Health Savings Account (HSA)
Application and Eligibility Form
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By completing all of the fields below, you are authorizing the person designated as Authorized S|gner to access and initiate transactions on your account
as your agent. HSA Bank will rely upon this designation until HSA Bank receives your written revocation of this authorization and has had a reasonable time
to act upon it. You hold harmless and indemnify HSA Bank against any claims against or losses arising out of HSA Bank's reliance on this authorization, and
release HSA Bank from any liability arising from such reliance, unless otherwise prohibited by law. You remain solely responsible for any tax consequences

| that result from any actions taken by the authanzec $|gner regardmg your account.
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N YOUR ACCOUNT WILL BE TRANSFERRED TO YOUR BENEFICIARIES. IF YOU DID NOT NAME A BENEFICIARY, YOUR ACCOUNT BALANCE f
WILL BE F’AYABLE THROUGH YOUR ESTATE

. By signing below, | certffy that
o | am, or will be covered by a qualified High Deductible Health Plan (HDHP), | am not enrolled in Medicare or covered under other health insurance that is not compatible with an |
HSA, and | may not be claimed as a dependent on another person’s tax return (excluding spouses per the IRS).

o HSA Bank is hereby appointed to serve as custodian of my Health Savings Account.

- | have received a copy of and agree to the Deposit Account Agreement and Disclosures for Health Savings Accounts, Truth in Savings, and Privacy Statement. HSA Bank, a

division of Webster Bank, N.A. and Webster Bank, N.A. are the same FDIC-insured institution. Within seven (7) calendar days from the date | open this HSA, | may revoke
authorization for opening the account by mailing a written notice to HSA Bank.
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i * To help the government fight the funding of terrorism and money laundering activities, Federal Law requires that all financial institutions obtain, verify and record information
. that identifies each person who opens an account. What this means to you: when you open an account we will need you and your authorized signer to provide name, street
. address, date of birth and other information that will allow us to identify you and your authorized signer. We may also ask to see your driver’s license or other identifying

| documents
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Please complete this HSA Application and Eligibility Form only if you are enrolling in an HSA and do not currently have a take care” HSA at HSA Bank.
Return this form and the Enrollment Form on page 8 to your employer.
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