








Adoption Agreement / Employee Signature

�$�V���R�I���W�K�H���H�I�I�H�F�W�L�Y�H���G�D�W�H���R�I���P�\���+�6�$���&�R�Q�W�U�L�E�X�W�L�R�Q���(�O�H�F�W�L�R�Q�����,���F�H�U�W�L�I�\���W�K�D�W���,���D�P���D�Q���³�(�O�L�J�L�E�O�H���,�Q�G�L�Y�L�G�X�D�O�´���D�V���G�H�¿�Q�H�G���E�\��
the Code and do hereby elect a Health Savings Account in accordance with Section 223 and Section 125 of the 
Internal Revenue Code.  I understand this request will not be processed until all paperwork is completed, ac-
cepted and approved by my employer.  I further understand that I am responsible for all contributions made to my 
HSA and that DataPath Administrative Services, Inc. is facilitating but not initiating the contribution. 

This application is for the establishment of my individually owned Health Saving Account at the custodian dis-
played below. The information on this application is true and accurate to the best of my knowledge and I submit 
this form with full understanding and acceptance of the provisions contained within the Custodial Account Agree-
ment, HSA Terms and Conditions Statement and the HSA Disclosure Statement. I also acknowledge that the 
Plan Service Provider (PSP) indicated on the bottom of this form is authorized to perform transactions on my 
account and all such transactions initiated by the PSP should be treated as if initiated directly by me, the Ac-
�F�R�X�Q�W���+�R�O�G�H�U�����,���D�P���F�X�U�U�H�Q�W�O�\�����R�U���Z�L�O�O���E�H���X�S�R�Q���W�K�H���G�D�W�H���R�I���P�\���¿�U�V�W���F�R�Q�W�U�L�E�X�W�L�R�Q�����D�Q���H�O�L�J�L�E�O�H���L�Q�G�L�Y�L�G�X�D�O���D�V���G�H�V�F�U�L�E�H�G��
in the Custodial Account Agreement.  I understand that maintaining my eligibility is my responsibility and that the 
custodian will assume that all contributions are made while I am eligible to do so.  I am currently, or will be upon 
�W�K�H���G�D�W�H���R�I���P�\���¿�U�V�W���F�R�Q�W�U�L�E�X�W�L�R�Q�����F�R�Y�H�U�H�G���E�\���D���+�L�J�K���'�H�G�X�F�W�L�E�O�H���+�H�D�O�W�K���3�O�D�Q���W�K�D�W���P�H�H�W�V���W�K�H���T�X�D�O�L�¿�F�D�W�L�R�Q�V���G�H�W�D�L�O�H�G��
in the Custodial Account Agreement.

*Signature of Account Holder:_______________________________________Date:_____________________

HSA Appl icat ion & Salary Reduct ion Agreement cont.

mySourceCard® Debit Card

o I hereby request a mySourceCardTM MasterCard® debit card as an alternate distribution method from
     my HSA account. I understand that additional fees may apply. (See Article IV of the Custodial Account  
     Agreement for terms of usage.) Print exactly as you would like it to appear on your card. 21 characters 
     maximum, including spaces. If additional cards are needed, please include a separate sheet(s).

Name on 1st Card: �Q �Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q
Name on 2nd Card: �Q �Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q�Q

Custodian Plan Service Provider

National Advisors Trust Company, FSB 
�������������/�R�Z�H�O�O���$�Y�H�Q�X�H�����6�X�L�W�H�������������‡�����2�Y�H�U�O�D�Q�G���3�D�U�N�����.�6������������

DataPath Administrative Services, Inc.
Serial Number: ������������������������
�����������:�H�V�W�S�D�U�N���'�U�L�Y�H�����6�X�L�W�H�������‡���/�L�W�W�O�H���5�R�F�N�����$�5������������
�:�H�E�����Z�Z�Z���L�G�S�D�V���F�R�P���‡���(�P�D�L�O�����L�Q�I�R�#�L�G�S�D�V���F�R�P
�3�K�R�Q�H�����������������������������������‡���)�D�[��������������������������������

DataPath, Inc.©2007 102.F01.042007_1.01

HDHP Information

�&�R�Y�H�U�D�J�H���'�D�W�H���B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B���&�K�H�F�N���2�Q�H��������o   Single Coverage       o   Family Coverage      

The employee’s election of the Health Savings Account Contribution is accepted as of the date shown below.

*Authorized Signature:_____________________________________________Date:_____________________

Employer Signature
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Manage your Claims with In-Network Providers
In the following example, a simple 3-day stay at an In-Network hospital is compared to the same stay at 
an Out-of-Network facility. Network discounts and Balance Billing makes a significant difference to your 
pocketbook.  
The following example assumes a 3-day in-patient hospital stay with billed charges of $12,000 for a member 
on the ARHealth Plan with Employee-Only coverage.

In-Network Hospital Out-of-Network Hospital

Billed Charges $12,000 $12,000

Allowed Charges $3,600 $3,600
Less Member Deductible ( $0 ) ($1,000)
Less Member Co-payment ( $250 ) ( $0 )
Less Member Co-Insurance ( $335 ) ( $1,040 )

ARHealth Plan’s Payment $3,015 $2,560

Total Member’s Responsibility

$585 
including co-payment and 

co-insurance

$9,440 
including deductible, co-

insurance, and balance of billed 
charges

In the above example, an ARHealth Member is responsible for only $585 for the stay at an In-Network hospital 
but $9,440 for the same stay at an Out-of-Network hospital.

Understanding your EOB
Every member will receive an EOB (Explanation of Benefit) after a medical service such as an office visit or 
hospital stay. It is very important that you understand your EOB and review it for accuracy. Your EOB will list the 
provider, dates, description and charges associated with your service. If you have questions or you have not 
received services from the provider listed on the date of service, please contact your Benefit Coordinator.

Only YOU can control Rising Claims!

Self F unded

Explanation of Benefits
This is not a bill

SUBSCRIBER NAME	 PATIENT’S NAME           RELATIONSHIP	    I.D. NUMBER  	           GROUP NAME	 GROUP 
NUMBER
John Doe			   Jane Doe		             Spouse	                    0075622002	           AR State Emp/Act	 001001
CLAIM DETAIL INFORMATION
Date Received: June 29, 2007			   Date Processed: July 11, 2007
Claim Number: 050820T110086		  Provider of Service: C Dale Johnson, MD		 Provider Number: 51998-8887

Date of 
Service 
From/Thru

Type of Service Billed
Amount

Allowed
Amount

Non-cov-
ered
Amount

Deductible
Amount

Copay-
ment
Amount

Coinsur-
ance
Amount

Primary 
Payer
Amount

Provider
Adjust-
ment
Amount

Provider
Payment

6/18/07-
6/18/07

Physician Visit -
Office or Other (1)

30.00 23.09 0.00 0.00 0.00 0.00 0.00 11.53 18.47

6/18/07-
6/18/07 Pathology (1) 30.00 15.30 0.00 0.00 0.00 0.00 0.00 14.70 15.30

Claim Totals 60.00 38.39 0.00 0.00 0.00 0.00 0.00 26.23 33.77

Did you visit the doctor or have any 
services done that day?

Did they do what they indicate?

Did you see this 
provider?

*Above example is not indicative of costs/discounts and is for illustration purposes only.
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