RULES AND CONDITIONS APPLICABLE TO ROLLOVER
GENERAL INFORMATION

A rollover is a way to move money or property from a Medical Savings Account (MSA) or existing Health Savings Account
(HSA) to a Health Savings Account. The Internal Revenue Code (IRC) Limits how many rollovers may be taken, how quickly
rollovers must be completed, and how the Trustee or Custodian must report the transaction. By properly completing this
form you are certifying to the Trustee or Custodian that you have satisfied the rules and conditions applicable to your
rollover and that you are making an irrevocable election to treat the transaction as a rollover.

ROLLOVER
1. Timelines

The funds you receive from a MSA or HSA must be deposited into an HSA within 60 days after you receive them. When
counting the 60 days, include weekends and holidays. There are generally no exceptions to the 60-day rule and the IRS
cannot grant extensions. Receipt generally means the day you actually have the funds in hand. For example, the 60 days
would begin on the day you pick up the check from the Trustee or Custodian or you receive the check in the mail.

2. Twelve-Month Restriction

You are entitled to one distribution per year per HSA which may be rolled over. Twelve (12) months must pass after receipt
of one distribution which you rollover before you may take another distribution from the same HSA to rollover. The focus is
on distributions out of an HSA. An HSA is created by executing a plan agreement, not by depositing a contribution into a
separate investment with an existing MSA or HSA.

You are entitled to rollover the same assets only once in a twelve (12) month period. Twelve (12) months must elapse
between the time you receive a distribution of the assets to be rolled over and the time you receive another distribution of
those same assets for rollover purposes.

For Internal Use Only: Accepting HSA Custodian

Our organization agrees to serve as the new Custodian for the account of the above named individual, and as Custodian, we
agree to accept the assets being transferred.

National Advisors Trust Company, FSB.
P.O. Box 55068

Little Rock, AR 72215

Voice: 888-665-1264

Fax: 501-687-1409

Email: support@myhsatoday.com

Authorized Signature of New Custodian Date

HSA Today DataPath Financial Services 12/2006




IRA/FSA/HRA Transfer Request Form HS&G6

Save today for a healthy future =/ : ™

To request an IRA Transfer to your HSAToday™ Account, please complete this Form and Submit it to:

DataPath Financial Services

c\o National Advisors Trust Company, FSB.
P.O. Box 55068

Little Rock, AR 72215

Voice: 888-665-1264

Fax: 501-687-1409

Email: support@myhsatoday.com

PART I - ACCOUNT HOLDER INFORMATION (PLEASE PRINT)

Name: SSN:

Address:

City: State: Zip:
HSA Today™ Account Number:

Work Phone: Home Phone:

Email:

Mother’'s Maiden Name (Security purposes only): Date of Birth:

PART II — TYPE OF REQUEST

Select All that Apply Follow the Directions Below
I currently have a Health Savings Account with National Advisors Trust and want to do a one-time
IRA Transfer Request: [ transfer from my IRA (Individual Retirement Account).
9 (Proceed to Part III)

I currently have a Health Savings Account with National Advisors Trust and want to transfer my
FSA Transfer Request: O Health FSA Balance to my HSA Today™ Account.
(Proceed to Part 1IV)

I currently have a Health Savings Account with National Advisors Trust and want to transfer my
HRA Transfer Request: O Health Reimbursement Account Balance to my HSA Today™ Account.
(Proceed to Part V)

Note: If you do not have an HSA Account, please complete an HSA Account Application and submit along
with this transfer request form.

HSA 7Today DataPath Financial Services 3/2006



PART I1II. — IRA TRANSFER INFORMATION

This request is for a Trustee-to-Trustee transfer. The monies currently in an Individual Retirement Account (IRA) with another Trustee or
Custodian are to be directly transferred to National Advisors Trust.

CURRENT IRA CUSTODIAN INFORMATION:

Institution Name:

Phone:

Address:

City, State, Zip:

Current IRA Account Number:

Current Custodian Contact Name and
Phone:

TRANSFER INSTRUCTIONS

I , authorize my IRA Custodian
(HSA Account Owner, Please Print Name) (IRA Custodian Name, Please Print Name)

to make a one-time direct transfer from of my IRA to my Health Savings Account Custodian:

Amount to Transfer: $

IMPORTANT: Amount to transfer is limited HSA annual
contribution Limit.

Make a check payable to ("HSA Today™") for the above account and mail to: (Please include a copy of this form)

DataPath Financial Services

c\o National Advisors Trust Company, FSB.
Health Savings Account Department

P.O. Box 55068

Little Rock, AR 72215

PART III. — ACCOUNT HOLDER SIGNATURE

Sign Here for Trustee to Trustee Transfer

I authorize the transfer of the IRA assets in the manner described above, and certify that all of the information provided by me may be
relied upon by the Trustee or Custodian.

Account Holder — Signature Required: Date:

HSA 7Today DataPath Financial Services 3/2006



PART IV. — HEALTH FSA TRANSFER INFORMATION

This request is for a Health FSA transfer. The monies currently in a Health FSA (FSA) with your Employer are to be directly transferred to
National Advisors Trust on your behalf by a check from your Employer.

CURRENT EMPLOYER-SPONSERED HEALTH FSA PLAN INFORMATION:

Employer Name:

Phone:

Address:

City, State, Zip:

HR Contact Name and Phone:

TRANSFER INSTRUCTIONS

I , authorize my Employer
(HSA Account Owner, Please Print Name) (Employer Name, Please Print Name)

to make a one-time direct transfer from of my Health FSA to my Health Savings Account Custodian:

Amount to Transfer: $

IMPORTANT: Amount to transfer is limited to your Health FSA
Balance as of September 21, 2006, or if less, your
Health FSA balance on the date of the transfer.

Make a check payable to ("HSA Today™") for the above account and mail to: (Please include a copy of this form)

DataPath Financial Services

c\o National Advisors Trust Company, FSB.
Health Savings Account Department

P.O. Box 55068

Little Rock, AR 72215

PART IV. — ACCOUNT HOLDER SIGNATURE

Sign Here for Health FSA Transfer

I authorize the transfer of my Health FSA Balance in the manner described above, and certify that all of the information provided by me
may be relied upon by the Trustee or Custodian.

Account Holder — Signature Required: Date:

Employer — Signature Required: Date:

HSA 7Today DataPath Financial Services 3/2006



PART V. — HEALTH REIMBURSEMENT ACCOUNT (HRA) TRANSFER INFORMATION

This request is for a Health Reimbursement Account (HRA) transfer. The monies currently in a HRA with your Employer are to be directly
transferred to National Advisors Trust on your behalf by a check from your Employer.

CURRENT EMPLOYER-SPONSERED HRA PLAN INFORMATION:

Employer Name:

Phone:

Address:

City, State, Zip:

HR Contact Name and Phone:

TRANSFER INSTRUCTIONS

I , authorize my Employer
(HSA Account Owner, Please Print Name) (Employer Name, Please Print Name)

to make a one-time direct transfer from of my Health Reimbursement Account (HRA) to my Health Savings Account Custodian:

Amount to Transfer: $

IMPORTANT: Amount to transfer is limited to your HRA Balance as
of September 21, 2006, or if less, your HRA balance
on the date of the transfer.

Make a check payable to ("HSA Today™") for the above account and mail to: (Please include a copy of this form)

DataPath Financial Services

c\o National Advisors Trust Company, FSB.
Health Savings Account Department

P.O. Box 55068

Little Rock, AR 72215

PART V. — ACCOUNT HOLDER SIGNATURE

Sign Here for HRA Transfer

I authorize the transfer of my Health Reimbursement Account Balance in the manner described above, and certify that all of the
information provided by me may be relied upon by the Trustee or Custodian.

Account Holder — Signature Required: Date:

Employer — Signature Required: Date:

HSA 7Today DataPath Financial Services 3/2006



RULES AND CONDITIONS APPLICABLE TO ROLLOVER
GENERAL INFORMATION

President George W. Bush signed the Health Opportunity Patient Empowerment Act of 2006 on December 20, 2006. The
law, part of the Tax Relief and Health Care Act of 2006, provides new opportunities for health savings accounts (HSA)
participants to build their funds.

HSA provisions of the Act include:

1. One Time rollovers from Health FSAs and HRAs into HSAs through 12/31/2011

Employers can transfer funds from Flexible Spending Arrangements (FSAs) or Health Reimbursement Arrangements (HRAS)
to an HSA. The one time tax free rollover of Health FSA and/or HRA amounts (a Qualified HSA Distribution) is the balance in
the FSA or HRA as of September 21, 2006, or if less, the balance as of the date of the transfer. The provision is limited to
one distribution with respect to each Health FSA or HRA of the individual. The Qualified HSA Distribution is treated as a
rollover contribution for HSA purposes; therefore, it does not decrease the amount that may be contributed to the HAS
during the year.

If an individual does not remain an eligible individual for the 12 months following the month of the contribution, the
transferred amount is included in income and subject to a 10 percent additional tax.

2. One time transfer from IRAs to HSAs

The new rules allow for a one-time contribution to an HSA of amounts distributed from an Individual Retirement
Arrangement (IRA). The contribution must be made in a direct trustee-to-trustee transfer. The IRA transfer will not be
included in income or subject to the early withdrawal additional tax.

Unlike Health FSA/HRA transfers, the IRA transfer is not treated as a rollover contribution. Thus any amounts transferred
from the IRA to the HSA during the year reduce the maximum amount that may otherwise be contributed to the HSA during
the year. Generally, only one transfer may be made during the lifetime of an individual.

If an individual electing the one-time transfer does not remain an eligible individual for the 12 months following the month of
the contribution, the transferred amount is included in income and subject to a 10 percent additional tax.

For Internal Use Only: Accepting HSA Custodian

Our organization agrees to serve as the new Custodian for the account of the above named individual, and as Custodian, we
agree to accept the assets being transferred.

National Advisors Trust Company, FSB.
P.O. Box 55068
Little Rock, AR 72215

Authorized Signature of New Custodian Date

HSA 7Today DataPath Financial Services 3/2006
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Save today for a healthy future ™
HSA 7oday " Expense Detail and Request for Distribution
Name of Account Owner: HSA Account Number:
Address: Social Security Number:
City: Daytime Phone Number:
State: Zip: Date of Birth:
Employer: Date of Death (if applicable):

Check One: O Please enter my receipts in the claims vault. No reimbursement requested. Complete 1, ONLY.
O Please enter my receipts in the claims vault. Yes, reimbursement requested. Complete 1 and 2.
O Reimbursement ONLY, No claims to submit for claims vault at this time. Complete 2, ONLY.
O Send Refund to my Employer.

1 Expense Detail

If this distribution from your HSA is for a Qualified Medical Expense and you want your Plan Service Provider to Certify that the expenses are qualified for

tax filing purposes, then please supply medical expense information below. Use a copy of this form if you need more space.
Receipt Date of Service Patient Name Relationship Provider Description of Amount
Attached Service
O
O
O
O
O
Total

Reason for Distribution (check one) and Payment Instructions

0 Normal Qualified Distribution O withdrawal Excess Contributions & Earnings for Tax Year
[J Non-Qualified Distribution [ close Account and Distribute Remaining Balance
[ Disability [ Death
O withdraw Contribution and send to my Employer O other
Requested HSA Withdrawal: O Mail check to me  (a fee of $1.50 for each check will apply)
[0 Deposit into my personal bank account on file. Route #:
[ | New Account or Change Account:
$ Account #:
[J NO Expense Detail Bank Name: Account Type: [ Checking [ Savings

[J New Expense Detail

Account Holder’s Certification For Disbursement

| certify that this distribution requested from my accounts was incurred by me (and/or my spouse and/or eligible dependents), was not reimbursed by
any other plan, and, to the best of my knowledge and belief, are eligible Section 213(d) medical expenses and should be treated as a Tax-Free
Distribution under my HSA. | will not use the expense reimbursed through this account as deductions or credits when filing my individual income tax
return. Any person who knowingly and with intent to injure, defraud, or deceive any insurance company, administrator, or plan service provider, files a
statement of claim containing false, incomplete or misleading information may be guilty of a criminal act punishable under law.

HSA Owner’s Signhature: Date: / /

Send Request for Disbursements: Fax to: PSP Fax Number Mail to: PSP Mailing Address

DataPath Financial Services 3/2006
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Save loday for a haalthy future =

Distribution Request Form Instructions
(To be completed by Employee)

» Note: If any of the below information changes, DFS will contact the Plan Service
Provider via email or phone.

Completing the Request for Distribution Form

Items that are required to be filled out by the employee are listed below.
Account Holder Information

Name of Account Owner (required)

HSA Account Number (required)

Address (required)

Social Security Number (required)

City (required)

Daytime Phone Number (required)

State (required)

Date of Birth (required)

Zip (required)

0. Date of Death (if applicable)- this needs to be filled in by the spouse or beneficiary of who
withdrawals the money from the account, if the account holder is deceased.

11. Employer (required)

Hoo~NoOhkWNE

Check One

O Please enter my receipts in the claims vault. No reimbursement requested. Complete

1, ONLY.

U Please enter my receipts in the claims vault. Yes, reimbursement requested. Complete
1 and 2.

a Reimbursement ONLY, No claims to submit for claims vault at this time. Complete 2,
ONLY.

O  Send Refund to my Employer (new item added, this is a private account, if the

employer has submitted contributions to an account and they must be removed, the
account holder must request the funds and select this option for it to go back to the
employer. PSP must notify DFS of the issue so we can be sure to verify the
information on the form.)

Expense Detail

Employee can enter expense detail. It is not required for reimbursement.
Employee can enter expense detail without attaching the receipts. This is self-attesting.

HSAtoday™ DataPath Financial Services 3/2006



Employee can enter expense detail and NOT request the full amount in the claims vault.

Reason for Distribution and Payment Instructions

Check one:

o Normal Qualified Distribution

o Non-Qualified Distribution (will not need to fill out Expense Detail)

o Disability

O  Withdraw Contributions and send to my Employer ((new item added, this is a private

account, if the employer has submitted contributions to an account and they must be
removed, the account holder must request the funds and select this option for it to go
back to the employer. PSP must notify DFS of the issue so we can be sure to verify
the information on the form.)

o Death

o Withdrawal Excess Contributions & Earnings for Tax Year (Please make sure to list a tax
year)

o Close Account and Distribute Remaining Balance (this option is no longer
available for selection, only listed to view old claims that were entered as
closed prior to the NEW close account process)

a Other

Enter the Amount Requested for Withdrawal
e Check either
o Mail check to me (a fee of $1.50 for each check will apply)
a Deposit into my personal bank account on file.
o New Account or Change Account
o0 List bank account name, routing number, account number and account type:
checking or savings

Additional Assistance with Payment Options and Expense Detail
Option 1
Employee wants to request funds from HSA account but has not submitted receipts.
e The form can be completed with only the "Requested HSA Withdrawal" amount. No
expenses to enter. If employee marks it as Qualified, they must keep their receipts

themselves in case they are audited.

Option 2

Employee wants to request funds from HSA account with receipts attached.
e Complete request portion and enter expenses in the expense detail section.
e Employee can attach receipts.

e Similar to the process of doing FSA claim processing.

HSAtoday™ DataPath Financial Services 3/2006



o If expenses are entered, the expense can be seen in the claims vault

Option 3
Employee wants to turn in receipts, but do not request an amount.
e Complete expense detail on form but do NOT enter an amount in the “Requested HSA
Withdrawal” section.

e TPA can enter the expense detail without entering a request date or request amount and

release the batch.

e Since the request and the expense are not linked together as in the 125 system, if the
employee decides to request funds at a later date, the TPA does not have to go back and
search for the prior expense detail form in the system and then enter an amount on it. See

option 1 to complete the Request.

Option 4
If the employee has turned in a request amount and for any reason the TPA needs to put the

requested amount on hold. Check the hold checkbox.

o If there is no requested amount or date, the request cannot be put on hold.
o Expenses cannot be put on hold, technically claims vault. If expenses do not meet certification

requirements, the PSP will be able to set a portion of the expense amount ineligible.

Account Holder’s Certification for Disbursement
Please read the information provided, sign and date.

HSAtoday™ DataPath Financial Services 3/2006



HSA CONTRIBUTION 7/ DEPOSIT SLIP

Account Holder Information TAX YEAR TO APPLY (Required)

Name: CHECK $

Social Security Number:

Account Number: O Post Tax DATE: / /

Be sure to include your HSA account number on your check.

Make payable to HSA 7Today & Mail to: DataPath Financial Services
PO BOX 55068
Little Rock, AR 72215

HSA CONTRIBUTION / DEPOSIT SLIP

Account Holder Information TAX YEAR TO APPLY (Required)

Name: CHECK $

Social Security Number:

Account Number: U Post Tax DATE: / /

Be sure to include your HSA account number on your check.

Make payable to HSA7oday & Mail to: DataPath Financial Services
PO BOX 55068
Little Rock, AR 72215

Be sure to include your HSA account number on your check.

ve today for & sttty hture =

HSA CONTRIBUTION / DEPOSIT SLIP

Account Holder Information TAX YEAR TO APPLY (Required)

Name: CHECK $

Social Security Number:

Account Number: U Post Tax DATE: / /

Be sure to include your HSA account number on your check.

Make payable to HSA7oday & Mail to: DataPath Financial Services
PO BOX 55068
Little Rock, AR 72215

DataPath Financial Services 3/2006
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Save today for a healthy future

mySOURCECARD™ ENROLLMENT FORM

S

(Required: Print exactly as you would like it to appear on your card. 21 characters maximum, including spaces)

Date of Birth: |:||:| - |:||:| - Dl:”:”:l Social Security Number: |:“:":| - |:||:| - DDDD

(Required) (Required)

emait adcress: [ JL LI I I IO OO e e e e

(Required for electronic notifications)

O

(Required: 26 characters maximum, including spaces)

<3 I I

(Required: 17 characters maximum, including spaces)

stareprou:|_ [ ] zwcose LI J-LIC L]

(Required) (Required)

prone Number| | ][ J-[ [ [ J-[ LI

(Required)

wothers waiden Name: | [ ][I I L IC I IC I

(Required)

Dependant’s Name: DDDDDDDDDDDDDDDDDDDDD

(Only for additional cards. Additional fees may apply.)

X Date

Enrolling Employee’s Signature * Please read the Agreement before signing
By signing above, I indicate my acceptance of the terms and conditions of this Agreement, as well as receipt of the mySourceCard™ Cardholder
Agreement and acceptance of the terms contained therein.

EMPLOYER INFORMATION - OPTIONAL

Employer's Name:

MYSOURCECARD™ ADDENDUM
myS©OURCE

CARD.

The mySourceCard™, a MasterCard® Debit Card (the “Card”), is offered to you as an additional method of distribution
from your Health Savings Account (“HSA” or “Account”) as indicated in Article IV of the HSA 7oday™ Custodial Account
Agreement. By signing, using, or accepting the Card, you agree that your use of the Card will be governed by the terms
and conditions of this Addendum, the Cardholder Agreement supplied with the Card, and by the terms and conditions of
the HSA 7oday™ Custodial Account Agreement.

How the Card Program Works: As an owner of an HSA, you have been provided the Card for your use of specific purchases. It cannot be used at all
MasterCard acceptance locations. No Cash Access. You agree to save all receipts in the event of an IRS audit and hereby understand that the acceptance of this
Card at a merchant may not make a statement to the qualification of such charge as a Tax-Free distribution from the Account. You agree that the amounts
charged on your Card will be paid by electronic deduction the corresponding amount from your Account, and you authorize such deductions to be made in
accordance with this Agreement. You are responsible for all purchases, including those that exceed the available cash on deposit, excluding Investment Account
Funds, in your Account at the time of purchase. Overdraft fees may apply.

Fees: Your Plan Service Provider will establish the account setup and monthly fees associated with your HSA. Your PSP will establish if such fees will be
deducted from your account, paid by your employer, or paid by you with non-HSA funds.

103.F01.112905_1.01 DATAPATH INC. ©2005 103.X16
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Save today for a healthy future

HSA Debit Card Process

> Listed below is the HSA\Debit Card Process
> Note: If any of the below information changes, DFS will contact the Plan Service Provider via
email or phone.

Completing the Application

Personal Information
Items that are required to be completed by the employee are listed below.

1. Name (required)

Date of Birth (required)

Social Security Number (required)

E-mail address (required for electronic notifications)
Street Address (required)

Phone Number (required)

Mother’s Maiden Name (required)

Dependent’s Name (Only for additional cards. Additional fees may apply)

W N ;AW

Enrolling Employee’s Signature (required)

Employer Information (Optional)

1. Employer’s name (optional)

MYSOURCECARD™ ADDENDUM

For Employee Informational Purposes

Debit Card Application Process

1. Employee receives and completes the application

2. Employee forwards application to TPA

3. Applications are entered into the HSA System (HSA Benefit | Edit | See Debit Card) by the Plan Service
Provider.

4. The TPA will forward the entered application to Card Services via fax (501-687-1460) or mail (Card
Services PO BOX 55028 Little Rock, AR 72215)

5. Card Services will process the applications

6. Nightly the system will automatically update the purse value on an approved card application entry.

7. The balance on the HSA\Debit Card will be the balance that is available in the account holders’ HSA
account. The balance on the debit card does not include the 25.00 minimum HSA Account balance.

8. Example: HSA Balance is listed as $100.00; the balance on the card will be $75.00.

HSAtoday™ DataPath Financial Services 3/2007



Other:
HSA\Debit Card Fees
The TPA will be assessed the following HSA\Debit Card Fees
e $3.00 Setup fee for the first card (1% month)
e $2.00 Setup fee for the second card (1% month)
e $1.50 Monthly fee for each active card (after the first month)
e $5.00 Replacement Card Fee

Please call DFS, at 888-665-1264 or call Card Services at 888-523-4308, if you have any questions.

HSAtoday™ DataPath Financial Services 3/2007



Save today for a healthy

This form authorizes your Plan Service Provider to facilitate regularly scheduled electronic transfer of funds from your personal account on file
with my PSP for contribution to your Health Savings Account (“HSA”).

HSA70oDAY" ACCOUNT HOLDER SCHEDULED POST TAX DRAFT

HEALTH SAVINGS ACCOUNT ELIGIBILITY INFORMATION: In order to establish an HSA, you must be classified as an “Eligible Individual” under
IRC Section 223, its sub-sections and applicable rulings and provisions, collectively called the “Code”. You are eligible for an HSA ONLY if
you can meet the following requirements: (1) you are covered by a high deductible health plan (“HDHP”); (2) you are not covered by another
health plan that is not a HDHP; (3) you are not able to be claimed as a dependent by another taxpayer; (4) you are not entitled to benefits
under Medicare.

General Information

Name: (please print)

Date of Birth: Social Security Number:

Daytime Phone: email address:
Address:

City: State: Zip:

Employer Name:

HSA CONTRIBUTION ELECTION

d | authorize a monthly Post tax contribution of $ to my HSA via EFT (Electronic Funds Transfer) from
the bank account listed below. Please complete bank account information or attach a voided check:

Name of Bank:

Name on Account:
Bank ABA/Route No.:

Bank Account No.:

Q Funding Frequency: (Choose only one)

Q One Time on: / /
Q Monthly beginning on / (month/year) and will continue on a regular monthly schedule on the
o1t or 0 15" of each month until notified by me in writing.

I understand that | must provide at least seven (7) days’ notice in order to facilitate any change in my HSA contribution
schedule.

The monthly contribution amount may not exceed 1/12 of the annual deductible plus any Catch-Up contributions allowed.

Attention MSA or HSA account holders with accounts at other financial institutions, please remember that the total annual contributions to all
accounts may not exceed federally mandated limits.

Required Signature

I hereby authorize DataPath Financial Services to make automatic withdrawals from my personal bank account listed above
to be transferred by EFT (Electronic Funds Transfer) into my Health Savings Account. | understand this HSA contribution
will not be processed until all paperwork is signed and returned to my Plan Service Provider (PSP). | further understand that
I am responsible for all contributions made to my HSA.

Signature: Date:

Plan Service Provider
PSP NAME.......... - ADDRESS - Little Rock, AR 72204

Phone: (000) 000-0000 / Fax: (000) 000-0000 / Web: www.webaddress.com / Email: info@myemail.com

DATAPATH FINANCIAL SERVICES 3/2006
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