Direct Deposit Authorization Form

Employee Name:  ______________________________________________

Employee Phone Number:  _______________________________________

Social Security Number:  _________________________________________

Financial Institution Name: _______________________________________

Account Number:  ______________________________________________

We MUST receive a copy of a voided check from the account(s) that are to be credited.  For a savings account, please obtain the necessary information from your financial institution.
I hereby authorize my Employer to initiate credit entries, and to initiate, if necessary, debit and adjustments to my payroll if an error occurs to my account(s).  This authority is to remain in full force until the Employer has received written notification from me of its termination in such a time manner as to afford Employer and Financial Institution a reasonable opportunity to act.

Signature:  __________________________________  Date:  ___________
Return this form (along with a copy of a voided check and/or other necessary information) to CheckMate via fax 985-809-6777 or mail to:  114 Highland Crest Dr, Covington, LA  70435.

