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Form Instructions: Use this form to designate a beneficiary or beneficiaries to receive your health savings account (HSA) after your
death. This Designation of Beneficiary Form will stay in effect until you submit another valid Designation of Beneficiary Form naming

other beneficiaries or canceling all prior designations. The beneficiary designation(s) you provide on this form will automatically cancel all
previous designations you submitted. Complete this form in accordance with the instructions. Do not cross out, erase, or otherwise change
information you provide on this form. Please note, if you are married and intend to designate a beneficiary other than, or in addition to,
your spouse, your spouse must consent in writing by signing this form. This form must be notarized. Please consult your tax advisor or an
attorney when completing this form, as there may be tax and/or legal consequences to your designation.

Make a copy of this form for your records and send the original to Optum Financial. You will receive a confirmation of your designation once
your form is processed.

Form Submission Checklist:

*  You provide your name and last 4 digits of your Social Security Number on each page that you submit.
*  You print legibly.

*  You sign all pages you complete on the same date.

*  Your spouse reviews and signs the Spousal Consent Section, if applicable.

*  You do not alter this form or any information you provide on it.

*  Your primary beneficiaries’ shares add up to 100%.

«  The shares of contingent beneficiaries, if any, total 100% for each primary beneficiary.

*  The form is notarized.

*  Mail the original to: Optum Financial, P.O. BOX 85960, 6300 Wayne Road, Westland, MI 48185

STEP 1: Account Holder Information
Middle Name:

First Name: Last Name: Date of Birth:

Address: City: State: Zip Code:

Account Number:
(12 digits from
your Welcome Kit
or statement. Not
your card number.)

Social Security Number:
(Only Last 4 Digits Required)

XXX/ XX/ |pwweeomers

STEP 2: Designation of Primary Beneficiaries

First Name

of Primary Date of Birth

Social Security

Beneficiary
(or Trust and
Trustee Name)

Last Name
of Primary
Beneficiary

Address of Primary Beneficiary

(or Trust and Trustee)

(mm/dd/yyyy)

(Creation date, if
Trust)

Number
(TIN, if Trust)

Relationship

Share %

D Spouse

] other Individual
] Trust

D Spouse

Other Individual
Trust

D Spouse
Other Individual
Trust

D Spouse
Other Individual
Trust

Spouse
Other Individual
Trust
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Total Share %:

Step 3: Continued on Next Page
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STEP 3: Designation of Contingent Beneficiaries

Do not complete this section if you are not naming contingent beneficiaries. You may designate one or more contingent beneficiaries for

each primary beneficiary you name. The contingent beneficiary[ies] you name will receive the portion of the HSA that you designated for
a specific primary beneficiary who dies before you. Each contingent beneficiary must be linked to a primary beneficiary. You cannot link a
contingent beneficiary to another contingent beneficiary.

Contingent to
First Name of which' p_rimary
Contingent Date of Birth beneflma_ry?
Beneficiary Last Name of Address of Contingent (mm/dd/yyyy) Social Security (Enter ) P rimary
(or Trust and Contingent Beneficiary (Creation date, if | Number Beneficiary Share
Trustee Name) Beneficiary (or Trust and Trustee) Trust) (TIN, if Trust) Name) Relationship %

DSpouse
[Jother Individual
Trust

D Spouse

[Jother Individual

[Jrust
DS ouse
p

[other Individual

DTrust
D Spouse
p

O other Individual

|:| Trust

Total Share %: 0

STEP 4: Account Holder Signature

| certify that | am the named Account Holder of the above-referenced health savings account (“HSA”). By signing below, | certify that the
information contained on this Beneficiary Designation Form is true and correct. Upon my death, all funds remaining in my HSA should
be paid to the beneficiaries named on this form, unless superseded by a subsequent beneficiary designation properly executed by me. If
my spouse is a named beneficiary, my spouse may choose to continue the HSA in his or his name, subject to Custodian’s approval. For
any non-spouse beneficiary, the HSA terminates as of the date of my death. If | am naming beneficiaries other than, or in addition to my
spouse, state law may require my spouse’s consent. | understand that | should consult an attorney or tax advisor before designating any
beneficiaries. | certify that this beneficiary designation satisfies all legal requirements under applicable law. On behalf of myself, the
designated beneficiary(ies), my heirs and my estate, | hereby indemnify the Custodian of my HSA, its agents or affiliates harmless from
and against any and all claims, damages, liabilities and costs (including attorney’s fees) arising as a result of the Custodian’s payment of
my HSA funds under the terms of this Beneficiary Designation.

First Name: Middle Name: Last Name: Social Security Number:
(Only Last 4 Digits Required)

Account Holder Signature: Date:

STEP 5: Spousal Consent (if applicable)

If you designate a beneficiary other than or in addition to your spouse, certain state laws may require your spouse to consent to that bene-
ficiary designation. Consult your attorney or tax advisor for further information.

| certify that | am the spouse of the above-referenced Account Holder. | hereby consent to the designation of beneficiary(ies) as identified
above. | relinquish any interest | may have in the HSA funds in accordance with the above-named beneficiary designation.

First Name of Spouse: Last Name of Spouse:
(Printed) (Printed)
Signature of Spouse: Date:

How to Submit:
Please upload the completed, signed and notarized form as a PDF document to: https://forms.optumfinancial.com OR mail EEE
the completed, signed and notarized form to: Optum Financial, P.O. BOX 85960, 6300 Wayne Road, Westland, M| 48185

HSAs are individual accounts offered or administered by ConnectYourCare, LLC, a subsidiary of Optum Financial, Inc.
© 2021 Optum, Inc. All rights reserved. 136692-032021
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STEP 6: Confirm Account Holder Information for Notarization

First Name: Middle Name: Last Name:

Social Security Number:

(Only Last 4 Digits Required) X X X / X X /

Notary Information

This area is reserved for notarization.

HSAs are individual accounts offered or administered by ConnectYourCare, LLC, a subsidiary of Optum Financial, Inc.

© 2021 Optum, Inc. All rights reserved. 136692-032021 Ei X
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Discrimination is Against the Law

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat
them differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free
aids and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters and written
information in other formats (large print, audio, accessible electronic formats, other formats). Premera provides free language services to
people whose primary language is not English, such as qualified interpreters and information written in other languages. If you need these
services, contact the Civil Rights Coordinator. If you believe that Premera has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a grievance with:
Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592,
TTY: 711, Email AppealsDepartmentinquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help
filing a grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.nhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence
Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html. You can also file a civil rights complaint with the Washington State Office of the Insurance
Commissioner, electronically through the Office of the Insurance Commissioner Complaint Portal available at
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at 800-562-6900, 360-586-0241 (TDD).
Complaint forms are available at https:/fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

Language Assistance
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 800-722-1471 (TTY: 711).
AR OREERERE P G BIESE SRR - 552 800-722-1471 (TTY = 711) -
CHU Y: Néu ban néi Tiéng Viét, ¢o cac dich vu ho trer ngdn ngtr mién phi danh cho ban. Goi s6 800-722-1471 (TTY: 711).
F: =0 E MEBotAlE 2, A0 X MEIAE 222 080t = ASLICH 800-722-1471 (TTY: 711) HHO 2 Matoh FAA L.
BHWMAHWE: Ecnm BbI roBOpUTE Ha PYCCKOM S13bIKE, TO BaM AOCTYMHbI DecnnatHble ycnyru nepesoga. 3soHute 800-722-1471 (teneTaitn: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 (TTY: 711).
YBATA! fKL10 B/ PO3MOBAAETE YKPAIHCbKOIO MOBOIO, BU MOMKETE 3BEPHYTUCA A0 HE3KOLITOBHOI C/TY*KOM MOBHOT NiATPUMKN.

TenedoHyiite 3a Homepom 800-722-1471 (teneTaiin: 711).
Ut 1IGuSMERSuNW Manisl N ESWiRsmMan INWESSS WL SHOSESUNUUTHESY GI 100 §00-722-1471 (TTY: T11)4
AEZE  BAEZEINGGE, BHOSEIREZCARAVEETET, 8007221471 (TTYT11) £T, BEEICTIERCLEL,
TNFOF; 0715t IR ATICE Pt PRCH® ACAF RCEFTE (1R ALIHPT HHOEHPA: OL “UntAD- ¢ RO 800-722-1471 (009t AtAGF@- T11),
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711).
(711 68015 aall e o)) 800-722-1471 @ docall lanalls el ) 553 &, salll Sac lusall cland ()l Arlll S0 Ziaati S 1)) Al sale
fimrs foB: 7 3t st 852 J, 3T 3 R A3 AT 393 B8 He3 QussEY J1 800-722-1471 (TTY: 711) '3 'S 3
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 800-722-1471 (TTY: 711).
WW0990L: 1799 WedIWIZY 299, NMLINMVgoecHGWWIZ, Loetcdyan, cuniwenloivin. tns 800-722-1471 (TTY: 711).
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele 800-722-1471 (TTY: 711).
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711).
UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer 800-722-1471 (TTY: 711).
ATENCAOQ: Se fala portugués, encontram-se disponiveis servios linguisticos, gratis. Ligue para 800-722-1471 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia I'taliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-722-1471 (TTY: 711).
80 ol 800-722-1471 (TTY: 711) L 28l (o pal g L (5 Il ) gy (i) 0t e oo KSR aJlb () 40 R iAo g
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