
   
PO Box 66189 

  Virginia Beach, VA 23466 

 

SHP_CMR_MEM_FORM_240011 HSA 

Health Savings Account (HSA)/Sentara HSA enrollment form 

 
Employer name: __________________________________________________ 

 

HSA selection 

HSA administration – If you have chosen an HSA eligible high deductible plan offered through your employer, 
you are eligible to establish a Health Savings Account (HSA).  
HealthEquity® is Sentara Health Plans’ preferred vendor for HSA account administration. Do you want to 
establish an HSA account? 

☐  Yes, please do establish an HSA account for  
me with HealthEquity  

☐  No, please do not establish an HSA account for  
me with HealthEquity 

HSA effective date:                                                  HSA termination date:                                                         

Personal information 

 
First name:                                                  Last name:                                                  Middle:                      
 
Date of birth:                                               Social security number:                                         Gender: ☐ F ☐ M                   
 
Street address: _________________________________________________________________________  
 
City:                                                  State:                                                Zip:                        
 
Mailing address (if different): _______________________________________________________________  
 
City:                                                  State:                                                Zip:                        
 
Contact phone:                                         Email:                                                                   (for statements and notices) 
 
Insurance coverage effective date:                                                                Coverage type: ☐ Single ☐ Family                   

Signature 

 
                                                                                                                                                                            
Print name                                   Signature                                                            Date        

 
Please submit your completed form to Sentara Health Plans at the address listed above.  
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