Resident Name:_________________________            _____  Room #_________

AUTHORIZATION FOR PREAUTHORIZED PAYMENTS

I/We authorize the COMPANY (named below) to initiate debit entries to my our account at the DEPOSITORY (Identified below) for the purpose of accomplishing the following preauthorized payments:

FACILITY NAME:  ___________________________  

AMOUNT $ ______________________

      Effective Date ____/_____/_____ 
   CHECK ONE       ______New Authorization         _____Change to Previous Authorization

DEPOSITOR NAME: ________________________________________________________________________________
BRANCH: ___________________________________________________________
PHONE: ___________________________________

CITY:_____________________________ STATE: ______________________ ZIP: _________________

ROUTING NUMBER: ________________________________________________  
(Voided  check/draft or deposit slip MUST BE ATTACHED)

ACCOUNT NUMBER: ______________________________________    (check one) ____CHK     ___SAV 

My/Our account will remain subject to its Individual term’s end conditions which are not modified by this authorization.

I/We understand that this authorization will remain in full force and effect until the COMPANY has received written notification from the responsible party of its termination in such time and in such manner as to afford the COMPANY and the DEPOSITORY a reasonable opportunity to act on it.

NAME(S) of RESIDENT(S)  (Print or Type):________________________________________________

__________________________________          ___________________________________

(Signature)
(date)
                          (Signature)
                        (date)

NAME of RESPONSIBLE PARTY  (Print or Type):__________________________________________

__________________________________         
(Signature)
(date)
                   
