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Patient’s Authorization for Bank Payments (“EFT” Debits)

Individual(s) Name:		

Address:		

		

City: 		

State: 	 Zip Code: 	

Phone Number: (	) 		

Name of Financial Institution: 		

Routing #:		

Patient Name(s): 		

Account #(s): 		


I (we) hereby authorize (name of office) to initiate debt entries to my (our) checking account indicated on the attached voided check at the depository financial institution named on such document, hereinafter called Depository, and to debit the same to such account.  I (we) acknowledge that the originator of the (name of office) transactions to my (our) account must comply with the provisions of U.S. law.

This authorization is to remain in full force and effect until (name of office) has received written notification (signed by all names on the bank account) of its termination in such time and in such manner as to afford (name of office) a reasonable opportunity to act on it.  	 (Initials)

Attach Voided Check
(all names on bank account need to sign below)


Print Name					 Signature				 Date 		

Print Name					 Signature				 Date 		


NOTE:  ALL WRITTEN DEBIT AUTHORIZATIONS MUST PROVIDE THAT THE RECEIVED MAY REVOKE THE AUTHORIZATION ONLY BY NOTIFYING THE ORIGINATOR IN THE MANNER SPECIFIED IN THE AUTHORIZATION.



Important Notice:  Please read the disclaimer when using this website.  All materials provided with white papers; whether for a fee or not, are intended for general informational purposes since the services of a competent professional should be sought for any specific legal needs.  Use of the website and access/use of this form does not create or constitute an attorney-client relationship with any attorney on the website or providing this resource item.

