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Henderson State Bank

e Approximately ten business days after we receive your application, you will receive a
welcome letter from HSA Nebraska/Henderson State Bank with your account number and
proper disclosures.

e All accounts receive a debit card for your qualified HSA distributions. Cash withdrawal at
ATM machines from the HSA account is not allowed.

e The debit card and PIN number will arrive separately approximately 10 - 14 days after
approval of application.

Please fill out the HSA forms completely and provide all signatures requested.

The following items must be enclosed to ensure timely processing:

[ ] Copy of the drivers license of each person who will be signing on the account as
required by the Patriot Act
[ ] Completed W-9 Form

[ ] Completed W-9 Form for Secondary (authorized) signers, plus secondary |D

[ ] Copy of a secondary ID. Acceptable IDs include Passports, Government IDs,
Credit Cards, Bank Cards, or a Birth Certificate. For complete list visit
http://www.hsanebraska.com/ID-types.pdf

[ ] Opening HSA contribution check payable to: Name of Account Holder
[ JHSA account setup check of $20 made payable to: Henderson State Bank

Return forms and checks to:

Henderson State Bank Henderson State Bank
HSA Nebraska HSA Nebraska

P.O. Box 605 P.O. Box 189
Henderson, NE 68371 York, NE 68467

Customer Identification Program
IMPORTANT INFORMATION ABOUT PROCEDURES FOR OPENING A NEW ACCOUNT:

To help the government fight the funding of terrorism and money laundering activities, Federal law requires all financial institutions to obtain, verify, and
record information that identifies each person who opens an account. What this means for you: When you open an account, we will ask for your name,
address, date of birth, and other information that will allow us to identify you. We may also ask to see your driver's license or other identifying
documents.
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HSA NEW ACCOUNT FORM

HSA ACCOUNT HOLDER

Name, as printed on Driver’s License

Street Address City State Zip
Mailing Address City State Zip
Drivers License Number State Expiration Date

Day Phone Cell Phone

Employer Occupation Phone

E-Mail Address (Stays in-house, never given out)

Date of Birth Social Security Number

| state that | have a Qualified High Deductible Health Plan (QHDHP) with Insurance
My policy deductible is $ Maximum Out of Pocket $

Effective Date lhavea [Jsingle []family policy.

HSA contributions: Year Opening contribution $ Catch-up contribution $

*Yearly maximum contribution for individuals is $4,400 for 2026
Yearly maximum contribution for a family is $8.750 for 2026

**You may add the “catch up contribution” to these numbers if you qualify. If you are 55 or older at any time in 2026,
you may add an additional $1000 for 2026 and beyond.

Please check below if it is applicable. Transfers from an existing hsa account (trustee to trustee transfer) require a separate form (see
HSA forms/Rollover) and a copy of your latest statement from that institution. Rollovers mean you have actually taken possession of
the funds from a previous account.

I wish to do the following:
[] Trustee to Trustee transfer—please include statement from current account—transfers require 70-day processing
[] Rollover: | understand that | am only allowed one rollover in a 12-month period.

PLEASE COMPLETE BELOW IF YOUR EMPLOYER IS CONTRIBUTING ON YOUR BEHALF:

Employer Contribution $ Employer Name

Employer
Address

[] Rollover: | understand that | am only allowed one rollover in a 12-month period. [ ]  Trustee to Trustee transfer [_]



ADDITIONAL HSA ACCOUNT SIGNER: | hereby designate this individual as an additional signer with Power of Attorney
over my HSA.

First Mi Last
SSN Date of Birth
Drivers License Number State Expiration Date

Additional debit card YES [_] NO []

Signature of additional signer with Power of Attorney Date

BENEFICIARY(IES) SEE TERMS OF WILL[ ] (If you have a will, check here)

At the time of my death, the primary beneficiaries named below will receive my HSA assets. If all of my primary beneficiaries die before me,
the contingent beneficiaries named below will receive my HSA assets. In the event a beneficiary dies before me, such beneficiary’s share will be
reallocated on a pro-rata basis to the other beneficiaries that share the deceased beneficiary's classification as a primary or contingent
beneficiary. If all of the beneficiaries die before me, my HSA assets will be paid to my estate. If no percentages are assigned to beneficiaries, the
beneficiaries will share equally. If the percentage total for each beneficiary classification does not equal 100 percent, any remaining percentage
will be divided equally among the beneficiaries within such class. This designation revokes and supercedes all earlier beneficiary designations which
may apply to this HSA.

Primary Beneficiary(ies)

Name Address SSN Relationship DOB
Percentage
%
%
%
%
%

Information for spouse: | am the spouse of the HSA owner. Because of the significant consequences associated with giving up my interest in the HSA,
the custodian has not provided me with legal or tax advice, but has advised me to seek tax or legal advice. | acknowledge that | have
received a fair and reasonable disclosure of the HSA owner's assets or property, including any financial obligations for a community property
state. In the event | have a legal interest in the HSA assets, | hereby give to the HSA owner such interest in the assets held in this HSA
and consent to the beneficiary designation set forth in this form.

If married signature of spouse Date

[] Iam single

If this HSA is being established with a regular contribution, | certify that | am covered by a qualified high deductible health plan (HDHP), and that |
am not covered by a health plan other than an HDHP that provides any of the same benefits as an HDHP. If this HSA is being established with a
rollover or transfer contribution, | certify that the rollover or transfer assets are from another HSA or Archer Medical Savings Account (MSA).
| certify that the information provided by me on this Application is accurate, and that | have received a copy of the Health Savings Custodial
Account, and Disclosure Statement. | agree to be bound by the terms and conditions found in the Application, Health Savings Custodial Account,
Disclosure Statement, and amendments thereto. | assume sole responsibility for all consequences relating to my actions concerning this HSA. |
understand that | may revoke this HSA on or before seven (7) days after the date of establishment. | have not received any tax orlegal advice
from the custodian, and | will seek the advice of my own tax orlegal professional to ensure my compliance with related laws.

I release and agree to hold the HSA custodian harmless against any and all claims or losses arising from my actions. Henderson State Bank P.O.
Box 605, Henderson, NE 68371

Order debit card Yes [_] No []

Signature of HSA account holder Date
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Health Savings Account
Custodial Agreement

The depositor whose name appears on the attached Application is establishing a Health Savings Account (HSA) under Section 223(a) of the Internal
Revenue Code

(“Code”) for the purpose of paying qualified medical expenses, as defined under Section 223(d)(2) of the Code, of the Depositor. The Depositor has
assigned the custodial account the sum indicated on the Application.

ARTICLE |

The Custodian may accept additional cash contributions on behalf of the Depositor for the tax year. The total cash contributions are limited to the
maximum allowed under Section 223(b) of the Code for the tax year unless the contribution is a rollover contribution described in Section 223(f)(5) of the
Code.

ARTICLE Il
The Depositor’s interest in the balance in the custodial account is non-forfeitable.
ARTICLE 11l

No part of the Custodial Funds may be invested in life insurance contracts, nor may the assets of the Custodial account be commingled with other
property, except in a common trust fund or common investment fund.

ARTICLE IV
If the Depositor dies before his or her entire interest is distributed to him or her, the entire remaining interest will be disposed of as follows:
1. If the beneficiary is the Depositor's spouse, the HSA shall become the spouse’s HSA as of the date of death.

2. If the beneficiary is not the Depositor's spouse, the HSA shall cease to be an HSA as of the date of death, and the fair market value of the
account shall be taxable to the beneficiary (or the estate) in the taxable year which includes such date.

ARTICLE V

1. The Depositor agrees to provide the Custodian with information necessary for the Custodian to prepare any reports required by the Code and
related regulations.

2. The Custodian agrees to submit any reports to the Internal Revenue Service and the Depositor prescribed by the Internal Revenue Service.
ARTICLE VI

This Agreement will be amended from time to time to comply with the provisions of the Code and related regulations. Other amendments may be made
with the consent of the HSA Holder whose signature appears on the Application and the Custodian.

ARTICLE VII

1. Definitions: In this part of the Agreement (Article VII), the words “you” and “your” refer to the Depositor. The Depositor is the person who
establishes the custodial account. The words “we,” “our,” and “us” refer to the Custodian. The Custodian must be a bank, as defined in Section 408(n),
insurance company, or other person who has the approval of the Secretary of the Treasury to act as Custodian. The word “Code” means the Internal
Revenue Code.

2. Notices and Changes of Address: Any required notice regarding this HSA will be considered effective when we mail it to the last address of
the intended recipient which we have in our records. Any notice to be given to us will be considered effective when we actually receive it. You must
notify us of any changes of address.

3. Representations and Responsibilities: You represent and warrant to us that any information you have given or will give us with respect to this
Agreement is complete and accurate. Further, you agree that any directions you give us, or any action you take will be proper under this Agreement,
and that we are entitled to rely upon any such information or directions. We shall not be responsible for losses of any kind that may result from your
directions to us or your actions or failures to act, and you agree to reimburse us for any losses we may incur as a result of such directions, actions or
failures to act. We shall not be responsible for any penalties, taxes, judgments or expenses you incur in connection with your HSA. We have no duty to
determine whether your contributions or distributions comply with the Code, regulations, rulings, or this Agreement.



4. Service Fees: We have the right to charge an annual service fee or other designated fees (e.g., a transfer, withdrawal or termination fee) for
maintaining your HSA. In addition, we have the right to be reimbursed for all reasonable expenses we incur in connection with the administration of your
HSA. We may charge you separately for any fees or expenses, or we may deduct the amount of the fees or expenses from the assets in your HSA, at
our discretion. We reserve the right to charge any additional fee upon thirty (30) days notice to you prior to the date that the fee will become effective.

5. Investment of Amounts in the HSA: Your HSA assets shall be invested in a Henderson State Bank Health Savings Account, and shall be
subject to any and all restrictions or limitations, direct or indirect, which are imposed by or flow from the bylaws of our organization, and all Federal and
State laws and regulations which apply to us.

6. Beneficiaries: You may designate one or more person(s) or entity(ies) as beneficiary(ies) of your HSA. This designation can only be made on
a form prescribed by us, and it will only be effective when it is filed with us during your lifetime. Unless specified otherwise in writing by you, each
beneficiary designation you file with us will cancel all previous ones. The consent of a beneficiary shall not be required for you to revoke a beneficiary
designation. If you do not designate a beneficiary, your estate will be the beneficiary.

7. Termination: Either party may terminate this Agreement at any time by giving written notice to the other. We can resign as Custodian at any
time effective thirty (30) days after we mail written notice of our resignation to you. Upon receipt of that notice, you must make arrangements to transfer
your HSA to another financial organization. If you do not complete a transfer of your HSA within thirty days from the date we mail the notice to you, we
have the right to transfer your HSA assets to a successor HSA custodian or trustee that we choose in our sole discretion, or we may pay your HSA to
you in a single sum. We shall not be liable for any actions or failures to act on the part of any successor custodian or trustee, nor for any tax
consequences you may incur that result from the transfer or distribution of your assets pursuant to this Section.

If this Agreement is terminated, we may hold back from your HSA a reasonable amount of money that we believe is necessary to cover any one or more
of the following:

. Any fees, expenses or taxes chargeable against your HSA;
. Any penalties associated with the early withdrawal of your HSA.

If our organization is merged with another organization (or comes under the control of any Federal or State agency), or if our entire organization (or any
portion which includes your HSA) is bought by another organization, that organization (or agency) shall automatically become the trustee or custodian of
your HSA, but only if it is the type of organization authorized to serve as an HSA trustee or custodian. If we fail to comply with certain Treasury
regulations, or we are not keeping the records, making the returns, or sending the statements that are required by forms or regulations, the IRS may,
after notifying you, require you to substitute another custodian or trustee.

8. Amendments: We have the right to amend this Agreement at any time. Any amendment we make to comply with the Code and related
regulations does not require your consent. You will be deemed to have consented to any other amendments unless, within thirty (30) days from the date
we mailed the amendment, you notify us in writing that you do not consent.

9. Withdrawals: All requests for withdrawal shall be in writing on a form provided by or acceptable to us, or by Visa Check Card if use of this
option is authorized in the Application. The method of distribution must be specified in writing. The tax identification number of the recipient must be
provided to us before we are obligated to make a distribution. Any withdrawals shall be subject to all applicable tax and other laws and regulations,
including possible early withdrawal penalties and withholding requirements.

10. Transfer from Other Plans: We can receive amounts transferred to this HSA from the custodian or trustee of another HSA  or Medical Savings
Account. However, we also reserve the right to refuse any transfer.

11. Liquidation of assets: We have the right to liquidate assets in your HSA if necessary to make distributions, or to pay fees, expenses, or taxes
properly chargeable against your HSA. If you fail to direct us which assets to liquidate, we will decide in our complete and sole discretion, and you agree
not to hold us liable for any adverse consequences that result from our decision.

12. Restrictions on the Fund: Neither you nor any beneficiary may sell, transfer or pledge any interest in your HSA in any manner whatsoever, except
as provided by law or this Agreement. The assets in your HSA shall not be responsible for the debts, contracts or torts of any person entitled to
distributions under this Agreement.

13. Applicable Law: This Agreement is subject to all applicable Federal and State laws and regulations. If it is necessary to apply any State law to
interpret and administer this Agreement, the law of our domicile shall govern. If any part of this Agreement is held to be illegal or invalid, the remaining
parts shall not be affected. Neither your nor our failure to enforce at any time or for any period of time any of the provisions of the Agreement shall be
construed as a waiver of such provisions, or your right or our right thereafter to enforce each and every such provision.

We shall not be liable to you for any losses, damages, costs, penalties, or expenses you incur as a result of your employer’s failure to make the
contributions to your HSA required under your employer’s health plan. We are not responsible for monitoring your employer’s contributions to your HSA,
or notifying you of your employer’s contributions. You are responsible for contacting your employer regarding its contributions and monitoring those
contributions. We will provide monthly statements to you. We shall not be liable to you for any statements, representations, actions or inactions of any
insurance agent or agency that sold you an insurance plan in connection with your HSA. An insurance agent or agency is not our partner, agent,
affiliate, representative or co-venture.



