
United Healthcare/OPTUM Bank HSA Contribution Designation Form 
 

Employee Name: _______________________________________________________________________ 

Employee Social Security #: ______________________________________________________________ 

Employee Address: _____________________________________________________________________ 

_____________________________________________________________________________________ 

Employee Phone #: _____________________________________________________________________ 

Amount Elected to Contribute to Health Savings Account PER PAYCHECK (bimonthly):  

_____________________________________________________________________________________ 
 

IMPORTANT: 
 
Annual contribution limits set by the government apply. For assistance in calculating contribution levels, 
visit https://www.optumbank.com/customer-support.html. For further contribution strategy advice, call 
OPTUM’s Member Services at 1-800-791-9361. 
 
HSA debit cards and welcome packets are mailed to employees shortly after enrollment is complete. 
Allow until mid-September for delivery. 
 
HSA payroll deductions start with an employee’s first payroll as long as enrollment paperwork is 
processed at least 2 days prior to company’s set payroll date. Note it may take a few days for HSA funds 
contributed through Insperity payroll services to be reflected in an employee’s OPTUM Bank 
HSA account. 

https://www.optumbank.com/customer-support.html
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PLEASE RETURN FORM TO COOPER CONSULTING. THANKS!
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