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425 YOCTANGEE PARKWAY 
CHILLICOTHE, OHIO  45601 

(740) 775-4250 
 
 
 

HSA Deposit Acceleration Form 
 
Employee Name: ________________________________________________ 
 
Building _________________________________________________________ 
 
Email: __________________________________________________________ 
 
 
I hereby request that the following HSA deposit(s) be accelerated. 
 

 June 
 August 

 
After verification from the health insurance carrier, the Superintendent and/or designee 
shall approve the accelerated payment.  If the health insurance carrier is unable or 
unwilling to provide verification, the employee’s request shall be granted. 
 
Reason for the acceleration request: 
 
_______________________________________________________________ 
 
_______________________________________________________________ 
 
_______________________________________________________________ 
 
 
 Employee Signature: ______________________________ Date _______________ 
 
Superintendent’s Signature __________________________Date _______________ 
 
Treasurer Authorization _____________________________Date _______________ 
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