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Authorization Agreement
For Automatic Withdrawals and Deposits
I hereby authorize Star Nursing Inc., to initiate credit entries and, if necessary, adjustment for any credit entries made in error to my account indicated below and with the bank named below:

Bank Name:       

Address:       

City:       

State:      

Zip:      

Choose One (Transit/ABA Number – lower left corner of check)

Routing No. (ABA) :       

Account No. :       


 FORMCHECKBOX 
  Checking
 FORMCHECKBOX 
 Savings
 FORMCHECKBOX 
 Other:      

This authority is to remain in full force and effect until Star Nursing Inc. has received written notification from me of its termination in such time and in such manner as to afford Star Nursing Inc., and the Bank a reasonable opportunity to act on it.

Authorized Signature:       
  Date:       

 FORMCHECKBOX 
 
I      
 agree that I am submitting this document electronically and have typed my name and dated above in lieu of an original signature and hereby authorize Star Nursing and its affiliates to utilize this submitted document.
Place Voided Check Below:
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