
I hereby authorize BAC to directly deposit any benefits payable to me under my employer sponsored Cafeteria Plan 
into the bank account shown above.  I understand that by signing this form I grant the Plan the right to recover/
correct any Direct Deposit transfer resulting from an erroneous payment by debiting my account to the extent of 
such overpayment.

Further, I agree not to hold BAC responsible for any delay or loss of funds due to incorrect or incomplete  
information supplied by me or by my financial institution or due to an error on the part of my financial institution 
in depositing funds to my account.

I understand that this authorization will apply to all Cafeteria Plan Accounts I am enrolled in through BAC. At this 
time this authorization DOES NOT apply to Medical, Prescription Drug, Dental or Vision benefits.

This authorization shall remain in effect until written request to terminate/change has been received by BAC. 

E.	AU THORIZATION:

DATE SIGNED (MM/DD/YYYY):
X

EMPLOYEE’S SIGNATURE (NOT VALID UNLESS SIGNED IN INK):

MAIL COMPLETED FORM TO BAC:
ATTN: ADMINISTRATION DEPT.   

PO BOX 107  REYNOLDSBURG, OH 43068

OR FAX COMPLETED  
FORM TO BAC AT:

(614) 863-9137

OR EMAIL COMPLETED  
FORM TO BAC AT:

FLEXCLAIMS@BACTPA.COM

DIRECT DEPOSIT AUTHORIZATION

   PARTICIPANT (LAST, FIRST, M.):    SOCIAL SECURITY NUMBER:

   HOME ADDRESS:	 CITY:	 STATE:	Z IP CODE:

A.	STATEMENT OF PARTICIPANT: PLEASE ANSWER ALL QUESTIONS FULLY

   PHONE NUMBER:    IS THIS A NEW ADDRESS?:

B.	ACTION:

   DATE OF BIRTH (MM/DD/YYYY):

   BANK ACCOUNT NUMBER AND ROUTING NUMBER:

C.	ACCOUNT INFO: 

   EMAIL ADDRESS (USER@DOMAIN.COM):   TYPE OF ACCOUNT:

CHECKING	 SAVINGS

PLEASE ATTACH A VOIDED CHECK

IF NO CHECK IS AVAILABLE PLEASE CONFIRM THE ROUTING NUMBER WITH YOUR BANK

ROUTING NO.	 ACCOUNT NO.	 PLEASE ATTACH A VOIDED CHECK

Void

   CHOOSE ONE:

FIRST TIME DIRECT DEPOSIT REQUEST

CHANGE TO AN EXISTING DIRECT DEPOSIT AUTHORIZATION

Withdrawal of prior Direct Deposit Authorization – note by completing this section your cafeteria plan  

reimbursements will begin being processed by paper check and mailed to the address SHOWN ABOVE.

If making a change please make certain to allow an appropriate time frame before terminating the old account.   

If notification of the change is not received by BAC prior to terminating the original account the member may  

experience a delay in payment until the change takes effect.

�Important note:   

Please allow a minimum of 2 weeks for processing of your initial and/or change in Direct Deposit Authorization.

INSTRUCTIONS:  Please complete this form and submit to:  
BAC – aTTN: Administration Dept., PO BOX 107, REYNOLDSBURG, OH 43068-0107,  
OR FAX TO 614.863.9137, or EMAIL TO FLEXCLAIMS@bactpa.com


