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Healthcare Fund 

SOCIAL SECURITY ADMINISTRATION 

P.O. Box 679 Koror, Palau 96940 

Tel: 488-2457 | Fax: 488-1470 

administration@ropssa.org 

www.ropssa.org 

DEPOSIT TO MEDICAL SAVINGS ACCOUNT 

Account Holder’s Name Social Security Number Amount (Minimum of $10.00) 

1. $ 

2. $ 

3. $ 

Total: 

Date: _______________________________ 

Payer’s Name (Print): ___________________________________________ SSN: _______________________ 

Tel No. _____________________ Signature of Payer:  ____________________________________________ 
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