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ACH Direct Bank Account Payment 
 

Please Circle One 
 
 
 

Location: 

      

Date: 

      

Resident Name: 

      

Responsible Party: 

      

Address: 

      

City: 

      

State/Zip: 

      

Phone Number: 

      

 Medicaid : Authorized Amount Per State  
 Private Pay : Authorized Amount Per Admission                      

                          Agreement/LOCA 
 

Bank Information 
 

Name of Bank:  
      

Name on Account:  
      

Address: 
      

Type of Account:  Savings   Checking 
 

City: 
      

Account Number: 
      

State/Zip: 
      

Bank Routing Number: 
      

Bank Phone Number: 
      

Start Date: 
      

 
Payments will be withdrawn between the 1st and the 5th of the Month. 
 

 
 

Signature of Authorization: Date:      

NEW/ EDIT/ CANCEL 

 

Please attach a voided 
check. 


