
DIRECT DEPOSIT

REQUEST

Identification

:.onetacifitreC:.onyciloP

Name of employee: 

Financial information

Name of financial institution: 

Branch address: 

Branch number: 

Account number: 

I request that my benefits be paid through electronic fund transfers (direct deposit) into this account.
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Please enclose a void check (unsigned) with this form.
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® The Blue Cross symbol and name are registered trademarks of the Canadian Association of Blue Cross Plans, used under licence by Medavie Blue Cross, an independent licensee of the Canadian Association 
    of Blue Cross Plans.
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