Authorization Agreement for DIRECT DEBITs
Please complete the Agreement below and send back with your Enrollment Application Form(s) in the postage paid envelope.
I (We) hereby authorize S. F. & C. Insurance Associates, Inc. (Company ID 52-1226458), herein after called COMPANY, to initiate DEBIT entries and/or correction entries to our CHECKING account indicated below at the depository named below, hereinafter called DEPOSITORY, to credit the same to such account.

Depository Name (Your Bank Name)


   Branch (Location)                                                                   
City


   State

Bank Transit/ABA Number


   Account Number

(First set of numbers at the bottom of your check)
  
  
    (Second set of numbers at the bottom of your check)
The pricing below includes a $2.50 administrative fee. 
DENTAL Plan:
 Monthly Premium – Please indicate which plan you are electing with an “X”




____
Employee – $49.70






____
Employee + Family - $49.70



VISION Plan:  Monthly Premium - Please indicate which plan you are electing with an “X”



____
Employee - $12.14



____ 
Employee + Family - $12.14



Monthly premium for Dental plan (taken from above)


$ ______________

Monthly premium for Vision plan (if desired)



$______________

Total monthly amount to be drafted from my/our checking account
$ ______________

(Total monthly amount is premium for Dental plus premium for Vision)
This authorization is to remain in full force until COMPANY has received written notification from me (us) of its termination in such manner as to afford COMPANY and DEPOSITORY reasonable opportunity to act upon it.
I understand that my account will be debited on a monthly basis on or about the 15th of each month to pay for my premium.  I understand that I will be responsible for any bank charges to my account or the Company resulting from insufficient funds or re-presentment to the bank. This authorization shall extend to any premium increase affected under any plan selected by me under the terms thereof.  A fee of $25 will apply if a debit is declined for any reason.
__________________________________________               ___ ___ /___ ___/___ ___
Name (please print clearly)                                                      Date (mm/dd/yy) 
___ ___ ___ -___ ___ ___ -___ ___ ___ ___                           

Daytime Telephone #
             

__________________________________________           ___________________________________________    

Signature____________________________
E-mail Address _____________________________
PLEASE ATTACH A VOIDED CHECK HERE 
If you have any questions, please call Frances Stump at 1-800-876-7768, ext. 157
Fire Chiefs ACH 2016

*To be retained in Company File until termination

