Health Savings Account (HSA) Contribution Action Request Form

Complete this form to make a mid-year change to your Health Savings Account deduction amount. Return to Troy School
District, Human Resources, ATTN: Betty Prospal, 4400 Livernois, Troy MI 48098, or scan and email to
bprospal@troy.k12.mi.us, or fax to 248-823-4013.

Employee Information
Employee Name: Emp. ID No:

Medical Coverage (check one):
(] Employee L1 Family Pay Cycle: 1 21-Week 1 26-Week

*Family coverage includes Employee w/ Spouse, Employee w/ Child(ren), and Family HDHP coverage levels

Contribution Information
You may not reduce your annual amount below what you have contributed to date as refunds are not an option. The annual contribution
must be an amount between the minimum and maximum as described below.

Maximum Contributions annual contribution (Under age 55)
HSA Maximum Limits

« Employee-only HSA.......enrreisernnnes $3,400

« Family HSAX......nrnssinsnisssessssesnnes $6,750

2017 HDHP Maximum Expenses
« Employee-only HDHP Out-of-Pocket AMOouUNt......conernnsrensevensnens $6,550
« Family HDHP* Out-of-Pocket AMOUNt.......veeevrnnrneisersssisesissseens $13,100

*Family coverage includes Employee w/Spouse, Employee w/Child(ren), and Family HDHP coverage levels

Action Request
*Please Note: A new Action Form must be completed each time an HSA deduction change is requested.

START Existing Health Savings Account Contributions (Please select one of the following):
Change Effective Date:

[] Start 2017 contributions to an existing HSA in my name and set my ANNUAL contribution pledge at

$ Annual $ Per Pay

CHANGE Health Savings Account Contributions
Change Effective Date:

Current 2017 HSA Annual Contribution $ Annual $ Per Pay
[ Enter your updated 2017 ANNUAL contribution pledge at $ Annual $ Per Pay

STOP Health Savings Account Contributions (Please select one of the following)
0 1am no longer an eligible individual to make contributions to a Health Savings Account as of

Employee Authorization
I authorize TSD to withhold my contributions for this plan from my pay on a pre-tax basis. The amount that | am requesting
to deduct will reduce my annual taxable wages.

SIGNATURE: DATE:




