


r ..LJ Group Health 
'--'Ii Cooperative

Electronic Funds Transfer (EFT) Authorization Form 

Date: __ _ _ _  _ Action Requested: D New Setup D Change to Current Setup D Cancel Setup 

Provider/Account Holder Information: 

Provider Name:------------------------------
Address: _________________________ _ _ _ ____ _ 
City: _____________ State: ___ Zip: _____ _ _ ______ _ 
Tax ID:______________ NPI: __ _________ _ 
Contact Name: Phone: 

-------------- - -------------

Fax: Email: 
--------------- - -- - -------------

Financial Institution Information: 

Financial Institution Name:---------------------------
Address: ________________________________ _ 
City: _____________ State: ___ Zip: _____________ _ 
Phone: Fax: ______________ _ 
Email: Contact Person: _____________ _ 

Primary Contact:----------------------- -------
Title: Phone: 

----------------- -------- - - ---

Fax: 
----------

Email: ___________________ _ 

Account Information: 

Financial Institution Routing Transit Number (nine digit): Depositor Account Number: 

Signature Line: 

Authorized Official Name (Print): _____________ __ Phone: _______ _ 
Title: Email : 

--------------- - ---- -- ----------

Signature: _____________ _ _ _ _ ___ _ __ _ Date: _____ _ 

Email or Mail Completed Form To: Group Health Cooperative of South Central Wisconsin 

Attention: Accounting Department

1265 John Q Hammons Drive 

Madison, WI 53717 

accounting@ghcscw.com
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