
HEALTH SAVINGS ACCOUNT
ROLLOVER CERTIFICATION

Questions? Call Member Services at 1-866-999-2605.

Send via secured email only: 
mymoneybcbsvt.documents@hellofurther.com

Fax to:
866-231-0214

Mail to:
PO BOX 860684
Minneapolis, MN 

55486-0684

Account Holder Information (please print) Spending Account ID #

Last Name First Name Middle Initial

Street Address

 City State ZIP

Email address

S A

Social Security # (if SA# is not known)

Daytime Phone

Rollover Information

A rollover moves assets from one account to another. You can make a rollover from:

• an HSA to a HSA
• an MSA to a HSA
• an MSA to an MSA

You can rollover part or all of the assets in an account. A rollover differs from a transfer in that when you request a transfer, 
the assets are moved directly from the current custodian to the new custodian. When you perform a rollover, the amount you 
specify will be distributed to you in cash.

You must deposit the rollover in another account within 60 calendar days after you receive the distribution. The IRS allows one 
rollover transaction per account per year. Once designated, a rollover contribution is irrevocable.

l I wish to make a single rollover contribution by check (Please make checks payable to Further).

Amount: $_________________________________________

l I wish to initiate a one-time pull from the account I have indicated on the reverse side of this form.

l I wish to initiate a one-time pull from the existing bank account on file at Further, bank account number: ___________

Amount: $_________________________________________

Account Holder Signature

I am fully resposible for any taxes or losses that I incur due to this rollover.

I declare this rollover of $ ________________ to be an irrevocable rollover contribution.

_____________________________________________ ___________________________________________
Account Holder Signature Date

Overnight:
Lockbox 860684

1200 Energy Park Dr
St Paul, MN 
55108-0684

HealthEquity, Inc. is an IRS approved non-bank trustee administrator providing HSA custodial services on behalf of Blue Cross Blue Shield of Vermont to its members. An 
Independent Licensee of the Blue Cross and Blue Shield Association.



Authorization for Electronic Transfer of Funds

To begin the electronic transfer of funds, please complete the following:

l checking or l savings account

Name of member (please print):  _____________________________________________________________________

Spending Account ID or Social Security Number:  _________________________________________________________

Employer’s Name (if applicable):  _____________________________________________________________________

Bank name:  ____________________________________________________________________________________

Bank telephone number:  ___________________________________________________________________________

Bank ABA Routing Number: __ __ __ __ __ __ __ __ __
(The ABA routing number is the nine-digit number located in the bottom left corner of your check or deposit slip)

Bank Account Number:  ____________________________________________________________________________

Signature of Bank Account Holder __________________________________________  Signature Date: _____________

Please allow 10-15 business days from the date this form is received by Further for your request to be processed.

X22503R02 (10/20) 
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