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Instructions for Completing the
Direct Deposit Authorization/Maintenance Form

Completing the Form

The Direct Deposit Authorization/Maintenance Form is a “fillable” form. You may complete the form while it is displayed on your computer. When the form is complete, save it to your computer, print and sign, and forward to your sales office contact with the appointment package. Or send the form directly to UHC Producer Credentialing if you are adding or changing an existing direct deposit.

Please complete Sections 1 and 2 and sign and date the form. If the form is incomplete, it will be returned to you and may delay your Direct Deposit start date. Please allow 4 weeks for the Direct Deposit to go into effect.
Section 1: Producer Information

Provide the following information for this section:

· Producer Name: This is the name of the individual producer or business entity.

· SSN or Tax ID: Individuals provide SSN; business entities provide federal tax identification number.

· Address: This is the mailing address where you prefer to receive information.

· Telephone Number: This is your preferred telephone number where you may be contacted if additional information is needed regarding the direct deposit request.

· Email: Email address where to contact you with any questions (regarding EFT only)
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Section 2: Account Information

Provide the following information for this section:

· Check the appropriate box to indicate whether you are adding, changing, or canceling an account to which a direct deposit should/has been made.  
· Complete all information for each bank account for which the direct deposit will be/has been made:
· Depository Name (Bank on which account is drawn)

· Depository Phone Number

· Depository City, State, and Zip

· Routing/ABA number—this number is unique to each bank and MUST be included. Please verify the nine-digit Routing/ABA number that is preprinted on your check with your financial institution as the one to be used for direct deposit of your commission funds.
· Check whether checking or savings account.

· Checking or Savings Account Number.

· Specify whether the deposit should be the Full amount of commissions or a Percentage.

· If a percentage is elected, specify the % amount.

· Add another account if necessary in the section below.

· Sign and date the completed form.

· Provide your title if you are representing an agency.

· Include the completed form when you return the RFA package for a new producer appointment to your sales office contact. If you are adding, changing, or canceling direct deposit for a current UHC producer, you may forward the form to:

UnitedHealthcare Producer Credentialing, PO Box 150450, Hartford, CT 06115

FAX: (860) 702-8307

Please call Broker Commissions Customer Service at 1-888-641-9147 with any questions regarding this form.

Direct Deposit Authorization/Maintenance Form

Section 1: Producer Information

	Producer Name

     
	SSN or Tax ID

     

	Producer Address:

Street      
	Producer Phone #

     

	City

     
	State

  
	Zip

     
	Producer Email

     


Authorization Agreement for Automatic Deposits (ACH Credits)

I hereby authorize UnitedHealth Group, 450 Columbus Boulevard, Hartford, CT 06103, hereinafter called COMPANY, to initiate credit entries and, if necessary, debit entries and adjustments for any credit entries in error to my (our) checking/savings account(s) indicated below and the depository named below, hereinafter called DEPOSITORY, to credit and/or debit the same account.

Section 2: Account Information (Maximum of Two Direct Deposits)

Account #1:
Type of Request 
 FORMCHECKBOX 
 Add


 FORMCHECKBOX 
 Change

 FORMCHECKBOX 
Cancel
	Depository Name

     
	Phone #

     

	City 

     
	State

  
	Zip

     

	*Routing/ABA #

     
	 FORMCHECKBOX 
Checking          

 FORMCHECKBOX 
Savings
	Acct #

     

	 FORMCHECKBOX 
Full Deposit                       FORMCHECKBOX 
Percent                                                        Specify % amount:      


Account #2:
Type of Request 
 FORMCHECKBOX 
 Add


 FORMCHECKBOX 
 Change

 FORMCHECKBOX 
Cancel

	Depository Name

     
	Phone #

     

	City 

     
	State

  
	Zip

     

	*Routing/ABA #

     
	 FORMCHECKBOX 
Checking          

 FORMCHECKBOX 
Savings
	Acct #

     

	 FORMCHECKBOX 
Full Deposit                    FORMCHECKBOX 
Percent                                                           Specify % amount:      


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



     

     



(Signature)
(Date)
(Title)

PLEASE ALLOW 4 WEEKS FOR THE DIRECT DEPOSIT TO TAKE EFFECT.

Commission funds are always deposited to your account(s) 3 business days after the commission statement date.
Send this form via U.S. Mail or Overnight Mail to:

UnitedHealthcare Producer Credentialing, PO Box 150450, Hartford, CT 06115
Please call 1-888-641-9147 with any questions regarding this form.

Important!!!


If you are choosing to deposit your commissions to a checking account, please include a preprinted original voided check. If you are choosing to deposit to a savings account, include a preprinted bank verification or deposit slip.








Important!!!


Please verify the nine-digit Routing/ABA number that is preprinted on your check or deposit slip with your financial institution as the one to be used for direct deposit of your commission funds.
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