
Employee Direct Deposit Authoriza on Form  

Employer Company Name_______________________________________________  Date ___________________ 

Select One   New Employee  Changes to Exis ng Employee

SAMPLE 

Photocopies of this form can be distributed to employees  
par cipa ng in Direct Deposit. Employee must return this 
Direct Deposit Authoriza on to Employer. 

Bank Name 

Bank Address 

Bank City, State, Zip 

Rou ng/Transit 
Number 

Account Number 

Bank Name 

Bank Address 

Bank City, State, Zip 

Rou ng/Transit 
Number 

Account Number 

Staple Voided Check  
Here 

Staple Voided Check  
Here 

I authorize my employer _____________________________________ and its Agents, including Financial  

Ins tu ons, to ini ate electronic credit entries, and if necessary, debit entries and adjustments for any 
credit entries in error to my checking and/or savings accounts listed above. This authoriza on will remain  

in effect un l I have informed my employer in wri ng that I wish to cancel it or my employer has had  

reasonable  me to effect such cancella on. 

______________________________________________________      ___________________________________ 
 Employee Signature Date 

______________________________________________________    ___________________________________ 
   Employee Name Printed Email Address 

Account 1 Account 2 

ACCT
HSA DEDUCTION 
ACCTACCT

CHECKING 
ACCT ACCT

CHECKING 
ACCTACCT

SAVINGS 
ACCT

SAVINGS HSA DEDUCTION 
ACCT

Select One $ __________ % _________ Select One $ __________ % _________
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