
Health Care Flexible Spending Account (HCFSA) and the Dependent Care Assistance Program (DeCAP) 
are divisions of the Office of Labor Relations’ Flexible Spending Accounts Program

FLEXIBLE SPENDING ACCOUNTS (FSA) PROGRAM
DIRECT DEPOSIT/CHANGE FORM

nyc.gov/fsa
DeCAPHCFSA

Fl

exi
ble

Spending Accounts

q HCFSA q DeCAP q HCFSA/DeCAP Plan Year: q 2025 q 2024 q Both Plan Years

TYPE OF ACTION (check all that apply)

q Change of Name on Account     q Change of Account Number     q Change of Account Type     q Change of ABA Number

PARTICIPANT INFORMATION (all sections must be completed)
social security number work phone number home phone number

last name first name mi.

home address - number and street apt. no.

city state zip + four

INITIAL CHANGE
Account type (check only one) q Checking q Savings

Person(s) named on account (print exactly - include trustee or joint owner) - Must attach a voided check or most recent savings statement.

1)

2)

aba number* account number**

*ABA NUMBER:  checkinG account - the aba number is the first nine (9) numbers prior to the account number at the bottom left corner of the check. 
saVinGs account - contact your bank for the aba number, if not known.

**ACCOUNT NUMBER: see check, passbook, or account statement for account number.

PARTICIPANT AUTHORIZATION 

I hereby authorize the Flexible Spending Accounts Program to deposit my HCFSA/DeCAP reimbursement directly into my checking or 
savings account as requested. I also grant authorization for the reversal of a credit to my account in the event the credit was made in error. 
I understand that, under the “National Automated Clearing House Association” operating guidelines and rules, the Flexible Spending Accounts 
Program can only reverse the amount of the incorrect direct deposit. I agree that this authorization will remain in effect until I provide to the 
Flexible Spending Accounts Program a written cancellation to terminate the service. I will notify the Flexible Spending Accounts Program if my 
bank account numbers listed above should change.

Participant Signature Date / /

CANCELLATION 

I hereby authorize the Flexible Spending Accounts Program to cancel my direct deposit agreement.

Participant Signature Date / /

Please submit form electronically to:
https://nyc-fsa.leapfile.net

Please retain a copy for your records.
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