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	Contact Information

	*Name of Employer – If sponsored through an employer, otherwise enter “Individual”

     
	 *Social Security #

      

	*Last Name

     
	*First Name

     
	M.I.

 
	 *Home Phone # (area code)

      
	 Work Phone # (with area code)

      

	*Street Address

     
	 *City

      
	*State 

  
	*Zip

     

	Expense Information

	Service Date
	Amount
	Service Date
	Amount
	Service Date
	Amount

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	Total
	     

	I hereby request reimbursement for the expenses listed above.  I understand that I am responsible for deciding whether or not the health care expenses listed above qualify for favorable tax treatment and that I should retain supporting documentation for these expenses should the IRS conduct an audit on my account.  In addition, I understand that, if the reimbursements for the expenses listed above are not for qualified medical expenses, I may be subject to income tax and/or penalties.

	*Select Disbursement Method:

 FORMCHECKBOX 
  I elect to receive my reimbursement by check.
 FORMCHECKBOX 
  I elect to have my reimbursement deposited according to my election on the Direct Deposit Form for Health Savings Account (HSA) Reimbursement.

	Excess Contribution Information 

Complete this section only if requesting reimbursement of excess contributions.

	Tax Year of Contribution

     
	Amount

     

	I hereby request reimbursement of excess contributions applicable to the tax year indicated above. I understand that these excess contributions are not deductible on my federal income tax return. Any earnings associated with this contribution will also be returned.

	*Signature of Account Holder
	Date of Submission

     


	* Required field

	Website:      
Phone:      
Fax: (888) 824-3868


�





Health Savings Account (HSA) Reimbursement and�Disbursement Request 





Please use this form to submit requests for reimbursement and disbursement.��Fax to the number below or mail completed forms to: 


Wells Fargo Health Benefits Services, 381 East Broadway #110, Salt Lake City, UT 84111
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