o B American Flde"ty Health Toll Free: 1-866-326-3600

. .. . Phone:  (405) 523-5699
.Services Administration Fax: (844) 560-6754

x F Website: www.afhsa.com

A member of the American Fidelity Group__\ Email: afhsa_receipts@alegeus.com

HEALTH SAVINGS ACCOUNT
REQUEST FOR ADDITIONAL DEBIT CARD

Enter the information via your keyboard, print the form, sign it and fax it to the number above.

A. General Information
Name SSN
Address (mmid d?yg%
City, State, Zip Gender O Male O Female
Email address Day Phone
Employer Name* Home Phone

*If HSA was established separate from your employer, employer name is not needed

B. Additional Card Holder Information

Name SSN

. . *DOB
Relationship (mmiddiyyyy)
Name SSN

. . *DOB
Relationship (mmiddiyyyy)
Name SSN

. . *DOB
Relationship (mmiddiyyyy)

*Additional card holder must be 18 years or older.

There is a $10.00 fee for each additional debit card after the two initial cards. The fee will be automatically
deducted from your health savings account. If there are not sufficient funds in your account, your request
will not be processed until your next contribution is received.

The account holder named above requests that the additional card holder(s) listed above receive a secondary debit
card to access the account holder’s health savings account. By signing this request, the account holder

acknowledges that the account holder’s custodial agreement and all applicable regulations that apply govern the
secondary card(s).

Account Holder’s Signature Date
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