AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT

	EMPLOYEE INFORMATION

	Employee:        
	Soc. Sec. #       

	Employer:        


	BANKING INFORMATION
	ACCOUNT STATUS
	ACCOUNT TYPE

	Bank Name:       
City:                   
State:                                 Zip:       
Transit/ABA Number:       
Banking Account #:       
	 FORMCHECKBOX 
   New Agreement

 FORMCHECKBOX 
   Change in Account

 FORMCHECKBOX 
   Cancel Agreement

Allow 10 business days for processing of this Authorization.
	 FORMCHECKBOX 
   Checking

 FORMCHECKBOX 
    Savings


ATTACH A VOIDED CHECK FOR CHECKING ACCOUNTS

OR

A DEPOSIT SLIP FOR SAVINGS ACCOUNT

	Jane Doe                                                           5365

1000 Main Street

Anywhere, USA 10001

________20____

PAY TO THE 

ORDER OF  __________________ _$__________

________________________________DOLLARS

Memo _______________     __________________

123456789                   12345678910           5365
	Deposit Slip for Savings Account


Transit#


Account #
   Check#

I hereby authorize Corporate Benefit Planning, LLC to initiate credit entries and if necessary, debit entries and adjustments for any entries made in error to my account as indicated.  This authorization will remain in effect until Corporate Benefit Planning, LLC has received written notification from me of its termination in such a manner as to allow Corporate Benefit Planning, LLC a reasonable opportunity to act upon it.  If I change my account, I will complete a new Authorization Agreement for Direct Deposit listing the new account information.  I understand this authorization is for reimbursement from my Flexible Benefits Plan.

     








     

  EMPLOYEE SIGNATURE (REQUIRED)



DATE

