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Instructions: Complete all fields below.  Return this application, a copy of your photo ID and check to: Bank of the Cascades, Attn: HSA Team, PO Box 190, 
Nampa, ID 83653.   
For assistance, please contact customer service at 1-877-617-3400. 
 
PART 1: ACCOUNT ELECTIONS 
Patient ID 
      

Group ID 
      

Annual Fee ($40) 
WAIVED 

Initial Contribution  
$      

Contribution Tax Year 
      

PART 2:  GENERAL INFORMATION FOR ACCOUNT OWNER 
First Name 
      

MI 
      

Last Name 
      

Date of Birth  
      

Social Security Number 
      

Street Address (required) 
      

City 
      

State 
      

Zip 
      

Mailing Address (If different from Street Address) 
      

City 
      

State 
      

Zip 
      

Cell/Home Phone 
      

Work Phone 
      

If Employed, Name of Employer 
      

Driver’s License Number *Attach a copy of ID 
      

State of Issuance 
      

Issue Date 
      

Expiration Date 
      

Security Question 1:  
      

Security Answer 1: 
      

Security Question 2: 
      

Security Answer 2: 
      

PART 3:  POWER OF ATTORNEY AUTHORIZATION 
I (account owner) hereby designate the individual named below as my power of attorney with respect to my HSA.* 

 Please issue my Power of Attorney a debit card 
First Name 
      

MI 
      

Last Name 
      

Date of Birth  
      

Social Security Number 
      

Street Address (required) 
      

City 
      

State 
      

Zip 
      

Mailing Address ( If different from Street Address) 
      

City 
      

State 
      

Zip 
      

Driver’s License Number *Attach a copy of ID 
      

State of Issuance 
      

Issue Date 
      

Expiration Date 
      

Phone Number 
      

Security Question 1: 
      

Security Answer 1: 
      

Security Question 2: 
      

Security Answer 2: 
      

PART 4:  ACCOUNT & POWER OF ATTORNEY AUTHORIZATION/ACCEPTANCE OF TERMS  
Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who has been granted access to an 
account.  What this means for you: When you open an account or add a power of attorney to your account we will ask for the name, physical 
address, mailing address, date of birth, and other information that will allow us to identify you and your power of attorney, if applicable.  We will 
also ask to see the driver’s license or other identifying documents for you and your power of attorney.   
By my signature below, I apply, and the institution by its signature accepts my application, to establish a Health Savings Account pursuant to the 
terms of the Bank of the Cascades Health Savings Account Custodial Agreement.  Additional disclosures will be mailed within 10 business days of 
the account being opened. 
*The power of attorney named above will have the right, to transact business on my behalf, make deposits or withdrawals by any means, receive and 
have access to account information, including balances, transaction history, tax documents, online banking and endorse any items. I understand that 
the power of attorney will have authority until such time that I revoke the access in writing. I understand that I bear responsibility for ALL 
transactions conducted by the power of attorney and hold harmless and indemnify Bank of the Cascades against any liability that arises from relying 
on this authorization. 
Power of attorneys have no present or future ownership in the account or right of survivorship.  This authorization will terminate immediately upon 
notification of your death.  Rights to funds remaining in the above referenced account will be transferred to the named beneficiaries.  If no 
beneficiaries are named, the account balance will be paid to your estate. 
 
 
X __________________________________________________                        X  __________________________________________________ 
    Signature of Account Holder*                                     Date                                   Signature of Power of Attorney*                                Date 
 
* REQUIRED: Please attach a copy of the account holder’s and the power of attorney’s photo ID with this application for verification purposes. 
 

Bank Use Below 

Signature of Custodian/Trustee: CIF #: Account Number: 
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CUSTODIAL AGREEMENT FOR HEALTH SAVINGS ACCOUNTS 
(Under Section 223(a) of the Internal Revenue Code) 

 Article I 
1. The custodian will accept additional cash contributions for the tax year made by the account owner or on behalf of the account owner (by 

an employer, family member, or any other person).  
2. Contributions for any tax year may be made at any time before the deadline for filing the account owner’s federal income tax return for 

that year (without extensions). 
3. Rollover contributions from an HSA or an Archer Medical Savings Account (Archer MSA) need not be in cash and are not subject to the 

maximum annual contribution limit set forth in Article II. 
4. Qualified HSA funding distributions from an individual retirement account must be completed in a trustee-to-trustee transfer and are 

subject to the maximum annual contribution limit set forth in Article II. 
Article II 

1. For calendar year 2014, the maximum annual contribution limit for an account owner with single coverage is $3,300. For calendar year 
2014, the maximum annual contribution limit for an account owner with family coverage is $6,550. These limits are subject to cost-of-
living adjustments after 2014. 

2. Contributions to Archer MSAs or other HSAs count toward the maximum annual contribution limit to this HSA. 
3. An additional $1,000 catch-up contribution may be made for an account owner who is at least age 55 or older and not enrolled in 

Medicare. 
4. Contributions in excess of the maximum annual contribution limit are subject to an excise tax. However, the catch-up contributions are 

not subject to an excise tax. 
Article III 

It is the responsibility of the account owner to determine whether contributions to this HSA have exceeded the maximum annual 
contribution limit described in Article II. If contributions to this HSA exceed the maximum annual contribution limit, the account owner 
shall notify the custodian that excess contributions to the HSA exist. It is the responsibility of the account owner to request the 
withdrawal of the excess contribution and any net income attributable to such excess contribution. 

Article IV 
The account owner’s interest in the balance in this custodial account is non-forfeitable. 

Article V 
1. No part of the custodial funds in this account may be invested in life insurance contracts or in collectibles as defined in section 408(m). 
2. The assets of this account may not be commingled with other property except in a common trust fund or common investment fund. 
3. Neither the account owner nor the custodian will engage in any prohibited transaction with respect to this account (such as borrowing or 

pledging the account or engaging in any other prohibited transaction as defined in section 4975). 
Article VI 

1. Distributions of funds from this HSA may be made upon the direction of the account owner. 
2. Distributions from this HSA that are used exclusively to pay or reimburse qualified medical expenses of the account owner, his or her 

spouse, or dependents are tax-free. However, distributions that are not used for qualified medical expenses are included in the account 
owner’s gross income and are subject to an additional 20 percent tax on that amount. The additional 20 percent tax does not apply if the 
distribution is made after the account owner’s death, disability, or reaching age 65. 

3. The custodian is not required to determine whether the distribution is for the payment or reimbursement of qualified medical expenses. 
Only the account owner is responsible for substantiating that the distribution is for qualified medical expenses and must maintain records 
sufficient to show, if required, that the distribution is tax-free. 

Article VII 
If the account owner dies before the entire interest in the account is distributed, the entire account will be disposed of as follows: 

1. If the beneficiary is the account owner’s spouse, the HSA will become the spouse’s HSA as of the date of death. 
2. If the beneficiary is not the account owner’s spouse, the HSA will cease to be an HSA as of the date of death. If the beneficiary is the 

account owner’s estate, the fair market value of the account as of the date of death is taxable on the account owner’s final return. For 
other beneficiaries, the fair market value of the account is taxable to that person in the tax year that includes such date. 

Article VIII 
1. The account owner agrees to provide the custodian with information necessary for the custodian to prepare any report or return 

required by the IRS. 
2. The custodian agrees to prepare and submit any report or return as prescribed by the IRS. 

Article IX 
Notwithstanding any other article that may be added or incorporated in this agreement, the provisions of Articles I through VIII and this 
sentence are controlling. Any additional article in this agreement that is inconsistent with section 223 or IRS published guidance will be 
void. 

Article X 
                  This agreement will be amended from time to time to comply with the provisions of the Code or IRS published guidance. 
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