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Auto Withdrawal Authorization

Pre-authorized Payment (Debit) Service Authorization Agreement

             ______________________________________             _______________________________________
                               Donor Name/Company 


   Donor Social Security Number/Employer ID #
I (we) authorize Healing Hands Health Center and the financial institution listed below to electronically debit my (our):  
⁯    Checking       or           ⁮  Savings Account specified below:

              ______________________________________                 ___________________________________
                              Your Bank Name                                                              Your Bank Branch Location

                      ________________________________________                     ___________                              ______________________________

                                        City                                                       State                                            Zip Code

                     __________________________________________                   __________________________________________________________
                                    Bank Transit/ABA Number                                                   Account Number

This authority is to remain in full force and effect until Healing Hands Health Center and BANK have received written notification from me (or the Company) of its termination in such time and in such manner as to afford Healing Hands Health Center and BANK a reasonable opportunity to act on it.  A copy of this Authorization Agreement must be given to the donors and will be provided by Healing Hands Health Center and, upon request, to the BANK.

_________________________________________                    _____________________________________________
    Donor Name Authorization  (Please Print)                                                ID Number

___________________________________________________________________            ____________________________________________
                         Donor Signature





Date
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To verify bank account information and to provide the necessary information to set up the automatic withdrawal, please complete the above information and attach a “Void” check (from Checking Account) or a blank deposit slip ( from a Savings Account). The check or deposit slip contains the needed withdrawal numerical information to expedite the process. If you have  any questions, please do not hesitate to contact Healing Hands Health Center at the address, phone or email address above.
210 Memorial Blvd., Bristol, TN  37620


Phone: 423-625-2516,  Email: � HYPERLINK "mailto:execdirector@charter.net" ��execdirector@charter.net�


Web Site: � HYPERLINK "http://www.healinghandshealthcenter.org" ��www.healinghandshealthcenter.org�
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