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One Barrett Lakes Center

1701 Barrett Lakes Boulevard, Suite 180

Kennesaw, GA 30144
Telephone:  866-696-3225 Fax:  866-632-9373
ACH Debit Pre-Authorization Agreement

To: Health+ Program

You are hereby requested and authorized to debit our account (indicated below) all amounts specified in our Insurance Program Participation Agreement (hereafter referred to as “Agreement”) representing payments due under terms of our Agreement.

This authorization shall extend to include any revised payment amounts, late charges, NSF charges that may become due from revisions to Agreement, or other amounts due Health+ under terms thereof.

This authorization is to remain in effect until we have provided written Notification of Policy Cancellation to Health+.  Written notice is required for such action as outlined in our Agreement.

Company Information

	Company:      

	Contact:      

	Address:      

	City, State, Zip:      

	Telephone 1:      
	Telephone 2:      

	Fax:      
	Email:      


Bank Information

	Bank Name:      

	Address:      

	City, State, Zip:      

	ABA or Routing Number (9 Digits):      

	Account Title:      

	Account Number:      


I (we) hereby authorize Health+ to initiate debit entries to the checking account indicated above and further authorize my (our) Bank to debit said amount to such account.  In the case where funds are unavailable in the above-mentioned account, I (we) understand Health+ will assess charges and coverage will be terminated per our Agreement.

	Name of Authorized Person:      

	Title:      
	Date:       

	Authorized Signature: 


A VOIDED CHECK  MUST ACCOMPANY THIS FORM

