SPRINGBORO COMMUNITY CITY SCHOOLS
HEALTH SAVINGS ACCOUNT 

HARDSHIP REQUEST
This form is to be completed by a district employee in need of a hardship loan in the amount of their anticipated Health Savings Account contributions for the remainder of the calendar year. The intent of the loan is to provide additional HSA funds to those employees who encounter unexpected medical expenses which cannot be placed on a payment plan. The employee must demonstrate through documentation extreme hardship or exigent circumstances.  Please complete this form and submit to the Office of the Treasurer, along with other documentation for review.

Examples of need:  Employee needs medical care that cannot be placed on a payment plan.  Employee has prescription expenses that must be paid upon pickup and they have depleted their HSA account.

If a staff member provides the Treasurer/Superintendent with a written doctor’s certification that it is medically necessary for the member to obtain medical care that would deplete the entire deductible amount of the member’s HSA prior to the end of the calendar year, AND payment for these services is required prior to December 31st of said calendar year, the BOARD will loan said employee the balance of what they are scheduled to contribute to their HSA by the last pay in 2024. Loan will be deposited within twenty one (21) days of receiving such written certification.  Employees will be required to reimburse the BOARD the amount of advancement that was the employee’s share of the deductible through payroll deduction or alternative means within twelve (12) months of receipt by the staff member of the advanced funds.
Doctors Certification:






Date: __________________
I, _________________________________________________, certify that it is medically necessary for ___________________________________________ to obtain medical care prior to December 31, 2024.

Physicians Printed Name: ________________________________________________________

Employee Certification:






Date: __________________
I, _______________________________, certify that the estimated cost of the medical care certified above will exceed the balance of funds within my HSA and payment is due before December 31, 2024.
Superintendent/Treasurer’s Approval/Denial:



Date: __________________

APPROVED


DENIED


_______________________________


___________________________________
Carrie Hester, Superintendent




Terrah Stacy, Treasurer
