[bookmark: _GoBack][image: ]DEPARTMENT OF FINANCIAL SERVICES
DIVISION OF RISK MANAGEMENT
DIRECT DEPOSIT PAYMENT AUTHORIZATION
Vendor Use Only

Please complete this form and return to: 	Department of Financial Services
Division of Risk Management
Bureau of Risk Financing & Loss Prevention
200 East Gaines Street
 (
PAYEE INFORMATION
Name:      
 
    Federal Tax ID Number: 
      -
    
        
Address:  
     
OR
 Social Security Number *: 
                -
        -
  
    
 
Direct Deposit Action Requested: (Please check one)
 
  
Start  
           Change
*
The social security number is required to be collected pursuant to 26 USC 6109, and will only be used for the purpose of complying with filing requirements imposed by the Internal Revenue Code and to comply with Section 119.071 (5)(a)7, F.S.
          
)[image: ]Tallahassee, Florida 32399-0337
 (
PAYEE CONTACT INFORMATION
Name:  
      Telephone Number:  
Ext: 
E-Mail Address: 
     
      
Fax Number: 
)


	
NOTE:  ALL SIGNATURES MUST BE ORIGINAL. NO COPIES OR FAXES WILL BE ACCEPTED.
 (
AUTHORIZATION:
 I hereby authorize the Department of Financial Services, Division of Risk Management, to initiate credit entries, and, if necessary, a debit entry in order to reverse a credit entry made in error, in accordance with NACHA rules (Article II, Section 2.4 and 2.5). I hereby authorize these payment instructions, and accept the terms and conditions for Electronic Funds Transfer payments on the reverse side of this form. 
Authorized Signature:  
      Title:   
Printed Name: 
      Date:   
)



 (
FINA
NCIAL INSTITUTION VERIFICATION – 
(
OPTIONAL –
 PLEASE SEE INSTRUCTIONS
)
I have verified that the account and the transit-routing numbers provided above are correct. I have further verified that the person signing as the payee is an authorized signer on the account specified above.  
Print Name:  
 
  Title of Bank Officer: 
Signature of Bank Officer: 
              Date: 
                                                             
Bank Officer Telephone Number: 
(
    )
               Ext: 
) (
ACCOUNT INFORMATION:
Transit Routing Number of Your Financial Institution:    Your Account Number (Start at the left, leave unused spaces blank):
) (
FINANCIAL INSTITUTION INFORMATION:
Financial Institution Name: 
    Telephone:  
   (
        
  )
Address: 
 
    Account Name: 
   
 
               
     
                
       
           
       
    Account Type:     Checking               Savings   
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 (
DATE RECEIVED BY TFMS
:
) (
FOR TFMS USE ONLY:
Entered by: 
  
 Date Entered: 
Verified By: 
                                _
 Date Verified: 
)						





DEPARTMENT OF FINANCIAL SERVICES
DIVISION OF RISK MANAGEMENT
DIRECT DEPOSIT PAYMENT AUTHORIZATION
Vendor Use Only


DIRECT DEPOSIT PAYMENT AUTHORIZATION INSTRUCTIONS
This form is for Vendors doing business with the Department of Financial Services, Division of Risk Management, NOT for Employees or Florida Retirement System Retirees. 
	
Please complete all information requested on this form. Only forms with original signatures will be accepted. Illegible information will result in the Direct Deposit Authorization being returned to the vendor and rejected at the time until legible information can be provided. Processing time is approximately 4 to 6 weeks following receipt of the completed form and required documents.

Payee Information:
The name on the Direct Deposit Payment Authorization Form must match the Payee name on the vendor file with the Division for payments to be sent electronically. If there is a change in account information (such as change to the account name, bank account number or transit-routing number), please check “Change” in the appropriate box in the “Payee Information” Section under “Direct Deposit Action Requested”. 

Authorization Information:
It is important to note that this authorization applies to all payments to your organization from the Division. Please take this into consideration when initiating direct deposit. The Division cannot send different payments to different accounts at this time. All payments from the Division will be sent to the single account you designate.

Account Information:
The accuracy of the information provided in the Account Information and Financial Institution Information is very important.

To establish a Direct Deposit payment with the Division, a Vendor must provide one of the following with the Direct Deposit Payment Authorization:

1) Original “voided” check: The Division of Risk Management does not accept “starter/counter” checks. The check must be pre-printed with the name and address of the account holder; or, 

2) Financial Institution Verification: The Vendor must have their banking institution complete the Financial Institution Verification portion on the sheet prior to submitting this request for direct deposit. 

Please contact Angela Greer at (850)413-4816 or e-mail at angela.greer@myfloridacfo.com if you have any questions or need assistance. 



TERMS AND CONDITIONS

An authorized representative of the payee must make any changes to the information provided on this form in writing. Changes to account information will cause the original authorization to be immediately inactivated and the new account information will be processed as described above. The authorization will remain in effect until terminated in writing with thirty (30) days of notice to the Division of Risk Management to allow adequate time to effect termination. The Division of Risk Management will not be responsible for any loss that may arise solely by reason of error, mistake or fraud regarding information provided on this Direct Deposit Payment Authorization Sheet. 



DRM-DD-VA rev.12/2013
image3.emf
 

 


image1.emf

image2.emf
 

 


