Health Savings Account Salary Reduction Agreement 

Frederick Community College 
Premium Conversion Plan

I.   Participant Identification     (please print or type – must be filled out in its entirety) 

	Participant Name:___________________________________Social Security Number:_____/_____/_____



	Address: _____________________________________________________________________________
City:_____________________ State: ______ Zip:______________  Phone:_________________________

Email:______________________________________________________________________



II. Participation and Salary Reduction Agreement

Please indicate the amount of salary reduction for each pay period for your contribution to your Health Savings Account (HSA).  Your contribution combined with any other deposits cannot exceed the limits established by federal law. 
	
	
	Salary Reduction
	Number of
	Annual

	
	Per Pay
	Pay periods
	Election


	
	[
	]
	Health Savings Account
	
	.
	
	 X
	
	=
	
	.
	

	
	


I hereby authorize my employer to reduce my cash compensation as indicated above for each pay period during the Plan Year following the date of this agreement.   Any subsequent changes to the election will take effect the next pay period after the change in election has been requested.

I have examined this agreement and to the best of my knowledge, it is true, correct and complete. 

	________________________________________
	_______________

	Participant's Signature
	Date


	________________________________________
	_______________

	Agreed and accepted by
	Date

	The Employer's Representative



	(Admin. Only):
	Effective Date: _____/_____/_____

	
	1st Withholding: _____/_____/_____



