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           SHERIDAN MEMORIAL HOSPITAL ASSOCIATION

440 West Laurel Avenue
Plentywood, MT 59254
Phone: (406) 765-3700      Fax: (406) 765-3800

www.sheridanmemorial.net


Authorization Agreement for Automatic Deposits

I hereby authorize Sheridan Memorial Hospital Association to initiate credit entries, and if necessary debit entries and/or adjustments to the account(s) listed below and the depository institution named below, hereinafter called DEPOSITORY, credit and/or debit the same such account.

I understand that SMHA is not responsible for any fee’s that may be charged to the account(s), which may have incurred due to any changes made to such account(s), by either myself and/or my financial institution.  I understand that I am responsible to notify SMHA, in writing, of any changes made to the below mentioned account(s) (should it affect the electronic transaction,) and understand that SMHA cannot be held accountable for any such changes made. Any electronic discrepancy caused by any type of “malfunction” by the named financial institution is also not the responsibility of SMHA. I understand that by signing up for Direct Deposit, I am responsible to make sure that the necessary funds are available and posted to my account prior to making any type of monetary withdrawal.

PLEASE INCLUDE A DEPOSIT SLIP FOR EACH ACCOUNT,
 TO ENSURE THE CORRECT ROUTING AND ACCOUNT NUMBERS ARE ASSIGNED.

Account #1

Name of Depository:      
Address:      
Account type:   FORMCHECKBOX 
 Checking      FORMCHECKBOX 
 Savings

Routing No.       
Account No.       
Amount      
Account #2

Name of Depository:      
Address:      
Account type:   FORMCHECKBOX 
 Checking      FORMCHECKBOX 
 Savings

Routing No.       
Account No.      
Amount      
This authority is to remain in full force and effect until Sheridan Memorial Hospital Association has received written notification from me of its termination in such time and in such a manner as to afford Sheridan Memorial Hospital Association and DEPOSITORY a reasonable opportunity to act on it.

Employee Name:      
       PLEASE PRINT

EMPLOYEE SIGNATURE ________________________________________  DATE _______________________


Sheridan Memorial Hospital Association will keep authorization on file throughout the life of the transaction and two years beyond their termination.

Employer Approval by:___________________________________________________________________

                                                         NAME                                                  TITLE                                           DATE
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