses on my income tax return. 
Account Holder Signature Date

If you have addi� onal expenses, please complete an addi� onal form. Send only copies of receipts. Keep original receipts for your records.

If you have ques� ons, contact the HealthEquity® Member Services team at 877.472.8632. Live specialists are available 24/7/365.

Upload completed forms and documenta  on 
on your member portal for faster processing.

Title: Orthodontia Reimbursement Form

Description: Used to request 
reimbursement for eligible orthodontia 
expenses

Return of Reimbursement Account Overpayment  
E-mail, mail or fax completed forms to:
Email: employerservices@healthequity.com
Address:  HealthEquity, A  n: Client Services

15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020 
Fax:  520.844.7090, cover sheet not required

www.healthequity.com 877.472.8632
Return_of_RA_OVerpayment_20130708

Primary Account Holder Informa  on
Employer Name (if applicable)

Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address (required) Day� me Phone
(           )

Last 4 of SSN or HealthEquity ID Number (6 or 7 digits)

Return of Overpayment Informa  on

Account to Apply Overpayment  to:    FSA/LPFSA      HRA      DCRA      HIA
Card Transac  on Date Claim Number

Provider/Merchant Amount
$

Card Transac  on Date Claim Number

Provider/Merchant Amount
$

Banking Informa  on (If no op  on is selected, form is void.)

Op  on 1—Check
Include a check payable to HealthEquity with this form and mail to: 
HealthEquity, A� n: Client Services, 15 W Scenic Dr, Ste 100, Draper, UT 84020

Please include “overpayment” in the memo line of your check and include which card transac  on or claim number to reference payment.
When you provide a check as payment, you authorize HealthEquity to either use the informa� on from your check to make a one-� me, Back Offi  ce Conversion (BOC), electronic fund 
transfer from your account if eligible, or to process the payment as a check transac� on. Funds processed via BOC may be withdrawn from your account as soon as the same day your 
payment is received. 

Op  on 2—One-� me electronic funds transfer (EFT) 
Fax this form and a copy of a voided check to: 
HealthEquity, a� n: Client Services, 520.844.7090.

Account type:  Checking   Savings     Amount:  $                                                   

Financial ins� tu� on:                                                                                                          

Rou� ng number:                                      Account number:                                           

Form must be accompanied by a copy of a voided or an actual check.

Op  on 3—Use the veri ed EFT account already � ed to my account.

Authoriza  on
This form is required to correct an overpayment made for your reimbursement account. By signing below, I swear or affi  rm that 
the correc� on from my reimbursement account in the amount stated above is a correc� on of an overpayment resul� ng from a 
mistake of fact due to reasonable cause. 
Name (please print) Signature Date

Title: Return of Reimbursement 
Account Overpayment

Description: Used to correct an 
account overpayment 
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HSA/HRA/FSA 
EMPLOYER

Non-Discrimina� on Tes� ng Form
E-mail, mail, or fax completed forms to:
E-mail: raclientservices@healthequity.com
Address:  HealthEquity, A� n: Reimbursement Account Client Services Team

15 W Scenic Pointe Dr, Ste 400, Draper, UT 84020 
Fax:  801.999.7829, cover sheet not required

www.healthequity.com 866.382.3510
Non-Discrimina  on_Tes  ng_Form_20121119

Complete the Sec� on 125 Tes� ng if you off er pre-tax bene ts. If not, complete the Comparability Tes� ng sec� on.

Employer Informa� on
Employer Name Contact Name

Day  me Phone
(           )

E-Mail Address

Sec� on 125 Tes� ng

Eligibility Informa� on
1. Months EE must be employed to qualify:                                                                                                                                                                

2. Is this eligibility requirement applied equally to all employees?  Yes  No

3. Is the entry requirement met?  Yes  No
Entry requirement = an eligible employee’s par  cipa  on in the plan commences no later than the  rst day of the  rst plan 
year beginning a  er the date the employment requirement was sa  s ed.

4. Eligible non-highly compensated employees:                                                                                                                                                                

5. Eligible highly compensated employees:                                                                                                                                                                

6. Nonexcludable, nonhighly compensated employees:                                                                                                                                                                

7. Nonexcludable, highly compensated employees (HCEs):                                                                                                                                         

Contribu� on and Bene ts Informa� on
1. Do all similarly situated employees get the same employer contribu  on?  Yes  No

2. Enter the amount contributed to employee accounts: Individual $                             Family $                            Other $                            

3. Does the plan give each par  cipant an equal chance to select the same bene ts?    Yes  No

4. The nontaxable bene ts of the plan are dispropor  onately selected by HCEs.  Yes  No

5. The plan favors HCEs over non-HCEs in actual opera  on.  Yes  No

6. Bene t and/or contribu  on rates do not vary by years of service or employee loca  on.  Yes  No

7. Aggregate compensa  on of highly compensated employees:                                                                                                                                     

8. Aggregate compensa  on of nonhighly compensated employees:                                                                                                                                      

Key Employee Concentra� on Informa� on
1. Aggregate elec  ons of highly compensated employees:                                                                                                                                    

2. Aggregate elec  ons of nonhighly compensated employees :                                                                                                                                               

Comparability Tes� ng

1. Enter the employer contribu  on to employee accounts. Individual $                             Family $                            Other $                            

2. Do all employees with the same coverage type receive the same contribu  on?  Yes  No

3. Are owners eligible? (Owner = a self-proprietor, partner, or S-corp shareholder [greater than 2%])  Yes  No

Authoriza� on
Signature Date

Title: Non-Discrimination Testing Form

Description: Used to dispense  
non-discrimination testing to members

Forms
Documents in this section are developed by HealthEquity. Contact your account manager if you need copies.

Claims Appeal Form  
Mail (recommended) or fax completed forms to:
Address:	 	HealthEquity,	Attn:	Reimbursement	Accounts 

15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020 
Fax:  801.999.7829, cover sheet not required

www.healthequity.com Member Services: 877.472.8632
Claims_Appeal_Form_20140423

Instructions
1. HealthEquity must receive your appeal within 180 days of the date your denial notice was sent. 
2. Decisions on appeals will be sent within 60 days of HealthEquity receiving the formal appeal. 
3. Copies of all documents and information related to the denied claim can be provided at no charge and are also available online by accessing the denied 

claim from your member portal (log in at www.myhealthequity.com).
4. Appeals are reviewed by an independent person or party who was not involved in the initial claim’s denial.

Account	Holder	Information
Company Name Last 4 of SSN or HealthEquity ID Number (6 or 7 digits)

Last Name First Name M.I. 

Street Address City State ZIP

Email Address (required) Daytime Phone
(           )

Work Phone
(           )

Appeal	Information	
Provider Appeal Submission Date Actual date(s) of service

Start Date:          /          /           End Date:          /          /          
Amount Requested Excluded Amount Denial Reason

Claim Number Type of Account Relationship to Account Holder

Explanation	of	Appeal
Use the space provided to explain your concern. Include names, dates when possible, any supporting documentation, and your expectation or suggestions 
for resolution. (If more room is needed, please attach an additional page.) Attach any documentation necessary to support your claim. Send	only	copies	of	
receipts.	Keep original receipts for your records. 

Account	Holder	Signature
Account Holder Signature Date

If you have questions, contact the HealthEquity® Member Services team at 877.472.8632. Specialists are available every hour of every day.

SECTION TO BE COMPLETED BY HEALTHEQUITY
Did member fax or mail in supporting documentation? 
Check box if yes. c

Date Name of Reviewer

Appeal Decision
                                                                                                                                                                                                                                                                                                      
                                                                                                                                                                                                                                                                                                      
                                                                                                                                                                                                                                                                                                      
                                                                                                                                                                                                                                                                                                      
                                                                                                                                                                                                                                                                                                      

Note: Do not fax this form to any other number unless instructed by HealthEquity’s Member Services. Documents sent to any other number not under our 
instruction will be discarded for privacy/security purposes and will not be considered a properly filed appeal.

Title: Claims Appeal Form

Description: Used to appeal the  
denial of a claim

EMPLOYEE
HIPAA Release Form  
Mail or fax completed forms to:
Address:  HealthEquity, A  n: Member Services

15 W Scenic Pointe Dr, Ste 400, Draper, UT 84020 
Fax:  801.727.1005

www.healthequity.com 866.346.5800
HIPAA_Release_Form_20130108

Authoriza  on to Release Protected Health Informa  on

Dependents must complete this form to authorize the release of protected health informa� on to the account holder. 

Primary Account Holder Informa  on
Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address (required) Day� me Phone
(           )

SSN or HealthEquity ID Number (6 or 7 digits)

HIPAA Release (to be completed by dependent) 

My protected health information is individually identifiable health information, including demographic information 
collected from me or created or received by a health care provider, a health plan, my employer, or a health care 
clearinghouse, and relates to: (i) my past, present, or future physical or mental health condition; (ii) the provision of 
the health care to me; or (iii) the past, present or future payment for the provision of health care to me. 

In accordance with the provisions of the Health Insurance Portability and Accountability Act (HIPAA), I, the 
undersigned, grant permission to HealthEquity, Inc. to disclose protected health information (as defined in HIPAA) to 
the following person or persons:                                                                                                                                                            

Purpose of authorization: At my request   Family member assisting with health care   Other:                                  

Any limitations that I impose on HealthEquity with respect to this authorization are declared below: 

                                                                                                                                                                                                                                                   

                                                                                                                                                                                                                                                   

This release will remain in effect until the closure of the health savings account (HSA), flexible spending account 
(FSA), or health reimbursement arrangement (HRA). In addition, I may revoke this Release at any time by notifying 
HealthEquity of the revocation in writing and faxed to 801.727.1005, Attn: Member Services. 

If at any time you need to alter this release form, please contact HealthEquity at 866.346.5800. 

Authoriza  on of HIPAA Release (to be completed by dependent)
I understand that by gran� ng this Release, the person who obtains this informa� on may disclose it to other individuals 
with or without my consent and in so doing, the informa� on would no longer be protected under HIPAA. I understand 
that my authorizing the use and disclosure of my informa� on is not a condi� on of enrollment in this health plan, 
eligibility for bene ts or payment of claims.
Date Dependent’s Date of Birth 

(mm/dd/yyyy)
Date Authoriza� on Eff ec� ve Un� l (If no date is provided, authoriza� on is valid 
un� l the preset � me frame based on your state.)

Dependent’s Name (please print) Dependent’s Signature

Note: If the person signing above is a personal representa� ve of the named individual, a� ach copy of document gran� ng authority to the 
personal representa� ve. 

Title: HIPAA Release Form

Description: Used to authorize the 
release of a dependent’s protected 
health information to the account holder

Member Electronic Transfer of Funds Form  
Mail or fax completed forms to:
Address:  HealthEquity, A  n: Member Services

15 W Scenic Pointe Dr, Ste 400, Draper, UT 84020 
Fax:  801.727.1005

www.healthequity.com 866.346.5800
Member_EFT_Form_20121119

Authoriza  on for Electronic Transfer of Funds

Complete this form if you wish to set up an account to use for electronic transfer of funds (EFT) for payments or 
reimbursements from HealthEquity.
Instruc  ons:
1. Complete the Account Holder Informa  on sec  on.
2. Complete the Banking Informa  on sec  on.
3. Submit this form and a copy of a voided check to verify banking informa  on
4. Retain a copy of this form.

Primary Account Holder Informa  on
Last Name First Name M.I. 

Street Address City State ZIP

E-Mail Address (required) Day  me Phone
(           )

Last 4 of SSN or HealthEquity ID Number (6 or 7 digits)

Person Authorizing Transfer (Name on check)

Name (please print) Signature Date

Banking Informa  on

Account type:      Checking      Savings

Financial ins  tu  on:                                                                                    

9-digit rou  ng number:                                                                                   

Account number:                                                                                                 

Form must be accompanied by an actual or a copy 
of a voided check.
Note: Some non-transac  onal accounts may not be used. Please check with your  nancial ins  tu  on for veri ca  on of debits.

A  ach check or copy of check here.

Title: Member Electronic Funds 
Transfer Form

Description: Used to set up electronic 
transfer of funds for payments or 
reimbursements from HealthEquity
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