Authorization Agreement for Direct Payments (ACH Debits)

Saves Money….Saves Time…Easy to begin or end!

Company Name: Altrua HealthShare

I (we) hereby authorize Altrua HealthShare hereinafter called financial institution, to initiate debit entries of my monthly contribution amount from my:

____ Checking Account   ___ Savings Account (select one only)
indicated below at the depository financial institution named below, hereinafter called DEPOSITORY, and to debit the same to such account.  I (we) acknowledge that the origination of the ACH transactions to my (our) account must comply with the provisions of U.S. law.

Financial Institution ____________________        Branch_________________________

City _______________________________
         State___________________________

Routing Number _____________________           Account Number_________________

Please select one:   Draft on the 1st _______           

The authorization is to remain in full force and effect until Altrua HealthShare has received written notification from me (or either of us) of its termination in such time and in such manner as to afford Altrua HealthShare and DEPOSITORY a reasonable opportunity to act on it.
Name_______________________________          Driver License Number____________

Date________________________________          Signature_______________________

Please attach a voided check for confirmation of account numbers.
All transactions are done on the first day of the month.  On your bank statement it will appear as an abbreviated version of “Altrua HealthShare”.  

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

Please return this form to:  Altrua HealthShare 

PO Box 151057                                                             Austin, TX 78715-1057

