Certification of HSA Eligibility 

Name:____________________________________________                               SSN:__________________________
Address:________________________________________ City: 	 State: ____ Zip:________
Only individuals who meet certain requirements are eligible to make or receive contributions to a Health Savings Account (HSA).  The purpose of this form is to confirm that you meet those requirements and are eligible to make and receive contributions to an HSA. 
Please note: Your employer will rely on this certification in making contributions to an HSA on your behalf.  Please complete it carefully. If you have any general questions regarding the form, please contact Payroll or the Benefits Manager.  For specific questions regarding your personal situation, please consult your tax advisor.  You must be able to satisfy each element to be eligible for contributions.  Please retain a copy of this form with your important tax records. 
Please read and initial each of the following items: 
Qualified High Deductible Health Plan (QHDHP)
1. I have_____ self-only OR____ family coverage under the CASD Plan, which I understand qualifies 
as a high deductible health plan under Code § 223.  For more information, see paragraph 
A on the attached page.                                                                                                                                                           Initial_________                                                                                                                                                                                                     
2. I cannot be claimed as a dependent on another person’s federal tax return                                                             Initial________
3. I am not enrolled in Medicare                                                                                                                                              Initial_________
4. I am not covered under any of the following “other” types of health coverage:
· Comprehensive coverage (other than QHDHP described in 1. above), including coverage through 
my spouse’s employer (i.e., double covered). For more information, see paragraph 
C on the attached page.                                                                                                                                                         Initial_______                                                                                                                                                                      
· Medical reimbursement account (e.g., Medical FSA) under my employer’s cafeteria plan.                                     Initial_______                 
· Medical reimbursement account (e.g., Medical FSA) under the cafeteria plan of my spouse’s employer.
                For more information, see paragraph C on the attached page.                                                                                      Initial_______                                                                                          
· Health reimbursement arrangement (“HRA”) sponsored by my employer.                                                                 Initial_______                                                                                                                      
· Health reimbursement arrangement (“HRA”) sponsored by a prior employer.	                                                     Initial_______
· Health reimbursement arrangement (“HRA”) sponsored by the employer or former employer 
of my spouse. For more information, see paragraph C on the attached page.                                                            Initial_______ 
· Any other coverages other than “permitted” coverages.                                                                                                 Initial_______

“Permitted” coverages include coverages for liability, accidents, disability, specific diseases, fixed indemnity, dental care, vision care, and long-term care.   For more information, see paragraph B on the attached page. 
By signing this form and returning it to my employer, I certify that all of the above statements are true.  I understand that I am not eligible for HSA contributions during any month in which I do not meet all of the above HSA eligibility conditions.  I agree that if I cease to meet any of these conditions I will notify Clearfield Area School District. 


Employee Signature:__________________________________________                                          Date:____________

A. HDHP coverage is health coverage that meets the following requirements:
·	Self-Only Coverage: Self-only coverage is coverage for one individual. To qualify as a QHDHP, the medical coverage must have a deductible of at least $1,400 (or as defined by the IRS) before any reimbursement is made for eligible medical expenses (other than preventive care). In addition, the sum of the deductible and other annual out-of-pocket expenses that the insured is required to pay (such as co-pays and co-insurance but not premiums) cannot exceed $6,650 (as indexed for inflation).
·	Family Coverage: Family coverage is any coverage other than self-only coverage. A family QHDHP must have a deductible of at least $2,800 (or as defined by the IRS) before any reimbursement is made for eligible medical expenses (other than preventive care). No amounts can be paid (other than for preventive care) until the minimum required family deductible has been satisfied (i.e., there cannot be an individual deductible within the family deductible that is less than the required minimum of $2,800, as indexed for inflation). In addition, the sum of the deductible and other annual out-of-pocket expenses that the insured is required to pay (such as co-payments and co-insurance but not premiums) cannot exceed $13,300 (as indexed for inflation).
B. Permitted non-QHDHP insurance or coverage is:
·	Insurance in which substantially all of the coverage relates to liabilities incurred under workers’ compensation laws, tort liabilities, liabilities relating to ownership or use of property (e.g., home-owner or auto insurance), or similar liabilities as specified by the IRS;
	·	Insurance for a specified disease or illness (e.g., cancer insurance);
· Insurance that pays a fixed amount per day (or other period) of hospitalization (e.g., hospital indemnity insurance); or
·	Coverage for accidents, disability, dental care, vision care, or long-term care, including some medical reimbursement accounts and health reimbursement arrangements (HRAs) (e.g., limited purpose medical reimbursement accounts and HRAs, suspended HRAs, post-deductible medical reimbursement accounts and HRAs, and retirement HRAs) and some wellness programs and employee assistance programs (e.g., those that do not provide significant benefits in the nature of non-preventive medical care or treatment).
C. Special Rule for Married Individuals:
·	If your spouse has family coverage under another plan and you are covered by it, that coverage must qualify as QHDHP coverage in order for you to be eligible for HSA contributions. For example, if your spouse has family coverage under an HMO or a low-deductible medical plan that also covers you, then you would be ineligible for HSA contributions. You would also be ineligible for HSA contributions if your spouse participates in a medical reimbursement plan or health reimbursement arrangement that reimburses expenses incurred by you. In addition, the amount of your HSA contributions may be limited if your spouse also has QHDHP family coverage.
Authorization 
I authorize Clearfield Area School District to deposit my contribution amount automatically to my designated HSA account. This authorization will also allow Clearfield Area School District to make adjustments to correct errors. I understand that this HSA contribution change is irrevocable and cannot be stopped or adjusted until I request another change in the next scheduled pay period. 
Signature:_______________________________________________    Date:__________________	 
HSA Salary Reduction Agreement 

The CASD Health Savings Account (HSA) program allows eligible employees to receive pre-tax reimbursement for certain medical, dental and vision expenses. Your taxable income reported for both federal and state income tax purposes is reduced by the amount of your HSA contributions. 
	Employee Information: 
	
	
	

	Last Name: 
	First Name, Middle Initial: 
	

	
	    Social Security Number: 
	   Date of Birth: 


Requested CASD Pretax Salary Reduction Amount*: 
Deduct 	$_____________ per pay 
 (Amount) 
**Notify the Payroll Department in the event you would like to change your election 
*Cannot exceed 2023 annual contribution limit of $3,850 (single)/$7,750(family). An additional $1,000 contribution is permissible for employees age 55 or older.  Please note that if you want to contribute the maximum for 2023, you must still be eligible on December 1, 2023 and you must remain eligible through December 31, 2023.  There are tax penalties if the conditions are not met.  Also note that salary deductions may be changed at any time during the year. 
It is the responsibility of the employee to monitor and maintain the HSA: 
· Avoid tax penalties by using health savings account monies to pay for qualified medical expenses only
· Retain records of all HSA account transactions for possible IRS auditing purposes
Your Signature Confirms Your Agreement to the Following: 
The HSA pretax salary reduction election will be effective the first full pay period following: 1) submission of this form to the payroll Department, and 2) establishment of an HSA Bank Account with Bank of America (account established automatically). CASD maintains no liability regarding the Health Savings Account outside of direct depositing designated funds as requested by the employee. Funds are only available as deposited. 
Signature	Date 		
Please ensure salary reduction elections are taken correctly from your pay and contributed to your account by 
monitoring HSA account activity .  If any discrepancies are noted, please contact Payroll or the Benefits Manager as soon as possible. 
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