
Employer HSA Electronic Funds Transfer Form 
Mail or fax completed forms to:
Address:  HealthEquity, A  n: Client Services
                     PO Box 14374 Lexington, KY 40512 
Fax:  520.844.7090

www.healthequity.com 866.382.3510
04-01-30_Employer_HSA_EFT_Form_202306

Authoriza  on for Electronic Funds Transfer

Complete this form if you wish to set up an account to use for electronic funds transfer (EFT) for payments to HealthEquity or for 
reimbursements from HealthEquity.

Instruc  ons:
1. Complete the Required Employer Informa  on sec  on.
2. Complete the Banking Informa  on sec  on.
3. Submit this form and a copy of a voided check to verify banking informa  on
4. Retain a copy of this form.

Required Employer Informa  on
Employer Name Tax ID Number

Person Authorizing Transfers
Name (please print) Signature Date

Banking Informa  on

Financial ins  tu  on:  

9-digit rou  ng number:

Account number:

Form must be accompanied by a copy of a voided or an actual check.
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